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ORGANIZATIONAL CHART 
Grove Neck Road Facility 
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* The ownership of the remaining 4.8% interest in Recovery Centers of America 
Holdings LLC is divided among over twenty persons. 



The entities identified in the preceding table have the following roles in the proposed
project.

 314 Grove Neck Road OPCO LLC: Applicant.  Will be the licensee and operator of
the facility, providing facility level staff. 

 314 Grove Neck Road LLC: Property owner.  Will lease the facility to 314 Grove
Neck Road OPCO LLC.

 TRC-OC LLC: Sole member of 314 Grove Neck Road OPCO LLC.  Passive holding
entity; will have no role in day to day operations, or the treatment and care provided
at the facility.

 TRC-RE LLC: Sole member of 314 Grove Neck Road LLC.  Passive holding entity;
will have no role in day to day operations, or the treatment and care provided at the
facility.

 Recovery Centers of America Holdings LLC: Serves as the holding company and
sole member of TRC-OC LLC and TRC-RE LLC.  Will provide corporate 
administrative staff, policies, and funding for both implementation and ongoing 
operations.  

 Recovery LLC: Investor, no role in day to day operations, or the treatment and care
provided at the facility.

 Deerfield: Investor, no role in day to day operations, or the treatment and care
provided at the facility.

 Mary Margaret Trust: Investor, no role in day to day operations, or the treatment and
care provided at the facility.



 
 
 
 
 

EXHIBIT 4 



Local

Heroin deaths spike in Maryland

By Susan Svrluga  June 27, 2014

Heroinrelated deaths in Maryland spiked 88 percent from 2011 to 2013, according to

figures released Friday by the state’s Department of Health and Mental Hygiene, and

intoxication overdoses of all types now outnumber homicides in the state.

“Overdose is a publichealth crisis in Maryland, as it is in many states,” said the agency’s

secretary, Joshua Sharfstein, “and we are bringing everything we can to bear against this

challenge.”

Cyndi Glass of Brookeville, whose son Jeremy died of a heroin overdose in 2008, gasped

when she heard the statistics. “That is shocking. I knew it would increase, but I didn’t

know it would increase that much,” she said.

Payroll Services
payroll.buyerzone.com
Compare Payroll Service Prices Find the Best Deal and Save Today!

Glass has been raising money for treatment, prevention and awareness programs because

she had no idea, when her son was prescribed opioid painkillers after a football injury led

to three knee surgeries, that it could possibly lead one day to a heroin addiction.

“He would have turned 26 yesterday,” she said.

Heroin use has been surging across the country — often as people addicted to prescription

http://www.jeremysrun.com/
http://www.washingtonpost.com/local/fairfax-mother-of-young-heroin-addict-there-were-clues-but-we-had-no-clue/2014/04/22/ab66b03c-b06b-11e3-9627-c65021d6d572_story.html
http://www.washingtonpost.com/local
http://www.washingtonpost.com/people/susan-svrluga


opiates switch to a similar, but cheaper and more readily available, high — with fatalities

rising along with it.

In Virginia, heroinrelated deaths more than doubled from 2011 through 2013, for a total

of 213. In 2013 in Maryland, which has a more comprehensive system for tracking deaths,

there were 464 — an 18 percent increase from the previous year.

Both states began training programs this year to help family members or friends learn to

administer naloxone, a drug that can sometimes prevent an overdose. In Maryland, 2,000

people have been trained already in addition to the firstresponders, Sharfstein said, and

by July 1 all ambulances will carry naloxone.

Maryland saw a dramatic jump in the number of deaths from heroin spiked with non

prescription fentanyl. Typically they had seen two or three a month, Sharfstein said, “but

in October we started to see 10, 15, 20 a month . . . and that has persisted, to a certain
extent, into this year. That is a huge increase. Fentanyl is highly potent and definitely

dangerous in combination with heroin. That is a huge challenge.”

Gov. Martin O’Malley (D) created an interagency council to try to prevent overdose

deaths, using some of the same techniques the state has used to understand and reduce

the number of homicides.

Payroll Services
payroll.buyerzone.com
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One of his main goals has been to reduce intoxication deaths by 20 percent by the end of

next year. (A graphic of a meter on a state Web site shows negative 7.4 percent progress

toward that goal, since all intoxication deaths increased from 799 to 858 in 2013.)

Heroinrelated deaths increased in western and central Maryland and on the Eastern

http://www.washingtonpost.com/local/5-ways-to-help-heroin-addicts/2014/04/23/18a3bbdc-cb1e-11e3-93eb-6c0037dde2ad_story.html
http://www.washingtonpost.com/national/health-science/2014/06/20/d6ce4356-e82f-11e3-afc6-a1dd9407abcf_story.html
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Shore. And they more than doubled in Frederick County, from 10 in 2012 to 21 in 2013.

Over the past five to 10 years, heroin, once mainly associated with urban centers such as

Baltimore, has spread throughout the state, Sharfstein said. (Baltimore had a large

increase in heroin deaths from 2012 to 2013, as well.)

The state has launched a publicinformation campaign to counter opioid overdoses, trying

to erase stigmas about treatment such as methadone and looping in the 211 call centers so

that people can ask where to find help.

Officials hope to provide everyone leaving detention centers with information warning

about overdose deaths: Former inmates can easily overdose after being off the drug if they

go back to their original dose once they're freed from incarceration because of lost

tolerance. And officials will study cases, looking for common factors (such as certain

doctors, in the case of prescriptiondrug overdoses), recent release from prison and so on.

The governor is also asking the boards that oversee prescribers to require all practitioners

to take continuing education in two areas: Appropriate opioid prescribing and addiction

treatment.

“It may be that we’re making some progress,” Sharfstein said. “It’s just hard to say, given

the enormous increases affecting the East Coast right now. Everything we’re doing is

really not enough to turn the corner.”

Susan Svrluga is a reporter for the Washington Post, covering higher education for the Grade Point blog.

http://apps.washingtonpost.com/g/page/local/maryland-heroin-overdoses/1130/


 
 
 
 
 

EXHIBIT 5 



Profile of Dr. Deni Carise, Chief Clinical Officer 

Dr. Carise (hereafter “Executive”) has been in the field of substance abuse and behavioral healthcare, as a 
researcher and clinician, for more than 28 years and as such has extensive personal knowledge, know-
how and experience with regard to the types of activities she will be undertaking for RCA.  The following 
list includes the types of materials Executive has produced in the past, media outlets that have featured 
Executive and Executive’s work, public presentations made and products Executive has developed.  
Nothing on this list shall prohibit Executive from developing similar products for RCA which RCA 
would have full ownership rights to, however, neither shall she be prohibited from developing similar 
products in the future based on her experience and know how. 

I. Areas of Expertise: 

A. Development, implementation and measurement of treatment tools and evidence-based 
practices such as computer software, clinical toolkits, program descriptors, assessment, intake 
and treatment planning instruments and procedures, continuing care, fidelity assessment, 
relapse prevention, family therapy, 12-step support, decreasing paperwork burden, diagnosing 
systems, psychodrama.  Support for specific topics is as follows:  

1. Carise, D, McLellan, A.T., & Gifford, L.  (2000) Development of a “Treatment Program” 
Descriptor – The Addiction Treatment Inventory. Substance Use and Misuse, 35(12-14), 
1797-1818. 

2. Carise, D., Gurel, O., Festinger, D., & McLellan, A.T.  (2001). Linking assessment to 
services provided with the Addiction Severity Index and new technology transfer 
systems.  Drug and Alcohol Dependence 63(1), 24.  

3. Gurel, O., Carise, D., Kendig, C., & McLellan, A.T.  (2001). Research to practice: 
Development, validation and use of a resource guide and software to link assessment to 
services.  Drug and Alcohol Dependence 63(1), 60.  

4. Carise, D., McLellan, A.T., Cacciola, J., Love, M., Cook, T., Bovasso, G., Lam, V. (2001).  
Suggested specifications for a standardized Addiction Severity Index database.  Journal of 
Substance Abuse Treatment 20, 239-244 

5. Gurel, O., Carise, D., Kendig, C., McLellan, A.T. (2005).  Developing CASPAR:  A 
computer-assisted system for patient assessment and referral.  Journal of Substance 
Abuse Treatment, 28(3), 281-289. 

6. Carise, D., Gurel, O., McLellan, A.T., Dugosh, K. & Kendig, C.  (2005). Getting patients 
the services they need using a computer-assisted system for patient assessment and 
referral – CASPAR. Drug and Alcohol Dependence.  80(2), 177-189.   

7. McLellan, A.T., Cacciola, J.C., Alterman, A. I., Rikoon, S. & Carise, D.  (2006). The 
Addiction Severity Index at 25: Origins, contributions, and transitions, American Journal 
on Addictions, 15(2). 

8. Rikoon, S.H., Cacciola, J.S., Carise, D, Alterman, A.I., & McLellan, A.T. (2006). 
Predicting DSM-IV dependence diagnoses from ASI composite scores. Journal of 
Substance Abuse Treatment. 31 (1), 17-24.  

9. Cacciola, J., Camilleri, A., Carise, D., Rikoon, S., McKay, J., McLellan, T., Wilson, C., 
and Schwarzlose, J. (2008). Extending residential care through telephone counseling: 
Initial results from the Betty Ford Center Focused Continuing Care protocol. Addictive 
Behaviors, 33(9), 1208-1216. 

10. Carise D., Brooks A., Alterman, A.  McLellan A. T., Forman R. and Hoover V.  (2009) 
Implementing Evidence Based Practices in Community Treatment Programs:  Initial 
feasibility of a Counselor Toolkit.  Substance Abuse. 30 (3) 239-243. 
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11. Carise, D. (2000) Effects of Family Involvement on Length of Stay and Treatment 
Completion Rates with Cocaine and Alcohol Abusers.  Journal of Family Social Work, 
V4(4), 79-94. 

12. Carise, D., Love, M., Zur, J., McLellan, A.T., Kemp, J. (2009). Results of a State-Wide 
Evaluation of “Paperwork Burden” in Addiction Treatment.  Journal of Substance Abuse 
Treatment, 37(1).  

13. McKay, J.R., Carise, D., Dennis, M., DuPont, R.., Humphreys, K., Kemp, J., et al. 
(2009).  Extending the benefits of addiction treatment:  Practical strategies for continuing 
care and recovery. Conference position statement.  Journal of Substance Abuse 
Treatment, 36, 127-130.  

14. McKay, J.R. & Carise, D. (2009).  State of the Science: Extending the benefits of 
addiction treatment.  Journal of Substance Abuse Treatment, 36, 172-173.  

15. Brooks, A.C., Ryder, D., Carise, D., Kirby, K.C. (2010) Feasibility and effectiveness of 
computer-based therapy in community treatment.  Journal of Substance Abuse Treatment, 
39(3), 227-235.  

16. Brooks, A., DiGuiseppi, G., Laudet, A., Rosenwasser, B., Knoblach, D., Carpenedo, C., 
Carise, D. & Kirby, KC. (2012).  Developing an evidence-based, multimedia group 
counseling curriculum toolkit. Journal of Substance Abuse Treatment, 43(2012), 178-
189. 

17. Carise D, Forman R, Randall.  (1995). Effect of Drug of Choice, Family Involvement, 
and Employer Involvement on Treatment Completion Rates Of Substance Abusers. 
NIDA Research Monograph Series.  Problems of Drug Dependence, 152(2), 352. 

18. Carise D,  McLellan, AT. (1996).  The "Paved-Way"; Effects of Linking In-Treatment 
Addicts with 12-Step Program Volunteers.  NIDA Research Monograph Series.  Problems 
of Drug Dependence, 162, 268. 

19. S. Rikoon, J. Cacciola, D. Carise, and McLellan A.T. (2004). Assessing severity: predicting 
DSM-IV dependence diagnosis from ASI composite scores. NIDA Research Monograph 
Series. Problems of Drug Dependence, 185(9), 25. 

20. Carise D,  McLellan AT.  (1997).  Assessing Outcomes with Special Populations.  NIDA 
Research Monograph Series.  Problems of Drug Dependence, 174, p. 283. 

21. Carise D., Gurel O., Kendig C., McLellan A.T. (2002). Computer-Assisted Admission 
Assessment Treatment Planning and Service Referral: Effects on Counselors and Patients. 
NIDA Research Monograph Series. Problems of Drug Dependence, 183, p. 129. 

22. Carise, D. & McLellan, A.T. (1999).  Increasing Cultural Sensitivity of the Addiction 
Severity Index (ASI):  An Example with Native Americans in North Dakota.  Substance 
Abuse and Mental Health Services Administration (SAMHSA), Center for Substance 
Abuse Treatment. 

23. Carise, D. (1992).  
24. Alcoholism:  Family disease/Family treatment. In W. McCown (Ed.). Treatment with 

high-risk families:  A consultation/crisis intervention paradigm.  New York: Hayworth. 
25. Carise, D & Gűrel, O. (2003).  Benefits of Integrating Technology with Treatment–the 

DENS Project.  In J. L. Sorensen, R. Rawson, J. Guydish, & J. E. Zweben (Eds.).  Drug 
Abuse Treatment Through collaboration; Practice and Research Partnerships That Work.  
Chapter 11, 181-195. 

26. Carise, D: Software Specification Development for Addiction Severity Index – 5th 
Edition.  Treatment Research Institute, 1999 

27. Carise, D & Love, M.:  Software Specification Development for Addiction Severity 
Index:  Self-Administered Version. Treatment Research Institute, 2000 

28. Video:  An ASI Interview: Instructional training video for clinicians. Treatment Research 
Institute, 1999 
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29. Mericle, A. A., Festinger, D., Carise, D., (2009). Detection, advice, referral to services 
(DARTS): A guide for public defenders to assist clients with alcohol and drug problems. 
Unpublished manual, Treatment Research Institute (TRI). 

30. Stilen, P., Carise, D., Roget, N., & Wendler, A. (2007). Treatment planning M.A.T.R.S. 
Utilizing the Addiction Severity Index (ASI) to make required data collection useful. 
Kansas City, MO: Mid-America Addiction Technology Transfer Center in residence at 
the University of Missouri-Kansas City. 

B. Developing systems of care and partnerships such as performance-based contracting, 
concurrent recovery monitoring, implementation science, developing partnerships in the field, 
working with State directors, instrument and methods development,  

1. Carise, D, Cornely, W., & Gűrel, O. (2002).  A Successful Researcher-Practitioner 
collaboration in substance abuse treatment.  Journal of Substance Abuse Treatment. 23 
(2).  

2. Carise, D., McLellan, A.T., Festinger, D.S., & Kleber, H.D. (2004).  Identifying United 
States Substance Abuse Treatment Programs: A Test in One Mid-Sized City.  Substance 
Abuse, 25(2), 21-29. 

3. Simeone R., McLellan A.T. and Carise D. (2005) The Reliability and Validity of 
Retrospective Self-Reported Drug Use.  Journal of Medical Statistics.  

4. McLellan, A.T., Kemp, J., Brooks, A.C. & Carise, D. (2008) Improving Public Addiction 
Treatment Through Performance Contracting: The Delaware Experiment.  Health Policy, 
87(3), 296-308.  

5. McLellan A.T., Carise D. and Kleber H.D.  (2003)   Problems with the national addiction 
treatment infrastructure.  In.  J. Jaffe and D. Rosenbloom (Eds)  Contemporary Issues in 
Addiction Treatment.  Haworth Press. 

6. Carise, D. & Brooks, A.  (2008). Linking Drug Court Participants to Needed Services.  In 
Hardin, C and Kushner J.N (Eds).Quality Improvement for Drug Courts: Evidence-Based 
Practices. National Drug Court Institute. Chapter 9, 87-97.  

C. Tracking Trends: 

1. Carise, D, McLellan, A.T., Gifford, L., & Kleber, H.D.  (1999) Developing a National 
Addiction Treatment Information System.  An Introduction to The Drug Evaluation 
Network System.  Journal of Substance Abuse Treatment. V17 (1-2), 67-77. 

2. Carise, D., Dugosh, K., McLellan, A.T., Camilleri, A, Woody, G., Lynch, K.G. (2007).  
Prescription OxyContin Abuse Among Patients Entering Addiction Treatment.  American 
Journal of Psychiatry 164(11), 1750-1756. 

3. Johnson, P.B., Richter, L, Carise, D., McLellan, A.T. & Kleber, H.D. (2002).  Alcohol Use 
Patterns Before and After September 11th.  Am Clin Lab 2002 Aug-Sep;21(7):25-27. 

4. Johnson, P. B.; Richter, L.; Kleber, H. D.; McLellan, A. T.; Carise, D. (2005). 
Telescoping of Drinking-Related Behaviors: Gender, Racial/Ethnic, and Age 
Comparisons. Substance Use & Misuse, 40, 1139-1151.  

5. Eyrich-Garg KM, Cacciola JS, Carise D, Lynch KG, McLellan AT. (2008). Individual 
characteristics of the literally homeless, marginally housed, and impoverished in a US 
substance abuse treatment-seeking sample. Social Psychiatry/Psychiatry Epidemiology. 
Oct 2008; 43(10), 831-842.  

6. Khalil, A., Okasha, T., Shawky, M., Haroon, A., Elhabiby, M., Carise, D, Annon, J, 
Hasson, A., Rawson, R. (2009) Characterization of Substance Abuse Patients 
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Presenting for Treatment at a University Psychiatric Hospital in Cairo, Egypt. 
Addictive Disorders & Their Treatment. 7(4), 199-209. 

7. Carise D, McLellan AT, Kleber H, Petro C.  (1998) "The TRI-Net" Study:  Electronic 
Tracking of National Trends in Substance Abuse Treatment. Problems of Drug 
Dependence, 178, p. 331. 

8. Love, M., Carise, D., McLellan, A.T., Kleber, H.D., Edwards, M., Eshelman, H., Lam, 
V., Rolay, K., Ackerson, T., & Kendig, C. (2001).  An update on the Drug Evaluation 
Network System.  Drug and Alcohol Dependence 63(1), 93. 

D. Eliciting positive public opinion and support for Treatment: 

1. Carise D. (1997). Making the Case with Public Stakeholders to Support Substance Abuse 
Treatment.  Behavioral Health Outcomes, 2(9), p. 4. 

2. McLellan, A.T., Carise, D., and Kleber, H.D. (2003). Can the national addiction 
treatment infrastructure support the public’s demand for quality care?  Journal of 
Substance Abuse Treatment, 25, 117-121. 

3. Tomás-Rosselló J, Rawson RA, Zarza MJ, Bellows A, Busse A, Saenz E, Freese T, 
Shawkey M, Carise D, Ali R, Ling W. (2010) .  United Nations Office on Drugs and 
Crime International Network of Drug Dependence Treatment and Rehabilitation 
Resource Centres: Treatnet. Substance Abuse. Oct;31(4), 251-263. 

II. News Media involvement to show history and support for areas of expertise 

1. Nightline: 2 segments featuring the Drug Evaluation Network System. Featuring: Carise, 
D., McLellan, A. T., Kleber, H.K. ABC 1999 

2. Office of National Drug Control, Executive Offices of the White House, Video: The 
Drug Evaluation Network System, Symposium, San Diego, CA, 2001 

3. Webcast:  Substance Abuse and Mental health Services Administration (SAMHSA). 
Treatment 101: The Science and Methodologies of Treating Alcohol and Drug Use 
Disorders, Available at: http://www.recoverymonth.gov/2005/multimedia/ 
w.aspx?ID=389. 2005.  

4. US News and World Report. Quoted in: Rehab, Relapse, Repeat (Lindsay Lohan, Take 
Note!).    By Katherine Hobson. August 21, 2007 

5. Fox News interview:  (2010).  www.myfoxny.com/dpp/health/100104-nyc-health-
department-issues-heroin-use-booklet  2010.   

6. CBS News: Troubled Sheen Back in Rehab.  Available 
at:   http://newyork.cbslocal.com/category/video-on-demand-
news/?clipId=5514591&flvUri&partnerclipid&topVideoCatNo=0&c&autoStart=true&ac
tivePane=info&LaunchPageAdTag=homepage&clipFormat=flv January 28th 2011. 

7. CBS News 2 New York Booming Addiction: Baby Boomers Using Drugs In Record 
Numbers Available 
at: http://www.youtube.com/watch?v=JYcONzUfUng&feature=player_embedded May 
20th 2011. 

8. WABC TV – Viewpoint, hosted be Eyewitness News Anchor, Ken Rosato.  Healthcare 
Reform and the Substance Abuse Treatment field. November 2011.  

10. SIRIUS XM’s Doctor  Radio interview: Guest on Perri Peltz’s program "Is Your 
Kid  High?"    www.sirius.com/doctorradio January 2012. 

10. CBS NY Morning News Charlie Sheen Checks Into Rehab After Hospitalization Available 
at: http://abcnews.go.com/Entertainment/charlie-sheen-checks-rehab-half-men-
hiatus/story?id=12792384 Jan 14th 2012. 
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11. CBS News New York Deni Carise Offers Tips on How to Help Someone Struggling 
With Prescription Drug Addiction.  Available 
at: http://newyork.cbslocal.com/2012/01/14/expert-offers-tips-on-how-to-help-someone-
struggling-with-prescription-drug-addiction/ January 14, 2012. 

12. Good Morning America (ABC) . Whip-Its: Brief Highs, Big Dangers for Demi Moore?  Available 
at: http://abcnews.go.com/Health/whip-highs-big-dangers-demi-moore/story?id=15456104 Jan 24th 
2012.   

13. Good Morning America (ABC) online. Whip-Its: Brief Highs, Big Dangers for Demi Moore?  
(Available online at http://abcnews.go.com/Health/whip-highs-big-dangers-demi-
moore/story?id=15456104#.TyazlmHzLAw  Jan 27th 2012.  Article by Jane Allen 
(@JaneEAllenABC) , ABC News Medical Unit Jan. 27, 2012 

14. Op-Ed in The METRO. Carise, D. Whitney Houston and the struggle of addiction. 
Available at http://www.metro.us/ArticlePrint/1095677?language=en. 12 February 2012 
07:08. 

15. Good Morning America (ABC): Charlie Sheen can’t do it Alone.  Available 
at: http://abcnews.go.com/GMA/video/charlie-sheen-im-anti-semite-13006903 February 28th, 2012 

16. http://www.dailymail.co.uk/news/article-2121578/Driver-arrested-staggering-blood-
alcohol-level-nearly-FIVE-TIMES-legal-limit.html 

17. Daily Mail Reporter UK.  Driver arrested with staggering blood alcohol level nearly 
FIVE TIMES the legal limit. http://www.dailymail.co.uk/news/article-2121578/Driver-
arrested-staggering-blood-alcohol-level-nearly-FIVE-TIMES-legal-
limit.html#ixzz3AZPQWEGh March 28th 2012. 

18. ABC Eyewitness News: Children and Prescription Drug Abuse.  Available 
at: http://abclocal.go.com/wabc/story?section=news/health&id=8643816 May 1st 2012. 

19. Addiction Professional: Leaders Express Relief ACA Survives.  Available 
at http://www.addictionpro.com/article/addiction-leaders-express-relief-aca-survives  
June 28th 2012 

20. Behavioral Healthcare: National Conference on Addiction Disorders Attendees Told to 
Refine Their Market.  Available at http://www.behavioral.net/article/ncad-attendees-told-
redefine-their-market September 29th 2012. 

21. The Conversation with Amanda De Cadenet:  When the Pressures of Perfection Lead to a 
chemical Addiction.  Available at: http://www.theconversation.tv/wellness/when-the-
pressures-of-perfection-lead-to-a-chemical-addiction/ October 25th 2012. 

22. Op-Ed in Vitamin W.  Carise, D. Alcohol Abuse Prevention Should Start Long Before 
Prom. Available at: http://vitaminw.co/health/alcohol-abuse-prevention-should-start-
long-prom November 2nd, 2012. 

23. NY Daily News. Hailed by rap stars like Lil Wayne, Sizzurp, or ‘purple drank,’ is 
accessible, addictive -- and dangerous.  Available at: http://www.nydailynews.com/life-
style/health/party-drink-sizzurp-accessible March 27th, 2013. 

24. Pininterest.  Sizzurp and Stigmatizing Lindsey.  Available 
at: http://pinterest.com/urlinked/deni-carise-crc/ March 2013. 

25. Managed Care Outlook (Web and Print Journal). More Prgeventive Steps are Needed to 
Address the Continued Rise in Overdose Deaths. Available online with subscription. 

26. Salemleader (online and print). Six Facts for Alcohol Awareness Month.  Available 
at: http://www.salemleader.com/main.asp?Search=1&ArticleID=6  April 20, 2013. 

27. MSN Healthy Living.  Pot and Your Health.  Available at: 
http://healthyliving.msn.com/health-wellness/pot-and-your-health?_p=2a61f52a-cf06-
4d42-993a-e767b37bf92f&_rp=854c7720-95cd-4fe8-a282-17dce3ccfb29 May 8, 2013. 

28. Starcasm.news: Lil Wayne's rumored drug of choice, Sizzurp, Is both popular and deadly.  
May 15th 2013 
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http://newyork.cbslocal.com/2012/01/14/expert-offers-tips-on-how-to-help-someone-struggling-with-prescription-drug-addiction/%20January%2014,%202012
http://newyork.cbslocal.com/2012/01/14/expert-offers-tips-on-how-to-help-someone-struggling-with-prescription-drug-addiction/%20January%2014,%202012
http://abcnews.go.com/Health/whip-highs-big-dangers-demi-moore/story?id=15456104
http://abcnews.go.com/Health/whip-highs-big-dangers-demi-moore/story?id=15456104%23.TyazlmHzLAw
http://abcnews.go.com/Health/whip-highs-big-dangers-demi-moore/story?id=15456104%23.TyazlmHzLAw
http://twitter.com/JaneEAllenABC
http://www.metro.us/ArticlePrint/1095677?language=en
http://abcnews.go.com/GMA/video/charlie-sheen-im-anti-semite-13006903
http://www.dailymail.co.uk/news/article-2121578/Driver-arrested-staggering-blood-alcohol-level-nearly-FIVE-TIMES-legal-limit.html
http://www.dailymail.co.uk/news/article-2121578/Driver-arrested-staggering-blood-alcohol-level-nearly-FIVE-TIMES-legal-limit.html
http://www.dailymail.co.uk/news/article-2121578/Driver-arrested-staggering-blood-alcohol-level-nearly-FIVE-TIMES-legal-limit.html%23ixzz3AZPQWEGh
http://www.dailymail.co.uk/news/article-2121578/Driver-arrested-staggering-blood-alcohol-level-nearly-FIVE-TIMES-legal-limit.html%23ixzz3AZPQWEGh
http://www.dailymail.co.uk/news/article-2121578/Driver-arrested-staggering-blood-alcohol-level-nearly-FIVE-TIMES-legal-limit.html%23ixzz3AZPQWEGh
http://abclocal.go.com/wabc/story?section=news/health&id=8643816
http://www.addictionpro.com/article/addiction-leaders-express-relief-aca-survives
http://www.behavioral.net/article/ncad-attendees-told-redefine-their-market
http://www.behavioral.net/article/ncad-attendees-told-redefine-their-market
http://www.theconversation.tv/wellness/when-the-pressures-of-perfection-lead-to-a-chemical-addiction/
http://www.theconversation.tv/wellness/when-the-pressures-of-perfection-lead-to-a-chemical-addiction/
http://vitaminw.co/health/alcohol-abuse-prevention-should-start-long-prom
http://vitaminw.co/health/alcohol-abuse-prevention-should-start-long-prom
http://www.nydailynews.com/life-style/health/party-drink-sizzurp-accessible
http://www.nydailynews.com/life-style/health/party-drink-sizzurp-accessible
http://pinterest.com/urlinked/deni-carise-crc/
http://www.salemleader.com/main.asp?Search=1&ArticleID=6
http://healthyliving.msn.com/health-wellness/pot-and-your-health?_p=2a61f52a-cf06-4d42-993a-e767b37bf92f&_rp=854c7720-95cd-4fe8-a282-17dce3ccfb29


29. Social Work Today (May/June 2013). Living with Co-Occurring Disorders - The Rocky 
Road to Recovery.  13:3, p18. 

30. Time (Health & Family). Smoking Alcohol: The Dangerous Way People are Getting 
Drunk. Available at: http://healthland.time.com/2013/06/05/smoking. June 5, 2013 

31. CBS News Online. Inhaling Alcohol Vapor puts you at risk of overdose.  Available 
at:  http://www.cbsnews.com/8301-204_162-57587679/inhaling-alcohol-vapor-puts-you-
at-risk-of-overdose/  June 5th 2013. 

32. International Business Times. Smoking Alcohol Vapors: Is The Latest ‘Drunkorexia’ 
Trend Dangerous. Available at  http://www.ibtimes.com/smoking-alcohol-vapors-latest-
drunkorexia-trend-dangerous-video-1294695 June 6th 2013. 

33. Examiner.com. Some resorting to smoking alcohol to avoid calories. Available 
at: http://www.examiner.com/article/some-resorting-to-smoking-alcohol-to-avoid-
calories June 7th 2013. 

34. Counsel & Heal.  The New and Dangerous Way to Get Drunk: Smoking Alcohol. 
Available at: http://www.counselheal.com/articles/5669/20130607/new-dangerous-way-
drunk-smoking-alcohol.htm June 7th 2013. 

35. Wolf of Wall Street – Technical Consultant on Substance Abuse Issues. Consulted on 
accurate portrayal by primary actors of characters under the influence of cocaine and 
other drugs. 

36. NY Daily News. Philip Seymour Hoffman dead at 46: Why is drug relapse so easy, even after decades 
of sobriety? http://www.nydailynews.com/life-style/health/drug-relapse-happen-decades-
sobriety-article-1.1600544 February 4, 2014. 

37. Newsweek.  Flappy Bird Creator Says His Game Was Too 
Addictive.  http://www.newsweek.com/flappy-bird-creator-says-his-game-was-too-
addictive-228803. February 11th 2014. 

38. The Today Show.  Interview with Maria Shriver.  Hitting the mommy juice too hard?  
Experts warn  of alcohol abuse by moms. http://www.today.com/moms/hitting-mommy-
juice-too-hard-experts-warn-alcohol-abuse-moms-2D79473508 Aired April, 2, 2014 

39. Babble.  Bottoms Up? New Survey Shows 40 Percent of Mothers Claim That Alcohol 
Helps Them Parent. http://www.babble.com/toddler/bottoms-up-new-survey-shows-40-
percent-of-mothers-claim-that-alcohol-helps-them-parent/ April 2014. 

40. The Boston Globe.  Bain Capital sees opportunity in treatment 
business. http://www.bostonglobe.com/business/2014/04/12/while-heroin-epidemic-
rages-bain-seeks-profit-drug-treatment-centers/SVDjqnSOcsZKzhoTm6imKJ/story.html 
April, 13th, 2014.   

42.  The Wall Street Journal.  Legal Marijuana’s Unintended Business 
Opportunities. http://blogs.wsj.com/riskandcompliance/2014/07/31/legal-marijuanas-
unintended-business-opportunities/ July 31st 2104. 

III. Huffington-Post Blog Topics (Updated 03/06/15): 

1. Stiletto Stoners: Is Their Habit Really Harmless? October 23, 2009 
2. A Good Idea Gone Wrong January 21, 2010  
3. A Stronger Case for Vancouver's Drug 'Safe House' February 24, 2010 
4. What Healthcare Reform Means for Substance Abuse Treatment March 26, 2010 
5. Addiction and the Perils of Intellectual Thinking  June 2, 2010   
6. The New Face of Heroin June 10, 2010  
7. The Price Mexico Pays for America's 'Insatiable' Demand for Drugs July 12, 2010   
8. The Real "Dream Team" Lindsay Lohan Needs July 22, 2010  
9. Examining the Viability of Substance Abuse Treatment Today August 16, 2010 
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http://healthland.time.com/2013/06/05/smoking
http://www.cbsnews.com/8301-204_162-57587679/inhaling-alcohol-vapor-puts-you-at-risk-of-overdose/
http://www.cbsnews.com/8301-204_162-57587679/inhaling-alcohol-vapor-puts-you-at-risk-of-overdose/
http://www.ibtimes.com/smoking-alcohol-vapors-latest-drunkorexia-trend-dangerous-video-1294695
http://www.ibtimes.com/smoking-alcohol-vapors-latest-drunkorexia-trend-dangerous-video-1294695
http://www.examiner.com/article/some-resorting-to-smoking-alcohol-to-avoid-calories%20June%207th%202013
http://www.examiner.com/article/some-resorting-to-smoking-alcohol-to-avoid-calories%20June%207th%202013
http://www.counselheal.com/articles/5669/20130607/new-dangerous-way-drunk-smoking-alcohol.htm
http://www.counselheal.com/articles/5669/20130607/new-dangerous-way-drunk-smoking-alcohol.htm
http://www.imdb.com/name/nm6299463/
http://www.nydailynews.com/life-style/health/drug-relapse-happen-decades-sobriety-article-1.1600544
http://www.nydailynews.com/life-style/health/drug-relapse-happen-decades-sobriety-article-1.1600544
http://www.newsweek.com/flappy-bird-creator-says-his-game-was-too-addictive-228803.%20February%2011th%202014
http://www.newsweek.com/flappy-bird-creator-says-his-game-was-too-addictive-228803.%20February%2011th%202014
http://www.today.com/moms/hitting-mommy-juice-too-hard-experts-warn-alcohol-abuse-moms-2D79473508
http://www.today.com/moms/hitting-mommy-juice-too-hard-experts-warn-alcohol-abuse-moms-2D79473508
http://www.babble.com/toddler/bottoms-up-new-survey-shows-40-percent-of-mothers-claim-that-alcohol-helps-them-parent/
http://www.babble.com/toddler/bottoms-up-new-survey-shows-40-percent-of-mothers-claim-that-alcohol-helps-them-parent/
http://www.bostonglobe.com/business/2014/04/12/while-heroin-epidemic-rages-bain-seeks-profit-drug-treatment-centers/SVDjqnSOcsZKzhoTm6imKJ/story.html
http://www.bostonglobe.com/business/2014/04/12/while-heroin-epidemic-rages-bain-seeks-profit-drug-treatment-centers/SVDjqnSOcsZKzhoTm6imKJ/story.html
http://blogs.wsj.com/riskandcompliance/2014/07/31/legal-marijuanas-unintended-business-opportunities/
http://blogs.wsj.com/riskandcompliance/2014/07/31/legal-marijuanas-unintended-business-opportunities/
http://www.huffingtonpost.com/deni-carise/stiletto-stoners-is-their_b_331796.html
http://www.huffingtonpost.com/deni-carise/a-good-idea-gone-wrong_b_431426.html
http://www.huffingtonpost.com/deni-carise/a-stronger-case-for-vanco_b_474106.html
http://www.huffingtonpost.com/deni-carise/a-stronger-case-for-vanco_b_474106.html
http://www.huffingtonpost.com/deni-carise/what-healthcare-reform-me_b_514029.html
http://www.huffingtonpost.com/deni-carise/addiction-the-perils-of-i_b_596490.html
http://www.huffingtonpost.com/deni-carise/the-new-face-of-heroin_b_607611.html
http://www.huffingtonpost.com/deni-carise/the-price-mexico-pays-for_b_637792.html
http://www.huffingtonpost.com/deni-carise/the-real-dream-team-linds_b_655863.html
http://www.huffingtonpost.com/deni-carise/examining-the-viability-o_b_680621.html


10. Prop 19 Rejected: California Doesn't Judge a Book By Its Cover November 11, 2010  
11. Alcoholics Aren't the Only Ones With Drinking Problems December 2, 2010 
12. Ted Williams: Why We Should Still Believe in 'The Golden Voice' January 22, 2011  
13. Even for Sheen, Recovery Is Possible March 1, 2011 
14. Why I'm Rooting for Erik Ainge April 5, 2011 
15. Prescription Drug Abuse: When Talking About the Problem Isn't Enough April 27th 2011 
16. Addiction Recovery at Any Age: Looking at John 

Gallianohttp://www.huffingtonpost.com/deni-carise/addiction-recovery_b_856499.html 
May 2, 2011 

17. Are Wet Houses a Solution for Alcoholics? May 25, 2011 
18. Substance Abuse Centers: Does Higher Cost Mean Higher Quality Treatment? June 15, 2011 
19. Response to 2011 National Drug Control Strategy July 13, 2011 
20. Prohibition: Not Repeatable, But Not a Failure October 13th 2011 
21. Can a New 'Mother's Little Helper' Solve Our Sleep Struggles? December 6th 2011 
22. Alcohol Crackdown: Brilliant or Insane? January 30th 2012 
23. Addiction: Not a Laughing Matter February 13th 2012 
24. Keeping Alcohol in the Spotlight: 6 Facts March 2nd 2012 
25. Never Fear, the New DSM Won't 'Create More Addicts', May 17th 2012 
26. In Defense of the Drinking Age June 6th 2012 
27. Affordable Care Act Upheld: A Big Win for Addiction Treatment, July 2nd 2012 
28. Can we please stop stigmatizing Addiction, Recovery and Lindsay Lohan?, April 24th 2013 
29. Waiting to Hit the Elusive 'Rock Bottom', June 24th, 2013 
30. Legalizing Marijuana -- The Real Costs, July 23rd, 2013 
31. Baseball and Steroids:  What’s the big deal?, September 12th, 2013 
32. It’s the Most Wonderful Time of the Year – Or is it?, December 6th, 2013 
33. A Note on New Year’s Resolutions, Akrasia and Accountability, February 5th, 2014  
34. The Million-Person Challenge, February 23rd, 2015 

IV. Invited Lectures (most Keynote or Plenary) in support of areas of expertise and topic 
knowledge 

Statewide Science-based Concurrent Recovery Monitoring (CRM) in Delaware. NIDA DESPR 
Promoting State Research on Using Financing and Payment Mechanisms to Improve 
Treatment Services.  Bethesda, MD   

Addressing Paperwork Burden and Performance Improvement Strategies: Continuous Recovery 
Monitoring During Treatment. Summit: Using Performance & Outcomes Measures to 
Improve Treatment. Los Angeles, CA.   

Keynote: Addiction & Recovery in the 21st Century Looking Through a New Lens.  Minnesota 
Drug Court Conference.  Brooklyn Park MN. 

Building a Recovery Oriented System of Care & Research Agenda for Recovery. IRETA, 
ATTC’s FAVOR, & Phil. Dept. of Human Svcs. Philadelphia, PA.   

Focused Continuing Care and Beyond.  Betty Ford Center Board Presentation.  Palm Springs, 
CA.   

Eileen Pencer Memorial Award Lecture: The Power of Science and the Practice of Treatment. 
2008 NIDA Blending Conference. Cincinnati, OH.   

Toolkits-Will Implementing an Evidence-Based Curriculum Improve Group Counseling Results?  
2008 College of Problems on Drug Dependence, NIDA International Forum.  San Juan, 
PR.   

System Barriers to Replicating an Innovative Technology System:  The Need to Adjust for 
Organizational Differences (CASPAR).  SAAS/NIATx Summit. Orlando, FL.  
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http://www.huffingtonpost.com/deni-carise/prop-19-rejected-californ_b_778841.html
http://www.huffingtonpost.com/deni-carise/alcoholics-arent-the-only_b_788006.html
http://www.huffingtonpost.com/deni-carise/ted-williams-golden-voice_b_811510.html
http://www.huffingtonpost.com/deni-carise/even-for-sheen-recovery-i_b_829295.html
http://www.huffingtonpost.com/deni-carise/why-im-rooting-for-erik-a_b_844648.html
http://www.huffingtonpost.com/deni-carise/prescription-drug-abuse-w_b_853426.html
http://www.huffingtonpost.com/deni-carise/addiction-recovery_b_856499.html
http://www.huffingtonpost.com/deni-carise/addiction-recovery_b_856499.html
http://www.huffingtonpost.com/deni-carise/addiction-recovery_b_856499.html
http://www.huffingtonpost.com/deni-carise/wet-houses_b_863775.html
http://www.huffingtonpost.com/deni-carise/pricey-treatment-doesnt-m_b_876800.html
http://www.huffingtonpost.com/deni-carise/response-to-2011-national_b_896975.html
http://www.huffingtonpost.com/deni-carise/the-effects-of-prohibition_b_1007057.html
http://www.huffingtonpost.com/deni-carise/mothers-little-helper-sleep-problems_b_1101511.html
http://www.huffingtonpost.com/deni-carise/bloomberg-alcohol-restrictions_b_1241549.html
http://www.huffingtonpost.com/deni-carise/drug-addiction_b_1265441.html
http://www.huffingtonpost.com/deni-carise/alcohol-abuse_b_1311056.html
http://www.huffingtonpost.com/deni-carise/dsm-addiction_b_1522584.html
http://www.huffingtonpost.com/deni-carise/drinking-age-_b_1563294.html
http://www.huffingtonpost.com/deni-carise/scotus-decision_b_1638084.html
http://www.huffingtonpost.com/deni-carise/addiction-recovery_b_3128795.html
http://www.huffingtonpost.com/deni-carise/addiction-recovery_b_3469933.html
http://www.huffingtonpost.com/deni-carise/legalizing-marijuana-the-_b_3620472.html
http://www.huffingtonpost.com/deni-carise/baseball-and-steroids-wha_b_3887380.html
http://www.huffingtonpost.com/deni-carise/holiday-health-tips_b_4399630.html
http://www.huffingtonpost.com/deni-carise/a-note-on-new-year-resolu_b_4692296.html
http://www.huffingtonpost.com/deni-carise/the-million-person-challe_b_6666674.html


Opening Address at Building a Recovery Oriented System of Care and A Research Agenda for 
Recovery. Symposium by IRETA, ATTC’s FAVOR, and the Phil. Dept. of Human 
Services.  Philadelphia, PA 

Keynote Address:  Addiction, Treatment and Recovery: Costs, Effectiveness & Benefits.  NY 
State Recovery Month Conf. Albany NY.   

Reconsidering Addiction Treatment – Letting Technology Work for You. 
NIDA Clinical Trials Network; Southern Consortium Node & SE Addiction Technology Network, 

Charleston, SC 
Measuring Treatment Results - An example in Addiction Treatment. Batterer Intervention Meeting. 

Washington DC. 
Addiction Studies Program for Journalists, Reno, NV 
Results of State-Wide Evaluation of “Paperwork Burden” in Addiction Tx.  SAAS 

Conference/NIATx Summit  
Results of a State-Wide Evaluation of “Paperwork Burden” in Addiction Treatment. Federal 

Consortium Addressing the Substance Abusing Offender 
Improving Lives; From Paperwork Burden to Technology Interventions. CTN/OETAS/CEATTC 

Symposium, MD 
Keynote Address: Addiction, Treatment and Recovery: Costs, Effectiveness and Benefits.  

Institute for Addiction Recovery at Rhode Island College.   
Keynote: Reconsidering Addiction Treatment.  National Psychiatric Nursing Conference. February 

2010 Phila,  PA 
Does Addiction Treatment Work? Addiction Studies Program for Journalists, June 2010, 

Scottsdale, Arizona 
State Views on the Impact of Healthcare Reform. 2010 SAAS National Conference and NIATx 

Annual Summit. July 2010, Scottsdale, AZ 
Healthcare Reform, Continuum of Care, Strategic Planning and Our Best Guess. 2010 SAAS 

National Conference and NIATx Annual Summit. July 2010, Scottsdale, AZ 
The Future of our Field: Evidence-Based Practices and Practice-Based Evidence.  UCLA 

Summer Institute on Longitudinal Research & CTN Dissemination Conference, August 
2010. Los Angeles, CA 

Keynote address: The Future of the Field – Improving Treatment and Accountability.  Addictions 
2010 Conference;  Oct. 2010, Sheraton National, Arlington, VA, USA 

Keynote: Healthcare Reform and the Future of our Field – What to do, Where to Start. Granite 
State Conference on Addiction. October 2010, Manchester, NH 

Keynote: On Addiction, Treatment, Family and Recovery – or “If I knew then, what I know 
now…” North Carolina Physicians Health Program, Oct 2010.  Greensboro, NC. 

Addiction, Treatment and Recovery:  Cost, Effectiveness & Benefits in the 21st Century.  2011 
Drug Policy, Psychosocial Intervention, Rehabilitation and Recovery Conference. May 
2011. Zhunan County, Taiwan. 

Does Addiction Treatment Work? Compared to What?  At Addiction Studies Program for 
Journalists, June 2011, Ft Lauderdale, Florida 

Keynote: Healthcare Reform: Opportunities and Threats.  NYU Substance Abuse Conf., 2011, 
New York, NY 

Healthcare Reform and the Future of our Field – What to do, Where to Start? Delivered for 
Dartmouth Psychiatric Research Center, Center for Technology and Behavioral Health, 
June 2012, Lebanon, NH.  

Systems changes: Integrating therapeutic tools and performance monitoring in an electronic 
health records systems for 120 treatment programs.  College on Problems of Drug Dep. 
Mtg, 2012, Palm Springs, CA 
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Keynote: Addiction Treatment at a Crossroads: How Can Programs Embrace the "New" but Not 
Lose Their Identity? At National Conference on Addictive Disorders and the Behavioral 
Healthcare Leadership Summit, September 29th 2012, Orlando, Florida 

V. Other Professional Activities supporting areas of expertise, topical knowledge, etc.  

2006 -Present United Nations Office on Drugs & Crime – Contracted Consultant, Trainer  and Adviser, 
Vienna, Austria, Nigeria, Egypt & Mexico 

1994-1997 Critical Incidence Stress Debriefing 

Substance Abuse and Mental Health Services Administration (SAMHSA), Center for 
Substance Abuse Treatment (CSAT) Expert Committee Panel –Drug Abuse Warning 
Network  

1998-1999 SAMHSA, CSAT Review Group - State Needs Assessment grant proposal 

2001-2002 SAMHSA, CSAT Review Group, Recovery Community Support Grants & Targeted 
Capacity Expansion Grants 

2001-2002 SAMHSA, CSAT Ongoing Review Panel, National Evaluation Data Services 

2004-2009 SAMHSA, CSAT.  Reviewer for National Registry of Effective Programs and Practice 
(NREPP) 

2005-2009 Association for Health Services Research 

2006-2009 National Institute on Drug Abuse- NIDA – F Review Committee, ad hoc 

2008-Present NIDA R01 Review Group for Screening and Brief Interventions and Referral to 
Treatment (SBIRT) grant applications 

2011-Present NIDA, Special Interest Group on Electronic Medical Records. Development of 
NIDA/CTN Common Data Elements (CDEs) for use in the SUD Electronic Health 
Record (EHRs) for both hospital and Specialty Care settings. March 2011, Bethesda, 
MD 

2011-Present Substance Abuse and Mental Health Services Administration (SAMHSA): Federal 
Expert Panel on Parity to advise federal government 

2012 NIDA Clinical Trials Network (CTN) Panel:  Leveraging Electronic Health Record 
Systems: Developing Brief and Standardized Screening and Assessment of Substance 
Use in General Medical Settings 

2012 NIDA Review Group for “Integration of DA Prevention & Treatment in Primary Care 
Settings (R01)” March 2012, Bethesda, M 

2007-2010 Philadelphia Mayor’s Commission to End Homelessness – Behavioral Health Committee 
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Martin W. Adler, Ph.D. 
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Drug addiction is a complex illness.  
It is characterized by intense and, at times, 

uncontrollable drug craving, along with compulsive drug 
seeking and use that persist even in the face of  devastating 
consequences. This update of  the National Institute on 
Drug Abuse’s Principles of Drug Addiction Treatment is 
intended to address addiction to a wide variety of  drugs, 
including nicotine, alcohol, and illicit and prescription 
drugs. It is designed to serve as a resource for healthcare 
providers, family members, and other stakeholders trying 
to address the myriad problems faced by patients in need 
of  treatment for drug abuse or addiction. 

Addiction affects multiple brain circuits, including  
those involved in reward and motivation, learning and 
memory, and inhibitory control over behavior. That is  
why addiction is a brain disease. Some individuals are 
more vulnerable than others to becoming addicted, 
depending on the interplay between genetic makeup, age 

While a person initially chooses to take drugs, over time 
the effects of  prolonged exposure on brain functioning 
compromise that ability to choose, and seeking and 
consuming the drug become compulsive, often eluding  
a person’s self-control or willpower. 

But addiction is more than just compulsive drug taking—
it can also produce far-reaching health and social 
consequences. For example, drug abuse and addiction 
increase a person’s risk for a variety of  other mental and 
physical illnesses related to a drug-abusing lifestyle or the 
toxic effects of  the drugs themselves. Additionally, the 
dysfunctional behaviors that result from drug abuse can 
interfere with a person’s normal functioning in the family, 
the workplace, and the broader community. 

Because drug abuse and addiction have so many 
dimensions and disrupt so many aspects of  an individual’s 
life, treatment is not simple. Effective treatment programs 
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typically incorporate many components, each directed 
to a particular aspect of  the illness and its consequences. 
Addiction treatment must help the individual stop 
using drugs, maintain a drug-free lifestyle, and achieve 
productive functioning in the family, at work, and in 
society. Because addiction is a disease, most people 
cannot simply stop using drugs for a few days and be 
cured. Patients typically require long-term or repeated 
episodes of  care to achieve the ultimate goal of  sustained 

research and clinical practice demonstrate the value 
of  continuing care in treating addiction, with a variety 
of  approaches having been tested and integrated in 
residential and community settings. 

As we look toward the future, we will harness new research 

gene function and expression (i.e., epigenetics), which 
are heralding the development of  personalized treatment 

current evidence supporting the most effective drug abuse 
and addiction treatments and their implementation, which 

Nora D. Volkow, M.D.
Director
National Institute on Drug Abuse

Nearly four decades of  scientific 

research and clinical practice 

have yielded a variety of  effective 

approaches to drug addiction treatment. 
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Principles 
of Effective 
Treatment

1. Addiction is a complex but treatable 
disease that affects brain function and 
behavior. Drugs of abuse alter the brain’s structure 
and function, resulting in changes that persist long after 
drug use has ceased. This may explain why drug abusers 
are at risk for relapse even after long periods of abstinence 
and despite the potentially devastating consequences.

2. No single treatment is appropriate  
for everyone. Treatment varies depending on 
the type of drug and the characteristics of the patients. 
Matching treatment settings, interventions, and services 
to an individual’s particular problems and needs is critical 
to his or her ultimate success in returning to productive 
functioning in the family, workplace, and society.

3. Treatment needs to be readily available. 
Because drug-addicted individuals may be uncertain 
about entering treatment, taking advantage of  available 
services the moment people are ready for treatment is 
critical. Potential patients can be lost if  treatment is not 
immediately available or readily accessible. As with  
other chronic diseases, the earlier treatment is offered  
in the disease process, the greater the likelihood of   
positive outcomes.

4. Effective treatment attends to multiple 
needs of the individual, not just his  
or her drug abuse. To be effective, treatment 
must address the individual’s drug abuse and any 
associated medical, psychological, social, vocational,  
and legal problems. It is also important that treatment  
be appropriate to the individual’s age, gender, ethnicity, 
and culture.

5. Remaining in treatment for an adequate 
period of time is critical. The appropriate 
duration for an individual depends on the type and degree 
of the patient’s problems and needs. Research indicates 
that most addicted individuals need at least 3 months in 

and that the best outcomes occur with longer durations 
of treatment. Recovery from drug addiction is a long-
term process and frequently requires multiple episodes of 
treatment. As with other chronic illnesses, relapses to drug 
abuse can occur and should signal a need for treatment to 
be reinstated or adjusted. Because individuals often leave 
treatment prematurely, programs should include strategies 
to engage and keep patients in treatment.

6. Behavioral therapies—including 
individual, family, or group counseling—
are the most commonly used forms of 
drug abuse treatment. Behavioral therapies 
vary in their focus and may involve addressing a patient’s 
motivation to change, providing incentives for abstinence, 
building skills to resist drug use, replacing drug-using 
activities with constructive and rewarding activities, 
improving problem-solving skills, and facilitating better 
interpersonal relationships. Also, participation in group 
therapy and other peer support programs during and 
following treatment can help maintain abstinence.

7. Medications are an important element of 
treatment for many patients, especially 
when combined with counseling and 
other behavioral therapies. For example, 
methadone, buprenorphine, and naltrexone (including 
a new long-acting formulation) are effective in helping 
individuals addicted to heroin or other opioids stabilize 
their lives and reduce their illicit drug use. Acamprosate, 

for treating alcohol dependence. For persons addicted 
to nicotine, a nicotine replacement product (available 
as patches, gum, lozenges, or nasal spray) or an oral 
medication (such as bupropion or varenicline) can be 
an effective component of treatment when part of a 
comprehensive behavioral treatment program.

32
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8. An individual’s treatment and services 
plan must be assessed continually and 
modified as necessary to ensure that 
it meets his or her changing needs. A 
patient may require varying combinations of services and 
treatment components during the course of treatment and 
recovery. In addition to counseling or psychotherapy, a 
patient may require medication, medical services, family 
therapy, parenting instruction, vocational rehabilitation, 
and/or social and legal services. For many patients, a 
continuing care approach provides the best results, with 
the treatment intensity varying according to a person’s 
changing needs.

9. Many drug-addicted individuals also 
have other mental disorders. Because 
drug abuse and addiction—both of which are mental 
disorders—often co-occur with other mental illnesses, 
patients presenting with one condition should be assessed 
for the other(s). And when these problems co-occur, 
treatment should address both (or all), including the use of 
medications as appropriate.

10. Medically assisted detoxification 
is only the first stage of addiction 
treatment and by itself does little to 
change long-term drug abuse. Although 

acute physical symptoms of withdrawal and can, for 
some, pave the way for effective long-term addiction 

addicted individuals achieve long-term abstinence. Thus, 
patients should be encouraged to continue drug treatment 

incentive strategies, begun at initial patient intake, can 
improve treatment engagement.

4

11. Treatment does not need to be 
voluntary to be effective. Sanctions or 
enticements from family, employment settings, and/or the 

entry, retention rates, and the ultimate success of drug 
treatment interventions.

12. Drug use during treatment must be 
monitored continuously, as lapses 
during treatment do occur. Knowing their 
drug use is being monitored can be a powerful incentive 
for patients and can help them withstand urges to use 
drugs. Monitoring also provides an early indication of a 
return to drug use, signaling a possible need to adjust an 
individual’s treatment plan to better meet his or her needs. 

13. Treatment programs should test 
patients for the presence of HIV/AIDS, 
hepatitis B and C, tuberculosis, and 
other infectious diseases, as well 
as provide targeted risk-reduction 
counseling, linking patients to 
treatment if necessary. Typically, drug abuse 
treatment addresses some of the drug-related behaviors 
that put people at risk of infectious diseases. Targeted 
counseling focused on reducing infectious disease risk 
can help patients further reduce or avoid substance-
related and other high-risk behaviors. Counseling can 
also help those who are already infected to manage their 
illness. Moreover, engaging in substance abuse treatment 
can facilitate adherence to other medical treatments. 
Substance abuse treatment facilities should provide onsite, 
rapid HIV testing rather than referrals to offsite testing—
research shows that doing so increases the likelihood 
that patients will be tested and receive their test results. 
Treatment providers should also inform patients that 
highly active antiretroviral therapy (HAART) has proven 
effective in combating HIV, including among drug-
abusing populations, and help link them to HIV treatment 
if they test positive.
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1. Why do drug-addicted persons keep 
using drugs?

Nearly all addicted individuals believe at the outset that 
they can stop using drugs on their own, and most try 
to stop without treatment. Although some people are 
successful, many attempts result in failure to achieve long-
term abstinence. Research has shown that long-term drug 
abuse results in changes in the brain that persist long after 
a person stops using drugs. These drug-induced changes 
in brain function can have many behavioral consequences, 
including an inability to exert control over the impulse 

characteristic of  addiction. 

Long-term drug use results in significant 
changes in brain function that can  
persist long after the individual stops 
using drugs. 

Understanding that addiction has such a fundamental 

of  achieving and maintaining abstinence without 
treatment. Psychological stress from work, family problems, 
psychiatric illness, pain associated with medical problems, 
social cues (such as meeting individuals from one’s drug-
using past), or environmental cues (such as encountering 
streets, objects, or even smells associated with drug abuse) 
can trigger intense cravings without the individual even 
being consciously aware of  the triggering event. Any 
one of  these factors can hinder attainment of  sustained 
abstinence and make relapse more likely. Nevertheless, 
research indicates that active participation in treatment is 

even the most severely addicted individuals.

Frequently Asked 
QuestionsTreatment varies depending on the 

type of  drug and the characteristics 

of  the patient. The best programs 

provide a combination of  therapies 

and other services.
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combination of  treatments will vary depending on the 
patient’s individual needs and, often, on the types of  drugs 
they use. 

Drug addiction treatment can include 
medications, behavioral therapies, or  
their combination. 

Treatment medications, such as methadone, 
buprenorphine, and naltrexone (including a new long-
acting formulation), are available for individuals addicted 
to opioids, while nicotine preparations (patches, gum, 
lozenges, and nasal spray) and the medications varenicline 
and bupropion are available for individuals addicted to 

medications available for treating alcohol dependence,1 
which commonly co-occurs with other drug addictions, 
including addiction to prescription medications. 

Treatments for prescription drug abuse tend to be 
similar to those for illicit drugs that affect the same brain 
systems. For example, buprenorphine, used to treat heroin 
addiction, can also be used to treat addiction to opioid 
pain medications. Addiction to prescription stimulants, 
which affect the same brain systems as illicit stimulants like 
cocaine, can be treated with behavioral therapies, as there 
are not yet medications for treating addiction to these 
types of  drugs. 

Behavioral therapies can help motivate people to 
participate in drug treatment, offer strategies for coping 
with drug cravings, teach ways to avoid drugs and prevent 
relapse, and help individuals deal with relapse if  it 
occurs. Behavioral therapies can also help people improve 
communication, relationship, and parenting skills, as well 
as family dynamics. 

2. What is drug addiction treatment?

Drug treatment is intended to help addicted individuals 
stop compulsive drug seeking and use. Treatment can 
occur in a variety of  settings, take many different forms, 
and last for different lengths of  time. Because drug 
addiction is typically a chronic disorder characterized by 
occasional relapses, a short-term, one-time treatment is 

process that involves multiple interventions and regular 
monitoring. 

There are a variety of  evidence-based approaches 
to treating addiction. Drug treatment can include 
behavioral therapy (such as cognitive-behavioral 
therapy or contingency management), medications, or 

The best treatment programs provide a combination of  therapies  
and other services to meet the needs of  the individual patient.

Components of Comprehensive Drug Abuse Treatment

HIV/AIDS
Services

Educational
Services

Child Care
Services

Financial
Services

Medical
Services

Housing /
Transportation 

Services
Mental Health

Services

Family
Services

Vocational
Services

Legal
Services

Intake
Processing/
Assessment

Treatment Plan

Pharmacotherapy

Continuing
Care

Clinical 
and Case

Management

Behavioral 
Therapy and 
Counseling

Substance Use
Monitoring

Self-Help/Peer 
Support Groups

8

1  Another drug, topiramate, has also shown promise in studies and is sometimes prescribed (off-label) 
for this purpose although it has not received FDA approval as a treatment for alcohol dependence.
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3. How effective is drug addiction 
treatment?

In addition to stopping drug abuse, the goal of  treatment 
is to return people to productive functioning in the family, 
workplace, and community. According to research that 
tracks individuals in treatment over extended periods, 
most people who get into and remain in treatment stop 
using drugs, decrease their criminal activity, and improve 
their occupational, social, and psychological functioning. 
For example, methadone treatment has been shown to 
increase participation in behavioral therapy and decrease 
both drug use and criminal behavior. However, individual 
treatment outcomes depend on the extent and nature of  
the patient’s problems, the appropriateness of  treatment 
and related services used to address those problems, and 
the quality of  interaction between the patient and his or 
her treatment providers. 

Relapse rates for addiction resemble 
those of other chronic diseases such  
as diabetes, hypertension, and asthma. 

Like other chronic diseases, addiction can be managed 
successfully. Treatment enables people to counteract 
addiction’s powerful disruptive effects on the brain and 
behavior and to regain control of  their lives. The chronic 
nature of  the disease means that relapsing to drug abuse is 
not only possible but also likely, with symptom recurrence 
rates similar to those for other well-characterized chronic 
medical illnesses—such as diabetes, hypertension, and 

Between Drug Addiction and Other Chronic Illnesses”)—
that also have both physiological and behavioral 
components. 

Many treatment programs employ both individual and 
group therapies. Group therapy can provide social 
reinforcement and help enforce behavioral contingencies 
that promote abstinence and a non-drug-using lifestyle. 
Some of  the more established behavioral treatments, such 
as contingency management and cognitive-behavioral 
therapy, are also being adapted for group settings to 

particularly in adolescents, there can also be a danger 
of  unintended harmful (or iatrogenic) effects of  group 
treatment—sometimes group members (especially groups 
of  highly delinquent youth) can reinforce drug use and 
thereby derail the purpose of  the therapy. Thus, trained 
counselors should be aware of  and monitor for such effects. 

Because they work on different aspects of  addiction, 
combinations of  behavioral therapies and medications 
(when available) generally appear to be more effective than 
either approach used alone.

Finally, people who are addicted to drugs often suffer from 
other health (e.g., depression, HIV), occupational, legal, 
familial, and social problems that should be addressed 
concurrently. The best programs provide a combination of  
therapies and other services to meet an individual patient’s 
needs. Psychoactive medications, such as antidepressants, 
anti-anxiety agents, mood stabilizers, and antipsychotic 
medications, may be critical for treatment success when 
patients have co-occurring mental disorders such as 
depression, anxiety disorders (including post-traumatic 
stress disorder), bipolar disorder, or schizophrenia. In 
addition, most people with severe addiction abuse multiple 
drugs and require treatment for all substances abused.

Treatment for drug abuse and addiction 
is delivered in many different settings 
using a variety of behavioral and 
pharmacological approaches.
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health and social costs by far more than the cost of  the 
treatment itself. Treatment is also much less expensive 
than its alternatives, such as incarcerating addicted 
persons. For example, the average cost for 1 full year 
of  methadone maintenance treatment is approximately 
$4,700 per patient, whereas 1 full year of  imprisonment 
costs approximately $24,000 per person.

Drug addiction treatment reduces  
drug use and its associated health  
and social costs.

According to several conservative estimates, every dollar 
invested in addiction treatment programs yields a return 
of  between $4 and $7 in reduced drug-related crime, 
criminal justice costs, and theft. When savings related to 
healthcare are included, total savings can exceed costs 
by a ratio of  12 to 1. Major savings to the individual and 

greater workplace productivity; and fewer drug-related 
accidents, including overdoses and deaths.

Unfortunately, when relapse occurs many deem treatment 
a failure. This is not the case: Successful treatment for 
addiction typically requires continual evaluation and 

for other chronic diseases. For example, when a patient is 
receiving active treatment for hypertension and symptoms 
decrease, treatment is deemed successful, even though 
symptoms may recur when treatment is discontinued. 
For the addicted individual, lapses to drug abuse do not 
indicate failure—rather, they signify that treatment needs 
to be reinstated or adjusted, or that alternate treatment 

Evaluated Differently?”).

4. Is drug addiction treatment worth 
its cost?

Substance abuse costs our Nation over $600 billion 
annually and treatment can help reduce these costs. Drug 
addiction treatment has been shown to reduce associated 
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pressure from the criminal justice system, child protection 
services, employers, or family. Within a treatment program, 
successful clinicians can establish a positive, therapeutic 
relationship with their patients. The clinician should 
ensure that a treatment plan is developed cooperatively 
with the person seeking treatment, that the plan is 
followed, and that treatment expectations are clearly 
understood. Medical, psychiatric, and social services 
should also be available.

Whether a patient stays in treatment 
depends on factors associated with  
both the individual and the program.

Because some problems (such as serious medical or 
mental illness or criminal involvement) increase the 
likelihood of  patients dropping out of  treatment, intensive 
interventions may be required to retain them. After a 
course of  intensive treatment, the provider should ensure 
a transition to less intensive continuing care to support 
and monitor individuals in their ongoing recovery.

7. How do we get more substance-
abusing people into treatment?

gap” is massive—that is, among those who need treatment 
for a substance use disorder, few receive it. In 2011, 21.6 
million persons aged 12 or older needed treatment for an 
illicit drug or alcohol use problem, but only 2.3 million 
received treatment at a specialty substance abuse facility. 

Reducing this gap requires a multipronged approach. 
Strategies include increasing access to effective treatment, 
achieving insurance parity (now in its earliest phase of  
implementation), reducing stigma, and raising awareness 

5. How long does drug addiction 
treatment usually last? 

Individuals progress through drug addiction treatment 
at various rates, so there is no predetermined length of  
treatment. However, research has shown unequivocally 
that good outcomes are contingent on adequate treatment 
length. Generally, for residential or outpatient treatment, 
participation for less than 90 days is of  limited effectiveness, 

maintaining positive outcomes. For methadone maintenance, 
12 months is considered the minimum, and some opioid-

maintenance for many years.

Good outcomes are contingent on  
adequate treatment length.

Treatment dropout is one of  the major problems 
encountered by treatment programs; therefore, motivational 
techniques that can keep patients engaged will also improve 
outcomes. By viewing addiction as a chronic disease and 
offering continuing care and monitoring, programs can 
succeed, but this will often require multiple episodes of  
treatment and readily readmitting patients that have relapsed.

6. What helps people stay in treatment?

Because successful outcomes often depend on a person’s 

strategies for keeping people in treatment are critical. 
Whether a patient stays in treatment depends on factors 
associated with both the individual and the program. 
Individual factors related to engagement and retention 
typically include motivation to change drug-using behavior; 
degree of  support from family and friends; and, frequently, 
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among both patients and healthcare professionals of  
the value of  addiction treatment. To assist physicians in 
identifying treatment need in their patients and making 
appropriate referrals, NIDA is encouraging widespread 
use of  screening, brief  intervention, and referral to 
treatment (SBIRT) tools for use in primary care settings 
through its NIDAMED initiative. SBIRT, which evidence 
shows to be effective against tobacco and alcohol use—
and, increasingly, against abuse of  illicit and prescription 
drugs—has the potential not only to catch people before 
serious drug problems develop but also to identify people 
in need of  treatment and connect them with appropriate 
treatment providers.

8. How can family and friends make a 
difference in the life of someone 
needing treatment?

Family and friends can play critical roles in motivating 
individuals with drug problems to enter and stay in 
treatment. Family therapy can also be important, 
especially for adolescents. Involvement of  a family 

9. Where can family members go for 
information on treatment options?

Trying to locate appropriate treatment for a loved one, 

are some resources to help with this process. For example, 
NIDA’s handbook Seeking Drug Abuse Treatment: Know 
What to Ask
program. Numerous online resources can help locate a 
local program or provide other information, including: 

The Substance Abuse and Mental Health Services 
Administration (SAMHSA) maintains a Web site 
(findtreatment.samhsa.gov) that shows the location of  
residential, outpatient, and hospital inpatient treatment 
programs for drug addiction and alcoholism throughout 
the country. This information is also accessible by 
calling 1-800-662-HELP. 

The National Suicide Prevention Lifeline (1-800-273-
TALK) offers more than just suicide prevention—it 
can also help with a host of  issues, including drug 
and alcohol abuse, and can connect individuals with a 
nearby professional. 

The National Alliance on Mental Illness (nami.org) and 
Mental Health America (mentalhealthamerica.net) are 

for patients and families dealing with a variety of  

throughout the United States and may be especially 
helpful for patients with comorbid conditions. 

The American Academy of  Addiction Psychiatry and 
the American Academy of  Child and Adolescent 
Psychiatry each have physician locator tools posted on 
their Web sites at aaap.org and aacap.org, respectively. 

Faces & Voices of  Recovery (facesandvoicesofrecovery.
org), founded in 2001, is an advocacy organization for 
individuals in long-term recovery that strategizes on 
ways to reach out to the medical, public health, criminal 
justice, and other communities to promote and celebrate 
recovery from addiction to alcohol and other drugs.

The Partnership at Drugfree.org (drugfree.org) is an 
organization that provides information and resources 
on teen drug use and addiction for parents, to help 
them prevent and intervene in their children’s drug use 

toll-free helpline for parents (1-855-378-4373).

http://facesandvoicesofrecovery.org
http://facesandvoicesofrecovery.org
http://findtreatment.samhsa.gov
http://nami.org
http://mentalhealthamerica.net
http://aaap.org
http://aacap.org
http://drugfree.org
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The American Society of  Addiction Medicine (asam.
org) is a society of  physicians aimed at increasing access 
to addiction treatment. Their Web site has a nationwide 
directory of  addiction medicine professionals.

NIDA’s National Drug Abuse Treatment Clinical Trials 
Network (drugabuse.gov/about-nida/organization/
cctn/ctn) provides information for those interested 
in participating in a clinical trial testing a promising 
substance abuse intervention; or visit clinicaltrials.gov.

NIDA’s DrugPubs Research Dissemination Center 
(drugpubs.drugabuse.gov) provides booklets, pamphlets, 
fact sheets, and other informational resources on drugs, 
drug abuse, and treatment. 

The National Institute on Alcohol Abuse and 
Alcoholism (niaaa.nih.gov) provides information on 
alcohol, alcohol use, and treatment of  alcohol-related 
problems (niaaa.nih.gov/search/node/treatment). 

10. How can the workplace play a role 
in substance abuse treatment?

Many workplaces sponsor Employee Assistance Programs 
(EAPs) that offer short-term counseling and/or assistance 
in linking employees with drug or alcohol problems to 
local treatment resources, including peer support/recovery 
groups. In addition, therapeutic work environments that 
provide employment for drug-abusing individuals who 
can demonstrate abstinence have been shown not only to 
promote a continued drug-free lifestyle but also to improve 
job skills, punctuality, and other behaviors necessary for 
active employment throughout life. Urine testing facilities, 
trained personnel, and workplace monitors are needed to 
implement this type of  treatment.

11. What role can the criminal justice 
system play in addressing drug 
addiction?

It is estimated that about one-half  of  State and Federal 
prisoners abuse or are addicted to drugs, but relatively 
few receive treatment while incarcerated. Initiating drug 
abuse treatment in prison and continuing it upon release 
is vital to both individual recovery and to public health 
and safety. Various studies have shown that combining 
prison- and community-based treatment for addicted 
offenders reduces the risk of  both recidivism to drug-
related criminal behavior and relapse to drug use—which, 
in turn, nets huge savings in societal costs. A 2009 study 
in Baltimore, Maryland, for example, found that opioid-
addicted prisoners who started methadone treatment 
(along with counseling) in prison and then continued it 
after release had better outcomes (reduced drug use and 
criminal activity) than those who only received counseling 
while in prison or those who only started methadone 
treatment after their release.

Individuals who enter treatment  
under legal pressure have outcomes  
as favorable as those who enter  
treatment voluntarily.

The majority of  offenders involved with the criminal 
justice system are not in prison but are under community 
supervision. For those with known drug problems, drug 
addiction treatment may be recommended or mandated 
as a condition of  probation. Research has demonstrated 
that individuals who enter treatment under legal pressure 
have outcomes as favorable as those who enter treatment 
voluntarily. 

The criminal justice system refers drug offenders into 
treatment through a variety of  mechanisms, such as 

http://asam.org
http://drugabuse.gov/about-nida/organization/cctn/ctn
http://clinicaltrials.gov
http://drugpubs.drugabuse.gov
http://niaaa.nih.gov
http://niaaa.nih.gov/search/node/treatment
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diverting nonviolent offenders to treatment; stipulating 
treatment as a condition of  incarceration, probation, or 
pretrial release; and convening specialized courts, or 
drug courts, that handle drug offense cases. These courts 
mandate and arrange for treatment as an alternative to 
incarceration, actively monitor progress in treatment, and 
arrange for other services for drug-involved offenders. 

The most effective models integrate criminal justice and 
drug treatment systems and services. Treatment and 
criminal justice personnel work together on treatment 
planning—including implementation of  screening, 
placement, testing, monitoring, and supervision—as 
well as on the systematic use of  sanctions and rewards. 
Treatment for incarcerated drug abusers should include 
continuing care, monitoring, and supervision after 
incarceration and during parole. Methods to achieve better 

providers are being studied to improve offender outcomes. 
(For more information, please see NIDA’s Principles of 
Drug Abuse Treatment for Criminal Justice Populations: A 
Research-Based Guide [revised 2012].) 

12. What are the unique needs 
of women with substance 
use disorders?

Gender-related drug abuse treatment should attend 
not only to biological differences but also to social and 

motivations for drug use, the reasons for seeking treatment, 
the types of  environments where treatment is obtained, the 
treatments that are most effective, and the consequences 
of  not receiving treatment. Many life circumstances 
predominate in women as a group, which may require 
a specialized treatment approach. For example, research 
has shown that physical and sexual trauma followed by 
post-traumatic stress disorder (PTSD) is more common 

in drug-abusing women than in men seeking treatment. 

treatment process include issues around how they come 
into treatment (as women are more likely than men to seek 
the assistance of  a general or mental health practitioner), 

13. What are the unique needs of 
pregnant women with substance  
use disorders?

Using drugs, alcohol, or tobacco during pregnancy 
exposes not just the woman but also her developing 
fetus to the substance and can have potentially 
deleterious and even long-term effects on exposed 
children. Smoking during pregnancy can increase 
risk of  stillbirth, infant mortality, sudden infant death 
syndrome, preterm birth, respiratory problems, slowed 
fetal growth, and low birth weight. Drinking during 
pregnancy can lead to the child developing fetal alcohol 
spectrum disorders, characterized by low birth weight 
and enduring cognitive and behavioral problems. 

Prenatal use of  some drugs, including opioids, may 
cause a withdrawal syndrome in newborns called 
neonatal abstinence syndrome (NAS). Babies with NAS 
are at greater risk of  seizures, respiratory problems, 

Research has established the value of  evidence-based 
treatments for pregnant women (and their babies), 
including medications. For example, although no 
medications have been FDA-approved to treat opioid 
dependence in pregnant women, methadone maintenance 
combined with prenatal care and a comprehensive 
drug treatment program can improve many of  the 
detrimental outcomes associated with untreated heroin 
abuse. However, newborns exposed to methadone 
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during pregnancy still require treatment for withdrawal 
symptoms. Recently, another medication option for opioid 
dependence, buprenorphine, has been shown to produce 
fewer NAS symptoms in babies than methadone, resulting 
in shorter infant hospital stays. In general, it is important 
to closely monitor women who are trying to quit drug use 
during pregnancy and to provide treatment as needed.

14. What are the unique needs of 
adolescents with substance  
use disorders?

Adolescent drug abusers have unique needs stemming 
from their immature neurocognitive and psychosocial 
stage of  development. Research has demonstrated that 
the brain undergoes a prolonged process of  development 

Over the course of  this developmental period, a young 
person’s actions go from being more impulsive to being 

most closely associated with aspects of  behavior such 
as decision-making, judgment, planning, and self-
control undergo a period of  rapid development during 
adolescence and young adulthood. 

Adolescent drug abuse is also often associated with 
other co-occurring mental health problems. These 

well as depressive and anxiety disorders. 

Adolescents are also especially sensitive to social cues, with 

this time. Therefore, treatments that facilitate positive 
parental involvement, integrate other systems in which the 
adolescent participates (such as school and athletics), and 
recognize the importance of  prosocial peer relationships 
are among the most effective. Access to comprehensive 

assessment, treatment, case management, and family-
support services that are developmentally, culturally, and 
gender-appropriate is also integral when addressing 
adolescent addiction. 

Medications for substance abuse among adolescents may 
in certain cases be helpful. Currently, the only addiction 
medications approved by FDA for people under 18 
are over-the-counter transdermal nicotine skin patches, 
chewing gum, and lozenges (physician advice should be 

opioid addiction that must be prescribed by specially 
trained physicians, has not been approved for adolescents, 
but recent research suggests it could be effective for those 
as young as 16. Studies are under way to determine the 

opioid-, nicotine-, and alcohol-dependent adolescents and 
for adolescents with co-occurring disorders.

15. Are there specific drug addiction 
treatments for older adults?

With the aging of  the baby boomer generation, the 
composition of  the general population is changing 
dramatically with respect to the number of  older adults. 
Such a change, coupled with a greater history of  lifetime 
drug use (than previous older generations), different 
cultural norms and general attitudes about drug use, 
and increases in the availability of  psychotherapeutic 
medications, is already leading to greater drug use by 
older adults and may increase substance use problems 
in this population. While substance abuse in older adults 
often goes unrecognized and therefore untreated, research 
indicates that currently available addiction treatment 
programs can be as effective for them as for younger adults.
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16. Can a person become addicted 
to medications prescribed by a 
doctor? 

Yes. People who abuse prescription drugs—that is, taking 
them in a manner or a dose other than prescribed, or 
taking medications prescribed for another person—risk 
addiction and other serious health consequences. Such 
drugs include opioid pain relievers, stimulants used to treat 
ADHD, and benzodiazepines to treat anxiety or sleep 
disorders. Indeed, in 2010, an estimated 2.4 million people 
12 or older met criteria for abuse of  or dependence on 
prescription drugs, the second most common illicit drug 
use after marijuana. To minimize these risks, a physician 
(or other prescribing health provider) should screen 
patients for prior or current substance abuse problems and 
assess their family history of  substance abuse or addiction 
before prescribing a psychoactive medication and monitor 
patients who are prescribed such drugs. Physicians also 
need to educate patients about the potential risks so that 
they will follow their physician’s instructions faithfully, 
safeguard their medications, and dispose of  them 
appropriately.  

17. Is there a difference between 
physical dependence and addiction? 

Yes. Addiction—or compulsive drug use despite harmful 
consequences—is characterized by an inability to stop 
using a drug; failure to meet work, social, or family 
obligations; and, sometimes (depending on the drug), 

dependence in which the body adapts to the drug, 
requiring more of  it to achieve a certain effect (tolerance) 

if  drug use is abruptly ceased (withdrawal). Physical 

dependence can happen with the chronic use of  many 
drugs—including many prescription drugs, even if  taken 
as instructed. Thus, physical dependence in and of  itself  
does not constitute addiction, but it often accompanies 

particularly with prescribed pain medications, for which 
the need for increasing dosages can represent tolerance 
or a worsening underlying problem, as opposed to the 
beginning of  abuse or addiction. 

18. How do other mental disorders 
coexisting with drug addiction 
affect drug addiction treatment? 

Drug addiction is a disease of  the brain that frequently 
occurs with other mental disorders. In fact, as many as 
6 in 10 people with an illicit substance use disorder also 
suffer from another mental illness; and rates are similar 
for users of  licit drugs—i.e., tobacco and alcohol. For 

treat successfully as an additional condition is intertwined. 
Thus, people entering treatment either for a substance 
use disorder or for another mental disorder should be 
assessed for the co-occurrence of  the other condition. 
Research indicates that treating both (or multiple) illnesses 
simultaneously in an integrated fashion is generally the 
best treatment approach for these patients. 
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19. Is the use of medications like 
methadone and buprenorphine 
simply replacing one addiction with 
another? 

No. Buprenorphine and methadone are prescribed or 
administered under monitored, controlled conditions 
and are safe and effective for treating opioid addiction 
when used as directed. They are administered orally or 

their effects differ from those of  heroin and other abused 
opioids. 

Heroin, for example, is often injected, snorted, or smoked, 

of  intense euphoria, that wears off  quickly and ends in 

craving to use the drug again to stop the crash and 
reinstate the euphoria. 

The cycle of  euphoria, crash, and craving—sometimes 
repeated several times a day—is a hallmark of  addiction 
and results in severe behavioral disruption. These 
characteristics result from heroin’s rapid onset and short 
duration of  action in the brain. 

As used in maintenance treatment, 
methadone and buprenorphine are  
not heroin/opioid substitutes. 

In contrast, methadone and buprenorphine have gradual 
onsets of  action and produce stable levels of  the drug 
in the brain. As a result, patients maintained on these 
medications do not experience a rush, while they also 
markedly reduce their desire to use opioids. 

If  an individual treated with these medications 
tries to take an opioid such as heroin, the euphoric 
effects are usually dampened or suppressed. Patients 
undergoing maintenance treatment do not experience 
the physiological or behavioral abnormalities from 

use. Maintenance treatments save lives—they help to 
stabilize individuals, allowing treatment of  their medical, 
psychological, and other problems so they can contribute 
effectively as members of  families and of  society. 

20. Where do 12-step or self-help 
programs fit into drug addiction 
treatment? 

Self-help groups can complement and extend the 
effects of  professional treatment. The most prominent 

Anonymous (AA), Narcotics Anonymous (NA), and 
Cocaine Anonymous (CA); all of  which are based on the 
12-step model. Most drug addiction treatment programs 
encourage patients to participate in self-help group 
therapy during and after formal treatment. These groups 
can be particularly helpful during recovery, offering an 
added layer of  community-level social support to help 
people achieve and maintain abstinence and other healthy 
lifestyle behaviors over the course of  a lifetime. 
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21. Can exercise play a role in the 
treatment process? 

Yes. Exercise is increasingly becoming a component of  
many treatment programs and has proven effective, when 
combined with cognitive-behavioral therapy, at helping 

by addressing psychosocial and physiological needs that 
nicotine replacement alone does not, by reducing negative 
feelings and stress, and by helping prevent weight gain 
following cessation. Research to determine if  and how 
exercise programs can play a similar role in the treatment 
of  other forms of  drug abuse is under way. 

22. How does drug addiction treatment 
help reduce the spread of HIV/
AIDS, hepatitis C (HCV), and other 
infectious diseases? 

Drug-abusing individuals, including injecting and non-
injecting drug users, are at increased risk of  human 

(HCV), and other infectious diseases. These diseases 
are transmitted by sharing contaminated drug injection 
equipment and by engaging in risky sexual behavior 
sometimes associated with drug use. Effective drug abuse 
treatment is HIV/HCV prevention because it reduces 
activities that can spread disease, such as sharing injection 
equipment and engaging in unprotected sexual activity. 
Counseling that targets a range of  HIV/HCV risk 
behaviors provides an added level of  disease prevention. 

Drug abuse treatment is HIV and  
HCV prevention. 

Injection drug users who do not enter treatment are up to 
six times more likely to become infected with HIV than 
those who enter and remain in treatment. Participation in 
treatment also presents opportunities for HIV screening 
and referral to early HIV treatment. In fact, recent 
research from NIDA’s National Drug Abuse Treatment 
Clinical Trials Network showed that providing rapid 
onsite HIV testing in substance abuse treatment facilities 
increased patients’ likelihood of  being tested and of  
receiving their test results. HIV counseling and testing are 
key aspects of  superior drug abuse treatment programs 
and should be offered to all individuals entering treatment. 
Greater availability of  inexpensive and unobtrusive rapid 
HIV tests should increase access to these important aspects 
of  HIV prevention and treatment.
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Drug Addiction 
Treatment in the 
United States

Drug addiction is a complex disorder 
that can involve virtually every aspect 
of an individual’s functioning—in the 
family, at work and school, and in the 
community. Because of  addiction’s complexity and 
pervasive consequences, drug addiction treatment 
typically must involve many components. Some of  those 
components focus directly on the individual’s drug use; 
others, like employment training, focus on restoring the 
addicted individual to productive membership in the 
family and society (see diagram on page 8), enabling 
him or her to experience the rewards associated with 
abstinence. 

Treatment for drug abuse and addiction is delivered in 
many different settings using a variety of  behavioral 
and pharmacological approaches. In the United States, 
more than 14,500 specialized drug treatment facilities 
provide counseling, behavioral therapy, medication, case 
management, and other types of  services to persons with 
substance use disorders. 

Along with specialized drug treatment facilities, drug 

mental health clinics by a variety of  providers, including 
counselors, physicians, psychiatrists, psychologists, nurses, 
and social workers. Treatment is delivered in outpatient, 

treatment approaches often are associated with particular 
treatment settings, a variety of  therapeutic interventions or 
services can be included in any given setting. 

Because drug abuse and addiction are major public 
health problems, a large portion of  drug treatment is 
funded by local, State, and Federal governments. Private 
and employer-subsidized health plans also may provide 
coverage for treatment of  addiction and its medical 
consequences. Unfortunately, managed care has resulted 
in shorter average stays, while a historical lack of  or 

Treatment for drug abuse and 

addiction is delivered in many different 

settings, using a variety of  behavioral 

and pharmacological approaches.
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Further Reading:

Primary Psychiatry 1:42–52, 1996.

Long-Term Residential Treatment

Long-term residential treatment provides care 24 hours 
a day, generally in nonhospital settings. The best-known 
residential treatment model is the therapeutic community 
(TC), with planned lengths of  stay of  between 6 and 

individual and use the program’s entire community—
including other residents, staff, and the social context—as 
active components of  treatment. Addiction is viewed in 
the context of  an individual’s social and psychological 

accountability and responsibility as well as socially 
productive lives. Treatment is highly structured and can 
be confrontational at times, with activities designed to 
help residents examine damaging beliefs, self-concepts, 
and destructive patterns of  behavior and adopt new, 
more harmonious and constructive ways to interact with 
others. Many TCs offer comprehensive services, which can 
include employment training and other support services, 

individuals with special needs, including adolescents, 
women, homeless individuals, people with severe mental 
disorders, and individuals in the criminal justice system 
(see page 37).

Further Reading:

Lewis, B.F.; McCusker, J.; Hindin, R.; Frost, R.; and 

Project IMPACT. In: J.A. Inciardi, F.M. Tims, and B.W. 
Fletcher (eds.), Innovative Approaches in the Treatment of 
Drug Abuse, Westport, CT: Greenwood Press, pp. 45–60, 
1993. 

curtailed the number of  operational programs. The recent 
passage of  parity for insurance coverage of  mental health 
and substance abuse problems will hopefully improve 
this state of  affairs. Health Care Reform (i.e., the Patient 

stands to increase the demand for drug abuse treatment 
services and presents an opportunity to study how 

can improve access to and use of  them.

Types of Treatment Programs 

Research studies on addiction treatment typically have 

Treatment approaches and individual programs continue 
to evolve and diversify, and many programs today do 

treatment components are described on pages 30–35. 

clears itself  of  drugs, is designed to manage the acute and 
potentially dangerous physiological effects of  stopping 

address the psychological, social, and behavioral problems 
associated with addiction and therefore does not typically 
produce lasting behavioral changes necessary for recovery. 

assessment and referral to drug addiction treatment. 

Because it is often accompanied by unpleasant and 
potentially fatal side effects stemming from withdrawal, 

administered by a physician in an inpatient or outpatient 

withdrawal.” Medications are available to assist in the 
withdrawal from opioids, benzodiazepines, alcohol, 
nicotine, barbiturates, and other sedatives.
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Further Reading:

Hubbard, R.L.; Craddock, S.G.; Flynn, P.M.; Anderson, 
J.; and Etheridge, R.M. Overview of  1-year follow-up 
outcomes in the Drug Abuse Treatment Outcome Study 
(DATOS). Psychology of Addictive Behaviors 11(4):291–
298, 1998. 

Miller, M.M. Traditional approaches to the treatment 
of  addiction. In: A.W. Graham and T.K. Schultz (eds.), 
Principles of Addiction Medicine (2nd ed.). Washington, 
D.C.: American Society of  Addiction Medicine, 1998.

Outpatient Treatment Programs

Outpatient treatment varies in the types and intensity of  
services offered. Such treatment costs less than residential 
or inpatient treatment and often is more suitable for 
people with jobs or extensive social supports. It should 
be noted, however, that low-intensity programs may offer 
little more than drug education. Other outpatient models, 
such as intensive day treatment, can be comparable 
to residential programs in services and effectiveness, 
depending on the individual patient’s characteristics and 
needs. In many outpatient programs, group counseling 
can be a major component. Some outpatient programs 
are also designed to treat patients with medical or other 
mental health problems in addition to their drug disorders. 

Further Reading:

Hubbard, R.L.; Craddock, S.G.; Flynn, P.M.; Anderson, 
J.; and Etheridge, R.M. Overview of  1-year follow-up 
outcomes in the Drug Abuse Treatment Outcome Study 
(DATOS). Psychology of Addictive Behaviors 11(4):291–
298, 1998. 

Institute of  Medicine. Treating Drug Problems. 
Washington, D.C.: National Academy Press, 1990. 

Sacks, S.; Banks, S.; McKendrick, K.; and Sacks, J.Y. 

A summary of  four studies. Journal of Substance Abuse 
Treatment 34(1):112–122, 2008. 

Sacks, S.; Sacks, J.; DeLeon, G.; Bernhardt, A.; and 

Substance Use and Misuse 
32(9):1217–1259, 1997. 

Stevens, S.J.; and Glider, P.J. Therapeutic communities: 
Substance abuse treatment for women. In: F.M. Tims, G. 
DeLeon, and N. Jainchill (eds.), Therapeutic Community: 
Advances in Research and Application, National Institute 
on Drug Abuse Research Monograph 144, NIH Pub. No. 

1994. 

Sullivan, C.J.; McKendrick, K.; Sacks, S.; and Banks, S.M. 

disorders: Substance use outcomes. American Journal of 
Drug and Alcohol Abuse 33(6):823–832, 2007.

Short-Term Residential Treatment

Short-term residential programs provide intensive but 

approach. These programs were originally designed to 
treat alcohol problems, but during the cocaine epidemic 
of  the mid-1980s, many began to treat other types of  
substance use disorders. The original residential treatment 
model consisted of  a 3- to 6-week hospital-based inpatient 
treatment phase followed by extended outpatient therapy 
and participation in a self-help group, such as AA. 
Following stays in residential treatment programs, it is 
important for individuals to remain engaged in outpatient 
treatment programs and/or aftercare programs. These 
programs help to reduce the risk of  relapse once a patient 
leaves the residential setting.
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Treating Criminal Justice–Involved Drug 
Abusers and Addicted Individuals

Often, drug abusers come into contact with the criminal 
justice system earlier than other health or social systems, 
presenting opportunities for intervention and treatment 
prior to, during, after, or in lieu of  incarceration. Research 
has shown that combining criminal justice sanctions with 
drug treatment can be effective in decreasing drug abuse 
and related crime. Individuals under legal coercion tend 
to stay in treatment longer and do as well as or better 
than those not under legal pressure. Studies show that 
for incarcerated individuals with drug problems, starting 
drug abuse treatment in prison and continuing the same 
treatment upon release—in other words, a seamless 
continuum of  services—results in better outcomes: less 
drug use and less criminal behavior. More information 
on how the criminal justice system can address the 
problem of  drug addiction can be found in Principles of 
Drug Abuse Treatment for Criminal Justice Populations: A 
Research-Based Guide (National Institute on Drug Abuse, 
revised 2012).

McLellan, A.T.; Grisson, G.; Durell, J.; Alterman, A.I.; 
Brill, P.; and O’Brien, C.P. Substance abuse treatment in 
the private setting: Are some programs more effective than 
others? Journal of Substance Abuse Treatment 10:243–254, 
1993. 

Simpson, D.D.; and Brown, B.S. Treatment retention 
and follow-up outcomes in the Drug Abuse Treatment 
Outcome Study (DATOS). Psychology of Addictive 
Behaviors 11(4):294–307, 1998.

Individualized Drug Counseling

Individualized drug counseling not only focuses on 
reducing or stopping illicit drug or alcohol use; it also 
addresses related areas of  impaired functioning—such 
as employment status, illegal activity, and family/social 
relations—as well as the content and structure of  the 
patient’s recovery program. Through its emphasis on 
short-term behavioral goals, individualized counseling 
helps the patient develop coping strategies and tools to 
abstain from drug use and maintain abstinence. The 
addiction counselor encourages 12-step participation (at 
least one or two times per week) and makes referrals for 
needed supplemental medical, psychiatric, employment, 
and other services.

Group Counseling

Many therapeutic settings use group therapy to capitalize 
on the social reinforcement offered by peer discussion and 
to help promote drug-free lifestyles. Research has shown 
that when group therapy either is offered in conjunction 
with individualized drug counseling or is formatted to 

contingency management, positive outcomes are achieved. 
Currently, researchers are testing conditions in which 
group therapy can be standardized and made more 
community-friendly.
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This section presents examples of  treatment approaches 
and components that have an evidence base supporting 
their use. Each approach is designed to address certain 
aspects of  drug addiction and its consequences for the 
individual, family, and society. Some of  the approaches 
are intended to supplement or enhance existing treatment 
programs, and others are fairly comprehensive in and  
of  themselves. 

The following section is broken down into 
Pharmacotherapies, Behavioral Therapies, and  
Behavioral Therapies Primarily for Adolescents.  
They are further subdivided according to particular 
substance use disorders. This list is not exhaustive,  
and new treatments are continually under development.

Pharmacotherapies

Opioid Addiction

Methadone

Methadone is a long-acting synthetic opioid agonist 
medication that can prevent withdrawal symptoms and 
reduce craving in opioid-addicted individuals. It can also 
block the effects of  illicit opioids. It has a long history 
of  use in treatment of  opioid dependence in adults and 
is taken orally. Methadone maintenance treatment is 
available in all but three States through specially licensed 
opioid treatment programs or methadone maintenance 
programs. 

Combined with behavioral treatment

Research has shown that methadone maintenance is 
more effective when it includes individual and/or group 
counseling, with even better outcomes when patients 
are provided with, or referred to, other needed medical/
psychiatric, psychological, and social services (e.g., 
employment or family services).

Evidence-Based 
Approaches to Drug 
Addiction Treatment

Each approach to drug treatment is 

designed to address certain aspects of  

drug addiction and its consequences 

for the individual, family, and society.
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Drug Enforcement Administration (DEA), allowing them 

for opioid addiction is a cost-effective approach that 
increases the reach of  treatment and the options available 
to patients.

Further Reading: 

Fiellin, D.A.; Pantalon, M.V.; Chawarski, M.C.; Moore, 
B.A.; Sullivan, L.E.; O’Connor, P.G.; and Schottenfeld, 
R.S. Counseling plus buprenorphine/naloxone 
maintenance therapy for opioid dependence. The New 
England Journal of Medicine 355(4):365–374, 2006. 

Fudala P.J.; Bridge, T.P.; Herbert, S.; Williford, W.O.; 
Chiang, C.N.; Jones, K.; Collins, J.; Raisch, D.; 
Casadonte, P.; Goldsmith, R.J.; Ling, W.; Malkerneker, 
U.; McNicholas, L.; Renner, J.; Stine, S.; and Tusel, D. 
for the Buprenorphine/Naloxone Collaborative Study 

with a sublingual-tablet formulation of  buprenorphine 
and naloxone. The New England Journal of Medicine 
349(10):949–958, 2003. 

Kosten, T.R.; and Fiellin, D.A. U.S. National 
Buprenorphine Implementation Program: Buprenorphine 

The American Journal on Addictions 13(Suppl. 1):S1–S7, 
2004. 

treatment for opioid-dependent patients. Harvard Review 
of Psychiatry 12(6):321–338, 2004. 

Further Reading:

Dole, V.P.; Nyswander, M.; and Kreek, M.J. Narcotic 
blockade. Archives of Internal Medicine 118:304–309, 
1966. 

McLellan, A.T.; Arndt, I.O.; Metzger, D.; Woody, G.E.; 
and O’Brien, C.P. The effects of  psychosocial services in 
substance abuse treatment. The Journal of the American 
Medical Association 269(15):1953–1959, 1993. 

treatment for narcotic addiction: Methadone 
maintenance. The Rockefeller University Hospital 
Centennial, 2010. Available at centennial.rucares.org/index.
php?page=Methadone_Maintenance.

Woody, G.E.; Luborsky, L.; McClellan, A.T.; O’Brien, 
C.P.; Beck, A.T.; Blaine, J.; Herman, I.; and Hole, A. 
Psychotherapy for opiate addicts: Does it help? Archives of 
General Psychiatry 40:639–645, 1983.

Buprenorphine

Buprenorphine is a synthetic opioid medication that 
acts as a partial agonist at opioid receptors—it does not 
produce the euphoria and sedation caused by heroin or 
other opioids but is able to reduce or eliminate withdrawal 
symptoms associated with opioid dependence and carries 
a low risk of  overdose. 

Buprenorphine is currently available in two formulations 
that are taken sublingually: (1) a pure form of  the drug 
and (2) a more commonly prescribed formulation called 
Suboxone, which combines buprenorphine with the drug 
naloxone, an antagonist (or blocker) at opioid receptors. 
Naloxone has no effect when Suboxone is taken as 
prescribed, but if  an addicted individual attempts to inject 
Suboxone, the naloxone will produce severe withdrawal 
symptoms. Thus, this formulation lessens the likelihood 
that the drug will be abused or diverted to others. 

http://centennial.rucares.org/index.php?page=Methadone_Maintenance


4342

or parolees. Recently, a long-acting injectable version of  
naltrexone, called Vivitrol, was approved to treat opioid 
addiction. Because it only needs to be delivered once a 
month, this version of  the drug can facilitate compliance 
and offers an alternative for those who do not wish to be 
placed on agonist/partial agonist medications.

Further Reading:

Cornish, J.W.; Metzger, D.; Woody, G.E.; Wilson, D.; 
McClellan, A.T.; and Vandergrift, B. Naltrexone 
pharmacotherapy for opioid dependent federal 
probationers. Journal of Substance Abuse Treatment 
14(6):529–534, 1997.

Gastfriend, D.R. Intramuscular extended-release 
naltrexone: current evidence. Annals of the New York 
Academy of Sciences 1216:144–166, 2011.

Krupitsky, E.; Illerperuma, A.; Gastfriend, D.R.; and 

injectable naltrexone (XR-NTX) for the treatment of  
opioid dependence. Paper presented at the 2010 annual 
meeting of  the American Psychiatric Association, New 
Orleans, LA.

Tobacco Addiction

Nicotine Replacement Therapy (NRT)

A variety of  formulations of  nicotine replacement 
therapies (NRTs) now exist, including the transdermal 
nicotine patch, nicotine spray, nicotine gum, and nicotine 
lozenges. Because nicotine is the main addictive ingredient 
in tobacco, the rationale for NRT is that stable low levels 
of  nicotine will prevent withdrawal symptoms—which 
often drive continued tobacco use—and help keep people 
motivated to quit. Research shows that combining the 
patch with another replacement therapy is more effective 
than a single therapy alone.

Treatment, not Substitution

Because methadone and buprenorphine are themselves 
opioids, some people view these treatments for opioid 
dependence as just substitutions of  one addictive drug 
for another (see Question 19 above). But taking these 
medications as prescribed allows patients to hold jobs, 
avoid street crime and violence, and reduce their exposure 
to HIV by stopping or decreasing injection drug use and 
drug-related high-risk sexual behavior. Patients stabilized 
on these medications can also engage more readily in 
counseling and other behavioral interventions essential  
to recovery. 

Naltrexone

Naltrexone is a synthetic opioid antagonist—it blocks 
opioids from binding to their receptors and thereby 
prevents their euphoric and other effects. It has been 
used for many years to reverse opioid overdose and is also 
approved for treating opioid addiction. The theory behind 
this treatment is that the repeated absence of  the desired 
effects and the perceived futility of  abusing opioids will 
gradually diminish craving and addiction. Naltrexone 

is, a person does not perceive any particular drug effect), it 
has no potential for abuse, and it is not addictive. 

Naltrexone as a treatment for opioid addiction is usually 
prescribed in outpatient medical settings, although the 
treatment should begin after
in a residential setting in order to prevent withdrawal 
symptoms. 

Naltrexone must be taken orally—either daily or three 
times a week—but noncompliance with treatment is a 
common problem. Many experienced clinicians have 
found naltrexone best suited for highly motivated, recently 

of  external circumstances—for instance, professionals 
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treatment, social, and work settings. Combined treatment is 
urged because behavioral and pharmacological treatments 
are thought to operate by different yet complementary 
mechanisms that can have additive effects. 

Further Reading:

Alterman, A.I.; Gariti, P.; and Mulvaney, F. Short- and 
long-term smoking cessation for three levels of  intensity 
of  behavioral treatment. Psychology of Addictive Behaviors 
15:261–264, 2001. 

Prochaska, J.J.; and Robbins, J.A. Using extended cognitive 
behavioral treatment and medication to treat dependent 
smokers. American Journal of Public Health 101:2349–
2356, 2011.

Jorenby, D.E.; Hays, J.T.; Rigotti, N.A.; Azoulay, S.; 
Watsky, E.J.; Williams, K.E.; Billing, C.B.; Gong, J.; and 

of  varenicline, an  nicotinic acetylcholine receptor 
partial agonist vs. placebo or sustained-release bupropion 
for smoking cessation: A randomized controlled trial. The 
Journal of the American Medical Association 296(1):56–63, 
2006. 

King, D.P.; Paciqa, S.; Pickering, E.; Benowitz, N.L.; 
Bierut, L.J.; Conti, D.V.; Kaprio, J.; Lerman, C.; and Park, 
P.W. Smoking cessation pharmacogenetics: Analysis of  
varenicline and bupropion in placebo-controlled clinical 
trials. Neuropsychopharmacology 37:641–650, 2012.

Raupach, T.; and van Schayck, C.P. Pharmacotherapy for 
smoking cessation: Current advances and research topics. 
CNS Drugs 25:371–382, 2011.

Shah, S.D.; Wilken, L.A.; Winkler, S.R.; and Lin, S.J. 
Systematic review and meta-analysis of  combination 
therapy for smoking cessation. Journal of the American 
Pharmaceutical Association 48(5):659–665, 2008.

Bupropion (Zyban®)

Bupropion was originally marketed as an antidepressant 
(Wellbutrin). It produces mild stimulant effects by 
blocking the reuptake of  certain neurotransmitters, 
especially norepinephrine and dopamine. A serendipitous 
observation among depressed patients was that the 
medication was also effective in suppressing tobacco 
craving, helping them quit smoking without also gaining 
weight. Although bupropion’s exact mechanisms of  action 
in facilitating smoking cessation are unclear, it has FDA 
approval as a smoking cessation treatment.

Varenicline (Chantix®)

Varenicline is the most recently FDA-approved medication 
for smoking cessation. It acts on a subset of  nicotinic 
receptors in the brain thought to be involved in the 
rewarding effects of  nicotine. Varenicline acts as a partial 
agonist/antagonist at these receptors—this means that it 

to trigger the release of  dopamine, which is important 
for the rewarding effects of  nicotine. As an antagonist, 
varenicline also blocks the ability of  nicotine to activate 
dopamine, interfering with the reinforcing effects of  
smoking, thereby reducing cravings and supporting 
abstinence from smoking.

Combined With Behavioral Treatment

Each of  the above pharmacotherapies is recommended 
for use in combination with behavioral interventions, 
including group and individual therapies, as well as 
telephone quitlines. Behavioral approaches complement 
most tobacco addiction treatment programs. They can 
amplify the effects of  medications by teaching people 
how to manage stress, recognize and avoid high-risk 
situations for smoking relapse, and develop alternative 
coping strategies (e.g., cigarette refusal skills, assertiveness, 
and time management skills) that they can practice in 
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is generally poor. However, among patients who are 

patients use it episodically for high-risk situations, such as 
social occasions where alcohol is present. It can also be 
administered in a monitored fashion, such as in a clinic or 

Topiramate

Topiramate is thought to work by increasing inhibitory 
(GABA) neurotransmission and reducing stimulatory 
(glutamate) neurotransmission, although its precise 
mechanism of  action is not known. Although topiramate 
has not yet received FDA approval for treating alcohol 
addiction, it is sometimes used off-label for this purpose. 

improve multiple drinking outcomes, compared with a 
placebo. 

Combined With Behavioral Treatment

While a number of  behavioral treatments have been 
shown to be effective in the treatment of  alcohol 
addiction, it does not appear that an additive effect exists 
between behavioral treatments and pharmacotherapy. 
Studies have shown that just getting help is one of  the 
most important factors in treating alcohol addiction; the 
precise type of  treatment received is not as important. 

Further Reading: 

Anton, R.F.; O’Malley, S.S.; Ciraulo, D.A.; Cisler, R.A.; 
Couper, D.; Donovan, D.M.; Gastfriend, D.R.; Hosking, 
J.D.; Johnson, B.A.; LoCastro, J.S.; Longabaugh, R.; 
Mason, B.J.; Mattson, M.E.; Miller, W.R.; Pettinati, H.M.; 
Randall, C.L.; Swift, R.; Weiss, R.D.; Williams, L.D.; 
and Zweben, A., for the COMBINE Study Research 
Group. Combined pharmacotherapies and behavioral 
interventions for alcohol dependence: The COMBINE 
study: A randomized controlled trial. The Journal of the 
American Medical Association 295(17):2003–2017, 2006. 

Smith, S.S; McCarthy, D.E.; Japuntich S.J.; Christiansen, 
B.; Piper, M.E.; Jorenby, D.E.; Fraser, D.L.; Fiore, M.C.; 
Baker, T.B.; and Jackson, T.C. Comparative effectiveness 
of  5 smoking cessation pharmacotherapies in primary 
care clinics. Archives of Internal Medicine 169:2148–2155, 
2009.

Stitzer, M. Combined behavioral and pharmacological 
treatments for smoking cessation. Nicotine & Tobacco 
Research 1:S181–S187, 1999.

Alcohol Addiction

Naltrexone

Naltrexone blocks opioid receptors that are involved in 
the rewarding effects of  drinking and the craving for 
alcohol. It has been shown to reduce relapse to problem 
drinking in some patients. An extended release version, 
Vivitrol—administered once a month by injection—is 
also FDA-approved for treating alcoholism, and may offer 

Acamprosate

Acamprosate (Campral®) acts on the gamma-aminobutyric 
acid (GABA) and glutamate neurotransmitter systems and 
is thought to reduce symptoms of  protracted withdrawal, 
such as insomnia, anxiety, restlessness, and dysphoria. 
Acamprosate has been shown to help dependent drinkers 
maintain abstinence for several weeks to months, and it 
may be more effective in patients with severe dependence. 

Disulfiram
®) interferes with degradation of  

alcohol, resulting in the accumulation of  acetaldehyde, 
which, in turn, produces a very unpleasant reaction 

person drinks alcohol. The utility and effectiveness of  
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include exploring the positive and negative consequences 
of  continued drug use, self-monitoring to recognize 
cravings early and identify situations that might put one 
at risk for use, and developing strategies for coping with 
cravings and avoiding those high-risk situations. 

Research indicates that the skills individuals learn 
through cognitive-behavioral approaches remain after the 
completion of  treatment. Current research focuses on how 
to produce even more powerful effects by combining CBT 
with medications for drug abuse and with other types of  
behavioral therapies. A computer-based CBT system has 
also been developed and has been shown to be effective 
in helping reduce drug use following standard drug abuse 
treatment.

Further Reading:

Carroll, K.M., Easton, C.J.; Nich, C.; Hunkele, K.A.; 
Neavins, T.M.; Sinha, R.; Ford, H.L.; Vitolo, S.A; 
Doebrick, C.A.; and Rounsaville, B.J. The use of  
contingency management and motivational/skills-building 
therapy to treat young adults with marijuana dependence. 
Journal of Consulting and Clinical Psychology 74(5):955–
966, 2006. 

Carroll, K.M.; and Onken, L.S. Behavioral therapies 
for drug abuse. The American Journal of Psychiatry 
168(8):1452–1460, 2005. 

Carroll, K.M.; Sholomskas, D.; Syracuse, G.; Ball, S.A.; 
Nuro, K.; and Fenton, L.R. We don’t train in vain: A 
dissemination trial of  three strategies of  training clinicians 
in cognitive-behavioral therapy. Journal of Consulting and 
Clinical Psychology 73(1):106–115, 2005. 

Carroll, K.; Fenton, L.R.; Ball, S.A.; Nich, C.; Frankforter, 

and cognitive behavior therapy in cocaine-dependent 
outpatients: A randomized placebo-controlled trial. 
Archives of General Psychiatry 61(3):264–272, 2004. 

National Institute on Alcohol Abuse and Alcoholism. 
Helping Patients Who Drink Too Much: A Clinician’s 
Guide, Updated 2005 Edition. Bethesda, MD: NIAAA, 
updated 2005. Available at pubs.niaaa.nih.gov/
publications/Practitioner/CliniciansGuide2005/clinicians_
guide.htm

Behavioral Therapies

Behavioral approaches help engage people in drug 
abuse treatment, provide incentives for them to remain 
abstinent, modify their attitudes and behaviors related 
to drug abuse, and increase their life skills to handle 
stressful circumstances and environmental cues that 
may trigger intense craving for drugs and prompt 
another cycle of  compulsive abuse. Below are a 
number of  behavioral therapies shown to be effective 
in addressing substance abuse (effectiveness with 
particular drugs of  abuse is denoted in parentheses).

Cognitive-Behavioral Therapy  
(Alcohol, Marijuana, Cocaine, 
Methamphetamine, Nicotine)
Cognitive-Behavioral Therapy (CBT) was developed 
as a method to prevent relapse when treating problem 
drinking, and later it was adapted for cocaine-addicted 
individuals. Cognitive-behavioral strategies are based 
on the theory that in the development of  maladaptive 
behavioral patterns like substance abuse, learning 
processes play a critical role. Individuals in CBT learn to 
identify and correct problematic behaviors by applying 
a range of  different skills that can be used to stop drug 
abuse and to address a range of  other problems that often 
co-occur with it. 

A central element of  CBT is anticipating likely problems 
and enhancing patients’ self-control by helping them 

http://pubs.niaaa.nih.gov/publications/Practitioner/CliniciansGuide2005/clinicians_guide.htm
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more times weekly), participants supplying drug-negative 
urine or breath tests draw from a bowl for the chance to 
win a prize worth between $1 and $100. Participants may 
also receive draws for attending counseling sessions and 
completing weekly goal-related activities. The number 
of  draws starts at one and increases with consecutive 
negative drug tests and/or counseling sessions attended 
but resets to one with any drug-positive sample or 
unexcused absence. The practitioner community has 
raised concerns that this intervention could promote 
gambling—as it contains an element of  chance—and that 
pathological gambling and substance use disorders can be 
comorbid. However, studies examining this concern found 
that Prize Incentives CM did not promote gambling 
behavior.

Further Reading:

Budney, A.J.; Moore, B.A.; Rocha, H.L.; and Higgins, S.T. 
Clinical trial of  abstinence-based vouchers and cognitive-
behavioral therapy for cannabis dependence. Journal of 
Consulting and Clinical Psychology 74(2):307–316, 2006. 

Budney, A.J.; Roffman, R.; Stephens, R.S.; and Walker, 
D. Marijuana dependence and its treatment. Addiction 
Science & Clinical Practice 4(1):4–16, 2007. 

Elkashef, A.; Vocci, F.; Huestis, M.; Haney, M.; 
Budney, A.; Gruber, A.; and el-Guebaly, N. Marijuana 
neurobiology and treatment. Substance Abuse 29(3):17–29, 
2008. 

Peirce, J.M.; Petry, N.M.; Stitzer, M.L.; Blaine, J.; Kellogg, 

E.; Silva-Vazquez, L.; Kirby, K.C.; Royer-Malvestuto, C.; 
Cohen, A.; Copersino, M.L.; Kolodner, K.; and Li, R. 
Effects of  lower-cost incentives on stimulant abstinence 
in methadone maintenance treatment: A National Drug 
Abuse Treatment Clinical Trials Network study. Archives 
of General Psychiatry 63(2):201–208, 2006. 

Carroll, K.M.; Ball, S.A.; Martino, S.; Nich, C.; Babuscio, 
T.A.; Nuro, K.F.; Gordon, M.A.; Portnoy, G.A.; and 
Rounsaville, B.J. Computer-assisted delivery of  cognitive-
behavioral therapy for addiction: a randomized trial 
of  CBT4CBT. The American Journal of Psychiatry 
165(7):881–888, 2008.

Contingency Management Interventions/
Motivational Incentives  
(Alcohol, Stimulants, Opioids,  
Marijuana, Nicotine)
Research has demonstrated the effectiveness of  treatment 
approaches using contingency management (CM) 
principles, which involve giving patients tangible rewards 
to reinforce positive behaviors such as abstinence. 
Studies conducted in both methadone programs and 
psychosocial counseling treatment programs demonstrate 
that incentive-based interventions are highly effective in 
increasing treatment retention and promoting abstinence 
from drugs. 

Voucher-Based Reinforcement (VBR) augments other 
community-based treatments for adults who primarily 
abuse opioids (especially heroin) or stimulants (especially 
cocaine) or both. In VBR, the patient receives a voucher 
for every drug-free urine sample provided. The voucher 
has monetary value that can be exchanged for food items, 
movie passes, or other goods or services that are consistent 
with a drug-free lifestyle. The voucher values are low at 

urine samples increases; positive urine samples reset the 
value of  the vouchers to the initial low value. VBR has 
been shown to be effective in promoting abstinence from 
opioids and cocaine in patients undergoing methadone 

Prize Incentives CM applies similar principles as VBR 
but uses chances to win cash prizes instead of  vouchers. 
Over the course of  the program (at least 3 months, one or 
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Petry, N.M.; Peirce, J.M.; Stitzer, M.L.; Blaine, J.; Roll, 
J.M.; Cohen, A.; Obert, J.; Killeen, T.; Saladin, M.E.; 
Cowell, M.; Kirby, K.C.; Sterling, R.; Royer-Malvestuto, 
C.; Hamilton, J.; Booth, R.E.; Macdonald, M.; Liebert, 
M.; Rader, L.; Burns, R; DiMaria, J.; Copersino, M.; 
Stabile, P.Q.; Kolodner, K.; and Li, R. Effect of  prize-
based incentives on outcomes in stimulant abusers in 
outpatient psychosocial treatment programs: A National 
Drug Abuse Treatment Clinical Trials Network study. 
Archives of General Psychiatry 62(10):1148–1156, 2005. 

Petry, N.M.; Kolodner, K.B.; Li, R.; Peirce, J.M.; Roll, 
J.M.; Stitzer, M.L.; and Hamilton, J.A. Prize-based 
contingency management does not increase gambling. 
Drug and Alcohol Dependence 83(3):269–273, 2006. 

Prendergast, M.; Podus, D.; Finney, J.; Greenwell, L.; 
and Roll, J. Contingency management for treatment 
of  substance use disorders: A meta-analysis. Addiction 
101(11):1546–1560, 2006. 

Roll, J.M.; Petry, N.M.; Stitzer, M.L.; Brecht, M.L.; Peirce, 
J.M.; McCann, M.J.; Blaine, J.; MacDonald, M.; DiMaria, 
J.; Lucero, L.; and Kellogg, S. Contingency management 
for the treatment of  methamphetamine use disorders. The 
American Journal of Psychiatry 163(11):1993–1999, 2006.

Community Reinforcement Approach Plus 
Vouchers (Alcohol, Cocaine, Opioids)
Community Reinforcement Approach (CRA) Plus 
Vouchers is an intensive 24-week outpatient therapy for 
treating people addicted to cocaine and alcohol. It uses 
a range of  recreational, familial, social, and vocational 
reinforcers, along with material incentives, to make a non-
drug-using lifestyle more rewarding than substance use. 
The treatment goals are twofold:

To maintain abstinence long enough for patients to 
learn new life skills to help sustain it; and

To reduce alcohol consumption for patients whose 
drinking is associated with cocaine use

Patients attend one or two individual counseling sessions 
each week, where they focus on improving family relations, 
learn a variety of  skills to minimize drug use, receive 
vocational counseling, and develop new recreational 
activities and social networks. Those who also abuse 

therapy. Patients submit urine samples two or three times 
each week and receive vouchers for cocaine-negative 
samples. As in VBR, the value of  the vouchers increases 
with consecutive clean samples, and the vouchers may be 
exchanged for retail goods that are consistent with a drug-
free lifestyle. Studies in both urban and rural areas have 
found that this approach facilitates patients’ engagement 
in treatment and successfully aids them in gaining 
substantial periods of  cocaine abstinence. 

A computer-based version of  CRA Plus Vouchers called 
the Therapeutic Education System (TES) was found to be 
nearly as effective as treatment administered by a therapist 
in promoting abstinence from opioids and cocaine among 
opioid-dependent individuals in outpatient treatment. A 
version of  CRA for adolescents addresses problem-solving, 
coping, and communication skills and encourages active 
participation in positive social and recreational activities. 

Further Reading: 

Brooks, A.C.; Ryder, D.; Carise, D.; and Kirby, K.C. 
Feasibility and effectiveness of  computer-based therapy 
in community treatment. Journal of Substance Abuse 
Treatment 39(3):227–235, 2010.

Higgins, S.T.; Sigmon, S.C.; Wong, C.J.; Heil, S.H.; 
Badger, G.J.; Donham, R.; Dantona, R.L.; and Anthony, S. 
Community reinforcement therapy for cocaine-dependent 
outpatients. Archives of General Psychiatry 60(10):1043–
1052, 2003. 
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Roozen, H.G.; Boulogne, J.J.; van Tulder, M.W.; van 
den Brink, W.; De Jong, C.A.J.; and Kerhof, J.F.M. A 
systemic review of  the effectiveness of  the community 
reinforcement approach in alcohol, cocaine and opioid 
addiction. Drug and Alcohol Dependence 74(1):1–13, 2004. 

Silverman, K.; Higgins, S.T.; Brooner, R.K.; Montoya, 
I.D.; Cone, E.J.; Schuster, C.R.; and Preston, K.L. 
Sustained cocaine abstinence in methadone maintenance 
patients through voucher-based reinforcement therapy. 
Archives of General Psychiatry 53(5):409–415, 1996. 

Smith, J.E.; Meyers, R.J.; and Delaney, H.D. The 
community reinforcement approach with homeless 
alcohol-dependent individuals. Journal of Consulting and 
Clinical Psychology 66(3):541–548, 1998. 

Stahler, G.J.; Shipley, T.E.; Kirby, K.C.; Godboldte, C.; 
Kerwin, M.E; Shandler, I.; and Simons, L. Development 
and initial demonstration of  a community-based 
intervention for homeless, cocaine-using, African-
American women. Journal of Substance Abuse Treatment 
28(2):171–179, 2005.

Motivational Enhancement Therapy 
(Alcohol, Marijuana, Nicotine)
Motivational Enhancement Therapy (MET) is a 
counseling approach that helps individuals resolve their 
ambivalence about engaging in treatment and stopping 
their drug use. This approach aims to evoke rapid and 
internally motivated change, rather than guide the 
patient stepwise through the recovery process. This 
therapy consists of  an initial assessment battery session, 
followed by two to four individual treatment sessions with 

provides feedback to the initial assessment, stimulating 
discussion about personal substance use and eliciting 
self-motivational statements. Motivational interviewing 
principles are used to strengthen motivation and build 
a plan for change. Coping strategies for high-risk 

situations are suggested and discussed with the patient. 
In subsequent sessions, the therapist monitors change, 
reviews cessation strategies being used, and continues to 
encourage commitment to change or sustained abstinence. 

other to sessions. 

Research on MET suggests that its effects depend on 
the type of  drug used by participants and on the goal 
of  the intervention. This approach has been used 
successfully with people addicted to alcohol to both 
improve their engagement in treatment and reduce their 
problem drinking. MET has also been used successfully 
with marijuana-dependent adults when combined 
with cognitive-behavioral therapy, constituting a more 
comprehensive treatment approach. The results of  MET 
are mixed for people abusing other drugs (e.g., heroin, 
cocaine, nicotine) and for adolescents who tend to use 
multiple drugs. In general, MET seems to be more 
effective for engaging drug abusers in treatment than for 
producing changes in drug use.

Further Reading:

Baker, A.; Lewin, T.; Reichler, H.; Clancy, R.; Carr, V.; 
Garrett, R.; Sly, K.; Devir, H.; and Terry, M. Evaluation 
of  a motivational interview for substance use with 
psychiatric in-patient services. Addiction 97(10):1329–1337, 
2002. 

Haug, N.A.; Svikis, D.S.; and Diclemente, C. Motivational 
enhancement therapy for nicotine dependence in 
methadone-maintained pregnant women. Psychology of 
Addictive Behaviors 18(3):289–292, 2004. 

Marijuana Treatment Project Research Group. Brief  
treatments for cannabis dependence: Findings from a 
randomized multisite trial. Journal of Consulting and 
Clinical Psychology 72(3):455–466, 2004. 
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Miller, W.R.; Yahne, C.E.; and Tonigan, J.S. Motivational 
interviewing in drug abuse services: A randomized trial. 
Journal of Consulting and Clinical Psychology 71(4):754–
763, 2003. 

Stotts, A.L.; Diclemente, C.C.; and Dolan-Mullen, P. One-
to-one: A motivational intervention for resistant pregnant 
smokers. Addictive Behaviors 27(2):275–292, 2002.

The Matrix Model (Stimulants)
The Matrix Model provides a framework for engaging 
stimulant (e.g., methamphetamine and cocaine) abusers in 
treatment and helping them achieve abstinence. Patients 
learn about issues critical to addiction and relapse, receive 
direction and support from a trained therapist, and 
become familiar with self-help programs. Patients are 
monitored for drug use through urine testing. 

The therapist functions simultaneously as teacher and 
coach, fostering a positive, encouraging relationship 
with the patient and using that relationship to reinforce 
positive behavior change. The interaction between the 
therapist and the patient is authentic and direct but not 
confrontational or parental. Therapists are trained to 
conduct treatment sessions in a way that promotes the 
patient’s self-esteem, dignity, and self-worth. A positive 
relationship between patient and therapist is critical to 
patient retention. 

Treatment materials draw heavily on other tested 
treatment approaches and, thus, include elements of  
relapse prevention, family and group therapies, drug 
education, and self-help participation. Detailed treatment 
manuals contain worksheets for individual sessions; 
other components include family education groups, 
early recovery skills groups, relapse prevention groups, 
combined sessions, urine tests, 12-step programs, relapse 
analysis, and social support groups. 

A number of  studies have demonstrated that participants 
treated using the Matrix Model show statistically 

improvements in psychological indicators, and reduced 
risky sexual behaviors associated with HIV transmission.

Further Reading:

Huber, A.; Ling, W.; Shoptaw, S.; Gulati, V.; Brethen, 
P.; and Rawson, R. Integrating treatments for 
methamphetamine abuse: A psychosocial perspective. 
Journal of Addictive Diseases 16(4):41–50, 1997. 

Rawson, R.; Shoptaw, S.J.; Obert, J.L.; McCann, M.J.; 
Hasson, A.L.; Marinelli-Casey, P.J.; Brethen, P.R.; and 
Ling, W. An intensive outpatient approach for cocaine 
abuse: The Matrix model. Journal of Substance Abuse 
Treatment 12(2):117–127, 1995. 

Rawson, R.A.; Huber, A.; McCann, M.; Shoptaw, S.; 
Farabee, D.; Reiber, C.; and Ling, W. A comparison 
of  contingency management and cognitive-behavioral 
approaches during methadone maintenance treatment 
for cocaine dependence. Archives of General Psychiatry 
59(9):817–824, 2002.

12-Step Facilitation Therapy  
(Alcohol, Stimulants, Opioids)
Twelve-step facilitation therapy is an active engagement 
strategy designed to increase the likelihood of  a substance 

12-step self-help groups, thereby promoting abstinence. 
Three key ideas predominate: (1) acceptance, which 
includes the realization that drug addiction is a chronic, 
progressive disease over which one has no control, that 
life has become unmanageable because of  drugs, that 

and that abstinence is the only alternative; (2) surrender, 
which involves giving oneself  over to a higher power, 
accepting the fellowship and support structure of  other 
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recovering addicted individuals, and following the recovery 
activities laid out by the 12-step program; and (3) active 
involvement in 12-step meetings and related activities. 

facilitation) in treating alcohol dependence has been 
established, the research on its usefulness for other  
forms of  substance abuse is more preliminary, but the 
treatment appears promising for helping drug abusers 
sustain recovery.

Further Reading:

Carroll, K.M.; Nich, C.; Ball, S.A.; McCance, E.; 
Frankforter, T.L.; and Rounsaville, B.J. One-year follow-up 

Sustained effects of  treatment. Addiction 95(9):1335–1349, 
2000. 

potential role of  12-Step self-help group involvement in 
methamphetamine recovery. Addiction 102(Suppl. 1):121–
129, 2007. 

Project MATCH Research Group. Matching alcoholism 
treatments to client heterogeneity: Project MATCH 
posttreatment drinking outcomes. Journal of Studies on 
Alcohol 58(1)7–29, 1997.

Family Behavior Therapy
Family Behavior Therapy (FBT), which has demonstrated 
positive results in both adults and adolescents, is aimed 
at addressing not only substance use problems but other 
co-occurring problems as well, such as conduct disorders, 

unemployment. FBT combines behavioral contracting 
with contingency management. 

other such as a cohabiting partner or a parent (in the 
case of  adolescents). Therapists seek to engage families in 
applying the behavioral strategies taught in sessions and 

in acquiring new skills to improve the home environment. 
Patients are encouraged to develop behavioral goals 
for preventing substance use and HIV infection, which 
are anchored to a contingency management system. 
Substance-abusing parents are prompted to set goals 
related to effective parenting behaviors. During each 
session, the behavioral goals are reviewed, with rewards 

interventions from a menu of  evidence-based treatment 
options. In a series of  comparisons involving adolescents 
with and without conduct disorder, FBT was found to be 
more effective than supportive counseling.

Further Reading:

Azrin, N.H.; Donohue, B.; Besalel, V.A.; Kogan, E.S.; 
and Acierno, R. Youth drug abuse treatment: a controlled 
outcome study. Journal of Child and Adolescent Substance 
Abuse 3:1–16, 1994.

Carroll, K.M.; and Onken, L.S. Behavioral therapies for 
drug abuse. American Journal of Psychiatry 168(8):1452–
1460, 2005. 

Donohue, B.; Azrin, N.; Allen, D.N.; Romero, V.; Hill, 
H.H.; Tracy, K.; Lapota, H.; Gorney, S.; Abdel-al, R.; 
Caldas, D.; Herdzik, K.; Bradshaw, K.; Valdez, R.; and 
Van Hasselt, V.B. Family Behavior Therapy for substance 
abuse: A review of  its intervention components and 
applicability. Behavior Modification, 33:495–519, 2009.

LaPota, H.B.; Donohue, B.; Warren, C. S.; and Allen, D.N. 
Integration of  a Healthy Living curriculum within Family 
Behavior Therapy: A clinical case example in a woman 
with a history of  domestic violence, child neglect, drug 
abuse, and obesity. Journal of Family Violence 26:227–234, 
2011. 
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Behavioral Therapies Primarily 
for Adolescents 

Drug-abusing and addicted adolescents have unique 
treatment needs. Research has shown that treatments 
designed for and tested in adult populations often need 

involvement is a particularly important component for 
interventions targeting youth. Below are examples of  
behavioral interventions that employ these principles and 

Multisystemic Therapy
Multisystemic Therapy (MST) addresses the factors 
associated with serious antisocial behavior in children and 
adolescents who abuse alcohol and other drugs. These 
factors include characteristics of  the child or adolescent 
(e.g., favorable attitudes toward drug use), the family (poor 

(positive attitudes toward drug use), school (dropout, poor 
performance), and neighborhood (criminal subculture). 
By participating in intensive treatment in natural 
environments (homes, schools, and neighborhood settings), 
most youths and families complete a full course of  

during treatment and for at least 6 months after treatment. 
Fewer incarcerations and out-of-home juvenile placements 
offset the cost of  providing this intensive service and 
maintaining the clinicians’ low caseloads. 

Further Reading: 

Henggeler, S.W.; Clingempeel, W.G.; Brondino, M.J.; and 
Pickrel, S.G. Four-year follow-up of  multisystemic therapy 
with substance-abusing and substance-dependent juvenile 
offenders. Journal of the American Academy of Child and 
Adolescent Psychiatry 41(7):868–874, 2002. 

Henggeler, S.W.; Rowland, M.D.; Randall, J.; Ward, 
D.M.; Pickrel, S.G.; Cunningham, P.B.; Miller, S.L.; 

Edwards, J.; Zealberg, J.J.; Hand, L.D.; and Santos, A.B. 
Home-based multisystemic therapy as an alternative to 
the hospitalization of  youths in psychiatric crisis: Clinical 
outcomes. Journal of the American Academy of Child and 
Adolescent Psychiatry 38(11):1331–1339, 1999. 

Henggeler, S.W.; Halliday-Boykins, C.A.; Cunningham, 
P.B.; Randall, J.; Shapiro, S.B.; and Chapman, J.E. 
Juvenile drug court: Enhancing outcomes by integrating 
evidence-based treatments. Journal of Consulting and 
Clinical Psychology 74(1):42–54, 2006. 

Henggeler, S.W.; Pickrel, S.G.; Brondino, M.J.; and 
Crouch, J.L. Eliminating (almost) treatment dropout of  
substance-abusing or dependent delinquents through 
home-based multisystemic therapy. The American Journal 
of Psychiatry 153(3):427–428, 1996. 

Huey, S.J.; Henggeler, S.W.; Brondino, M.J.; and 
Pickrel, S.G. Mechanisms of  change in multisystemic 
therapy: Reducing delinquent behavior through therapist 
adherence and improved family functioning. Journal of 
Consulting and Clinical Psychology 68(3):451–467, 2000. 

Multidimensional Family Therapy
Multidimensional Family Therapy (MDFT) for adolescents 
is an outpatient, family-based treatment for teenagers who 
abuse alcohol or other drugs. MDFT views adolescent 

family, peer, community) and suggests that reducing 
unwanted behavior and increasing desirable behavior 
occur in multiple ways in different settings. Treatment 
includes individual and family sessions held in the clinic, 
in the home, or with family members at the family court, 
school, or other community locations. 

During individual sessions, the therapist and adolescent 
work on important developmental tasks, such as 
developing decision-making, negotiation, and problem-
solving skills. Teenagers acquire vocational skills and 
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skills in communicating their thoughts and feelings to 
deal better with life stressors. Parallel sessions are held 
with family members. Parents examine their particular 

control and to have a positive and developmentally 

Further Reading: 

Dennis, M.; Godley, S.H.; Diamond, G.; Tims, F.M.; 
Babor, T.; Donaldson, J.; Liddle, H.; Titus, J.C.; Kaminer, 
Y.; Webb, C.; Hamilton, N.; and Funk, R. The Cannabis 

randomized clinical trials. Journal of Substance Abuse 
Treatment 27(3):197–213, 2004. 

Liddle, H.A.; Dakof, G.A.; Parker, K.; Diamond, 
G.S.; Barrett, K.; and Tejeda, M. Multidimensional 
family therapy for adolescent drug abuse: Results of  a 
randomized clinical trial. The American Journal of Drug 
and Alcohol Abuse 27(4):651–688, 2001. 

Liddle, H.A.; and Hogue, A. Multidimensional family 
therapy for adolescent substance abuse. In E.F. Wagner 
and H.B. Waldron (eds.), Innovations in Adolescent 
Substance Abuse Interventions. London: Pergamon/
Elsevier Science, pp. 227–261, 2001. 

Liddle, H.A.; Rowe, C.L.; Dakof, G.A.; Ungaro, R.A.; 
and Henderson, C.E. Early intervention for adolescent 
substance abuse: Pretreatment to posttreatment outcomes 
of  a randomized clinical trial comparing multidimensional 
family therapy and peer group treatment. Journal of 
Psychoactive Drugs 36(1):49–63, 2004. 

Schmidt, S.E.; Liddle, H.A.; and Dakof, G.A. Effects of  
multidimensional family therapy: Relationship of  changes 
in parenting practices to symptom reduction in adolescent 
substance abuse. Journal of Family Psychology 10(1):1–16, 
1996. 

Brief Strategic Family Therapy
Brief  Strategic Family Therapy (BSFT) targets family 
interactions that are thought to maintain or exacerbate 
adolescent drug abuse and other co-occurring problem 
behaviors. Such problem behaviors include conduct 
problems at home and at school, oppositional behavior, 
delinquency, associating with antisocial peers, aggressive 
and violent behavior, and risky sexual behavior. BSFT 
is based on a family systems approach to treatment, in 
which family members’ behaviors are assumed to be 
interdependent such that the symptoms of  one member 
(the drug-abusing adolescent, for example) are indicative, 
at least in part, of  what else is occurring in the family 
system. The role of  the BSFT counselor is to identify the 
patterns of  family interaction that are associated with the 
adolescent’s behavior problems and to assist in changing 
those problem-maintaining family patterns. BSFT is 

broad range of  family situations in various settings (mental 
health clinics, drug abuse treatment programs, other 
social service settings, and families’ homes) and in various 
treatment modalities (as a primary outpatient intervention, 
in combination with residential or day treatment, and as 
an aftercare/continuing-care service following residential 
treatment). 

Further Reading: 

Coatsworth, J.D.; Santisteban, D.A.; McBride, C.K.; and 
Szapocznik, J. Brief  Strategic Family Therapy versus 
community control: Engagement, retention, and an 
exploration of  the moderating role of  adolescent severity. 
Family Process 40(3):313–332, 2001. 

of  intervention for engaging youth and families into 
treatment and some variables that may contribute to 
differential effectiveness. Journal of Family Psychology 
10(1):35–44, 1996. 



6564

Santisteban, D.A.; Coatsworth, J.D.; Perez-Vidal, A.; 
Mitrani, V.; Jean-Gilles, M.; and Szapocznik, J. Brief  
Structural/Strategic Family Therapy with African-
American and Hispanic high-risk youth. Journal of 
Community Psychology 25(5):453–471, 1997. 

Santisteban, D.A.; Suarez-Morales, L.; Robbins, M.S.; 
and Szapocznik, J. Brief  strategic family therapy: Lessons 

research and practice. Family Process 45(2):259–271, 2006. 

Santisteban, D.A.; Szapocznik, J.; Perez-Vidal, A.; Mitrani, 
V.; Jean-Gilles, M.; and Szapocznik, J. Brief  Structural/
Strategic Family Therapy with African-American 
and Hispanic high-risk youth. Journal of Community 
Psychology 25(5):453–471, 1997.

Szapocznik, J.; Perez-Vidal, A.; Brickman, A.L.; Foote, 
F.H.; Santisteban, D.; Hervis, O.; and Kurtines, W.M. 
Engaging adolescent drug abusers and their families in 
treatment: A strategic structural systems approach. Journal 
of Consulting and Clinical Psychology 56(4):552–557, 
1988. 

Functional Family Therapy
Functional Family Therapy (FFT) is another treatment 
based on a family systems approach, in which an 
adolescent’s behavior problems are seen as being created 
or maintained by a family’s dysfunctional interaction 
patterns. FFT aims to reduce problem behaviors by 

resolution, and parenting skills. The intervention always 
includes the adolescent and at least one family member 
in each session. Principal treatment tactics include (1) 
engaging families in the treatment process and enhancing 
their motivation for change and (2) bringing about 
changes in family members’ behavior using contingency 
management techniques, communication and problem-
solving, behavioral contracts, and other behavioral 
interventions.

Further Reading: 

Waldron, H.B.; Slesnick, N.; Brody, J.L.; Turner, C.W.; 
and Peterson, T.R. Treatment outcomes for adolescent 
substance abuse at 4- and 7-month assessments. Journal of 
Consulting and Clinical Psychology 69:802–813, 2001.

Waldron, H.B.; Turner, C. W.; and Ozechowski, T. J. 

treatment. Addictive Behaviors 30:1775–1796, 2005.

Adolescent Community Reinforcement 
Approach and Assertive Continuing Care
The Adolescent Community Reinforcement Approach 
(A-CRA) is another comprehensive substance abuse 
treatment intervention that involves the adolescent and 
his or her family. It seeks to support the individual’s 
recovery by increasing family, social, and educational/
vocational reinforcers. After assessing the adolescent’s 
needs and levels of  functioning, the therapist chooses from 
among 17 A-CRA procedures to address problem-solving, 
coping, and communication skills and to encourage active 
participation in positive social and recreational activities. 
A-CRA skills training involves role-playing and behavioral 
rehearsal.

Assertive Continuing Care (ACC) is a home-based 
continuing-care approach to preventing relapse. Weekly 
home visits take place over a 12- to 14-week period after 
an adolescent is discharged from residential, intensive 
outpatient, or regular outpatient treatment. Using positive 
and negative reinforcement to shape behaviors, along with 
training in problem-solving and communication skills, 
ACC combines A-CRA and assertive case management 
services (e.g., use of  a multidisciplinary team of  
professionals, round-the-clock coverage, assertive outreach) 
to help adolescents and their caregivers acquire the skills 
to engage in positive social activities. 
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Further Reading: 

Dennis, M.; Godley, S.H.; Diamond, G.; Tims, F.M.; 
Babor, T.; Donaldson, J.; Liddle, H.; Titus, J.C.; Kamier, 
Y.; Webb, C.; Hamilton, N.; and Funk R. The Cannabis 

randomized trials. Journal of Substance Abuse Treatment 
27:197–213, 2004.

Godley, S.H.; Garner, B.R.; Passetti, L.L.; Funk, R.R.; 
Dennis, M.L.; and Godley, M.D. Adolescent outpatient 

randomized clinical trial. Drug and Alcohol Dependence 
Jul 1;110 (1-2):44–54, 2010.

Godley, M.D.; Godley, S.H.; Dennis, M.L.; Funk, R.; and 
Passetti, L.L. Preliminary outcomes from the assertive 
continuing care experiment for adolescents discharged 
from residential treatment. Journal of Substance Abuse 
Treatment 23:21–32, 2002.
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National Agencies

The National Institute on Drug Abuse (NIDA) leads 

of  drug abuse and addiction. It supports and conducts 
research across a broad range of  disciplines, including 
genetics, functional neuroimaging, social neuroscience, 
prevention, medication and behavioral therapies, 
and health services. It then disseminates the results 

and treatment and to inform policy as it relates to 
drug abuse and addiction. Additional information is 
available at drugabuse.gov or by calling 301-443-1124.

National Institute on Alcohol  
Abuse and Alcoholism (NIAAA)

The National Institute on Alcohol Abuse and Alcoholism 
(NIAAA) provides leadership in the national effort to 
reduce alcohol-related problems by conducting and 

including genetics, neuroscience, epidemiology, health 

and treatment; coordinating and collaborating with 
other research institutes and Federal programs on 
alcohol-related issues; collaborating with international, 
national, State, and local institutions, organizations, 
agencies, and programs engaged in alcohol-related work; 

to healthcare providers, researchers, policymakers, 
and the public. Additional information is available 
at niaaa.nih.gov or by calling 301-443-3860.
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http://drugabuse.gov
http://niaaa.nih.gov
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Selected Publications and Resources 
for Drug Addiction Treatment

The following are available from the NIDA DrugPubs 
Research Dissemination Center, the National Technical 
Information Service (NTIS), or the Government 

(877-NIDANIH [643-2644]), NTIS (1-800-553-6847), or 

Blending products

drugabuse.gov/blending-initiative

Addiction Severity Index

visit triweb.tresearch.org/index.php/tools/download-asi-
instruments-manuals/

National Institute of Mental Health 
(NIMH)

The mission of  the National Institute of  Mental Health 

support of  this mission, NIMH generates research 

behavioral sciences to fuel research on the causes of  

nimh.nih.gov

Center for Substance Abuse  
Treatment (CSAT)

The Center for Substance Abuse Treatment (CSAT), a 

Treatment Referral Hotline (1-800-662-HELP), which 

 
(store.samhsa.gov

samhsa.gov/about/
csat.aspx

http://triweb.tresearch.org/index.php/tools/download-asi-instruments-manuals/
http://drugabuse.gov/blending-initiative
http://samhsa.gov/about/csat.aspx
http://store.samhsa.gov
http://nimh.nih.gov
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Alcohol Alert (published by NIAAA). This is a 
quarterly bulletin that disseminates important research 

 
online at niaaa.nih.gov/publications/journals-and-reports/
alcohol-alert.

Helping Patients Who Drink Too Much: A 
Clinician’s Guide (published by NIAAA). This booklet 
is written for primary care and mental health clinicians 
and provides guidance in screening and managing alcohol-
dependent patients. Available online at pubs.niaaa.nih.gov/
publications/Practitioner/CliniciansGuide2005/clinicians_
guide.htm.

Research Report Series: Therapeutic Community 
(2002). This report provides information on the role of  
residential drug-free settings and their role in the treatment 
process. NIH Publication #02-4877. Available online at 
drugabuse.gov/publications/research-reports/therapeutic-
community.

Drugs, Brains, and Behavior: The Science of 
Addiction (Reprinted 2010). This publication provides an 
overview of  the science behind the disease of  addiction. 
NIH Publication #10–5605. Available online at drugabuse.
gov/publications/science-addiction.

Seeking Drug Abuse Treatment: Know What To 
Ask (2011). This lay-friendly publication offers guidance in 

when searching for a treatment program. NIH Publication 
#12-7764. Available online at drugabuse.gov/publications/
seeking-drug-abuse-treatment.

Principles of Drug Abuse Treatment for Criminal 
Justice Populations: A Research-Based Guide 
(Revised 2012). Provides 13 essential treatment principles 
and includes resource information and answers to 
frequently asked questions. NIH Publication No.: 11-5316. 
Available online at nida.nih.gov/PODAT_CJ.

NIDA DrugFacts: Treatment Approaches for Drug 
Addiction (Revised 2008). This is a fact sheet covering 

drug abuse and addiction. Available online at drugabuse.
gov/publications/drugfacts/treatment-approaches-drug-
addiction.

http://drugabuse.gov/publications/science-addiction
http://drugabuse.gov/publications/seeking-drug-abuse-treatment
http://nida.nih.gov/PODAT_CJ
http://drugabuse.gov/publications/drugfacts/treatment-approaches-drug-addiction
http://niaaa.nih.gov/publications/journals-and-reports/alcohol-alert
http://pubs.niaaa.nih.gov/publications/Practitioner/CliniciansGuide2005/clinicians_guide.htm
http://drugabuse.gov/publications/research-reports/therapeuticcommunity-community
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Initiatives Designed to Move 
Treatment Research into Practice

Clinical Trials Network

Assessing the real-world effectiveness of  evidence-based 
treatments is a crucial step in bringing research to practice. 
Established in 1999, NIDA’s National Drug Abuse 
Treatment Clinical Trials Network (CTN) uses community 
settings with diverse patient populations and conditions 
to adjust and test protocols to meet the practical needs 
of  addiction treatment. Since its inception, the CTN 
has tested pharmacological and behavioral interventions 
for drug abuse and addiction, along with common 
co-occurring conditions (e.g., HIV and PTSD) among 
various target populations, including adolescent drug 
abusers, pregnant drug-abusing women, and Spanish-
speaking patients. The CTN has also tested prevention 
strategies in drug-abusing groups at high risk for HCV 
and HIV and has become a key element of  NIDA’s 
multipronged approach to move promising science-based 
drug addiction treatments rapidly into community settings. 
For more information on the CTN, please visit drugabuse.
gov/CTN/Index.htm. 

Criminal Justice–Drug Abuse 
Treatment Studies

NIDA is taking an approach similar to the CTN to 
enhance treatment for drug-addicted individuals involved 
with the criminal justice system through Criminal 
Justice–Drug Abuse Treatment Studies (CJ-DATS). 
Whereas NIDA’s CTN has as its overriding mission the 
improvement of  the quality of  drug abuse treatment by 
moving innovative approaches into the larger community, 

research supported through CJ-DATS is designed to 
effect change by bringing new treatment models into the 
criminal justice system and thereby improve outcomes for 
offenders with substance use disorders. It seeks to achieve 
better integration of  drug abuse treatment with other 
public health and public safety forums and represents a 
collaboration among NIDA; SAMHSA; the Centers for 
Disease Control and Prevention (CDC); Department of  
Justice agencies; and a host of  drug treatment, criminal 
justice, and health and social service professionals.

Blending Teams

Another way in which NIDA is seeking to actively move 
science into practice is through a joint venture with 
SAMHSA and its nationwide network of  Addiction 
Technology Transfer Centers (ATTCs). This process 
involves the collaborative efforts of  community treatment 
practitioners, SAMHSA trainers, and NIDA researchers, 

products and devise strategic dissemination plans for 
them. Through the creation of  products designed to 
foster adoption of  new treatment strategies, Blending 
Teams are instrumental in getting the latest evidence-
based tools and practices into the hands of  treatment 
professionals. To date, a number of  products have been 
completed. Topics have included increasing awareness 
of  the value of  buprenorphine therapy and enhancing 

the ASI, motivational interviewing, and motivational 
incentives. For more information on Blending products, 
please visit NIDA’s Web site at nida.nih.gov/blending.

http://nida.nih.gov/blending
http://drugabuse.gov/CTN/Index.htm
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Other Federal Resources

NIDA DrugPubs Research Dissemination Center. 
NIDA publications and treatment materials are available 
from this information source. Staff  provide assistance 
in English and Spanish and have TTY/TDD capability. 
Phone: 877-NIDA-NIH (877-643-2644); TTY/TDD: 240-
645-0228; fax: 240-645-0227; e-mail: drugpubs@nida.nih.
gov; Web site: drugpubs.drugabuse.gov.

The National Registry of Evidence-Based Programs 
and Practices. This database of  interventions for the 
prevention and treatment of  mental and substance use 
disorders is maintained by SAMHSA and can be accessed 
at nrepp.samhsa.gov.

SAMHSA’s Store has a wide range of  products, 
including manuals, brochures, videos, and other 
publications. Phone: 800-487-4889; Web site:  
store.samhsa.gov.

The National Institute of Justice. As the research 
agency of  the U.S. Department of  Justice, the National 
Institute of  Justice (NIJ) supports research, evaluation, 
and demonstration programs relating to drug abuse in  
the context of  crime and the criminal justice system.  
For information, including a wealth of  publications, 
contact the National Criminal Justice Reference Service  
at 800-851-3420 or 301-519-5500; or visit nij.gov.

Clinical Trials. For more information on federally  
and privately supported clinical trials, please visit 
clinicaltrials.gov.

http://drugpubs.drugabuse.gov
http://nrepp.samhsa.gov
http://store.samhsa.gov
http://nij.gov
http://clinicaltrials.gov
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ArcWatch: GIS News, Views, and Insights July 2012

And the Study Says, "Esri Demographic Data Most 
Accurate"

Esri was recently ranked number one for data accuracy in an independent blind study. The Vendor Accuracy 

Study [PDF] compared total population and households data from Esri and four other major demographic data 

vendors to the Census 2010 results.

The study found that Esri's Updated Demographics data variables were the most accurate across all 

geographies in the United States, especially at the census tract and block group geography levels, which are 

especially difficult to forecast. "Esri had the lowest score in population, household, and overall error," said the 

authors of the study in their final report. (Lower scores indicate higher accuracy rates.)

Scorecards were developed to summarize each vendor's relative performance. Lower scores reflect the most precise data, meaning 

the highest accuracy. 

Built on Census 2010 data and in 2010 geography, Esri's Updated Demographics data contains current-year 

estimates and five-year projections for categories such as population, households, income, and housing. Esri 

provides the data in standard census geographies such as states, counties, census tracts, and block groups and 

user-defined areas such as rings, drive times, and hand-drawn areas to enable even more precise analysis.

Study Commissioned by Esri
The decennial census, conducted every 10 years, gives data vendors the opportunity to evaluate the accuracy of 

their annual demographic estimates by conducting a benchmark study comparing the data forecasts to census 

results. Data vendors also can learn how their estimates compare to those of other providers.

In 2011, following the 2010 Census, Esri commissioned an independent study to obtain an unbiased answer 

about its data accuracy. Esri sponsored the study to identify areas where its methodologies could be improved 

and ensure that Esri provides the most accurate demographic data to its users.

"Because an analysis of this magnitude—especially at the census tract and block group geography levels—has 

never before been undertaken, the research provides groundbreaking insight into error analysis and the testing 

of error measurement," said Lynn Wombold, Esri's chief demographer.

Why are Esri's demographic data estimates and 

projections so accurate? According to Wombold, Esri's 

data development team continually improves the 

accuracy of demographic data updates by ground-

truthing housing data at the block group level; by 

including non-traditional data such as residential 
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construction data; and by developing techniques such as 

a methodology used for measuring population change by 

block group.

The Vendor Accuracy Study was conducted by Matthew 

Cropper, GISP, of Cropper GIS; Jerome N. McKibben, 

PhD, McKibben Demographic Research; David A. 

Swanson, PhD, University of California, Riverside; and 

Jeff Tayman, PhD, University of California, San Diego. 

The research team included geographers and 

demographers who are noted authorities on small-area 

forecasts and measures of forecast accuracy.

Data from each of the individual vendors was provided to 

the research team and identified only by number, 

enabling a completely blind study. The researchers had 

no idea which vendor's data was included or the methodologies used by the respective vendors.

Why Accurate Demographic Data Is Important
Many people assume that all demographic data is the same because all data providers use census data as the 

foundation to build their demographic data offerings. Differences in demographic data accuracy can occur with 

the addition of data from other sources and the methodologies developed by each data vendor. However, 

demographic estimates and forecasts can vary significantly from vendor to vendor.

Data inaccuracies may occur by either over- or underestimating populations or the number of households, with 

dramatic consequences for agencies and businesses, which analyze demographic data for a variety of reasons, 

such as designating areas that need additional social or health care services, deciding where to open new 

stores, or identifying residential areas that are at high risk for fires.

Health care providers that use faulty data could underestimate populations and miss vaccinating vulnerable 

people or waste doses by overestimating numbers. Retailers that locate a new store based on overestimated 

population data risk losing significant revenue. Local government officials who calculate area populations with 

poor data might lose grant funds. Public safety agencies could overlook people who have special needs before, 

during, and after a disaster. Does data accuracy matter? Yes, it does—in terms of dollars, health, grants, and 

services—and, in some cases, even life itself.

Esri's Updated Demographics data is available as a database in a variety of formats including shapefile, file 

geodatabase, and Microsoft Excel. Updated Demographics data is also available in Esri Business Analyst 

Online, Community Analyst, Business Analyst Desktop, Business Analyst Server, the Business Analyst Online 

APIs, and the Community Analyst APIs.

Read an excerpt from the Vendor Accuracy Study. Learn more about Updated Demographics.

Page 2 of 2And the Study Says, "Esri Demographic Data Most Accurate" | ArcWatch
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N-SSATS Profile - Maryland 2011

No. % No. % No. %
Private non-profit 136 39.0 13,202 34.0 553 31.6
Private for-profit 153 43.8 17,607 45.4 423 24.2
Local, county, or community government 24 6.9 3,281 8.5 235 13.4
State government 27 7.7 3,573 9.2 535 30.6
Federal government 9 2.6 1,129 2.9 5 0.3
   Dept. of Veterans Affairs 2 0.6 803 2.1 0 0.0
   Dept. of Defense 5 1.4 285 0.7 5 0.3
   Indian Health Service 0 0.0 0 0.0 0 0.0
   Other 2 0.6 41 0.1 0 0.0
Tribal government 0 0.0 0 0.0 0 0.0
Total 349 100.0 38,792 100.0 1,751 100.0

No. % No. % No. %
Substance abuse treatment services 251 71.9 30,785 79.4 1,311 74.9
Mental health services 8 2.3 175 0.5 43 2.5
Mix of mental health & substance abuse
   treatment services 83 23.8 7,547 19.5 397 22.7
General health care 5 1.4 268 0.7 0 0.0
Other/unknown 2 0.6 17 0.0 0 0.0
Total 349 100.0 38,792 100.0 1,751 100.0

No. % No. %
Clients with both alcohol and drug abuse 310 92.0 14,193 36.6
Clients with drug abuse only 278 82.5 18,556 47.8
Clients with alcohol abuse only 255 75.7 6,042 15.6
Total2 337 38,791 100.0

2 Facilities excluded because they were not
  asked or did not respond to this question: 12

In Maryland, 349 substance abuse treatment facilities were included in the 2011 N-SSATS, reporting that there were 38,792 clients 
in substance abuse treatment on March 31, 2011. The survey response rate in Maryland was 94.2%.

2011 State Profile — Maryland
National Survey of Substance Abuse Treatment Services (N-SSATS)

The National Survey of Substance Abuse Treatment Services (N-SSATS) is an annual survey of facilities providing substance 
abuse treatment. It is conducted by the Substance Abuse and Mental Health Services Administration (SAMHSA). N-SSATS is 
designed to collect data on the location, characteristics, services offered, and number of clients in treatment at alcohol and drug 
abuse treatment facilities (both public and private) throughout the 50 States, the District of Columbia, and other U.S. jurisdictions.

More information on N-SSATS methodology is available at the following URL:  

http://www.samhsa.gov/data/2k3/NSSATS/NSSATS.pdf

Facility Operation
Clients in Treatment on March 31, 2011

Facilities All Clients Clients Under Age 18

Primary Focus of Facility
Clients in Treatment on March 31, 2011

Facilities All Clients Clients Under Age 18

Facilities1, 2 Clients3 Clients per 100,000 Pop. 
Aged 18 or Older

127
827

298

Substance Abuse Problem Treated
Clients in Treatment on March 31, 2011

401

1 Facilities may be included in more than one category. 3  Sum of individual items may not agree with the total due to rounding.



N-SSATS Profile - Maryland 2011

No. % No. %

Median No. of 
Clients Per 

Facility No. %
Outpatient 289 82.8 35,993 92.8 67 1,624 92.7
  Regular 262 75.1 16,302 42.0 38
  Intensive 150 43.0 3,760 9.7 13
  Day treatment/partial hospitalization 15 4.3 127 0.3 1
  Detoxification 53 15.2 432 1.1 0
  Methadone maintenance 62 17.8 15,372 39.6 228
Residential (non-hospital) 74 21.2 2,326 6.0 20 80 4.6
  Short term 28 8.0 459 1.2 12
  Long term 68 19.5 1,739 4.5 15
  Detoxification 16 4.6 128 0.3 3
Hospital Inpatient 16 4.6 473 1.2 11 47 2.7
  Treatment 13 3.7 374 1.0 13
  Detoxification 16 4.6 99 0.3 4
Total 349 38,792 100.0 57 1,751 100.0

1Facilities may provide more than one type of care.

No. %
Facilities with OTPs1 57 4.8

No. %
Clients in Facilities with OTPs    Any listed agency/organization 334 95.7
  Methadone 16,166 97.9    State substance abuse agency 306 87.7
  Buprenorphine 343 2.1    State mental health department 126 36.1
Total 16,509 100.0 210 60.2

   Hospital licensing authority 20 5.7
   The Joint Commission 82 23.5
   CARF2 57 16.3
   NCQA3 8 2.3

No. %    COA4 9 2.6
Cash or self-payment         323 92.6    Other State/Local Agency/Org 20 5.7
Private health insurance     203 58.2
Medicare       84 24.1        1 Facilities may be licensed by more than one agency/organization.
Medicaid            209 59.9        2 Commission on Accreditation of Rehabilitation Facilities
Other State-financed health insurance 133 38.1        3 National Committee for Quality Assurance
Federal military insurance 75 21.5        4 Council on Accreditation 

Access to Recovery (ATR) vouchers2 N/A N/A
Accepts HIS/638 contract care funds 4 1.1
No payment accepted 10 2.9
Accepts other payments 4 1.1 No. %
Sliding fee scale               218 62.5
Treatment at no charge for clients who 
   cannot pay    148 42.4

179 51.3
1 Facilities may accept more than one type of  payment.

Opioid Treatment Programs (OTPs)    Facility Licensing, Approval, Certification, or  
   Accreditation 

Type of Care
Clients in Treatment on March 31, 2011

Facilities1 All Clients Clients Under Age 18

Facilities1

   State department of health
1 Percentage of all OTP facilities that are in this State or jurisdiction.

Facility Payment Options

Facilities1

   Facility Funding 

Facilities

 Receives Federal, State, county, or 
 local government funds for substance
 abuse treatment programs

2 Available only in AK, AZ, CA, CO, CT, DC, FL, HI, IA, ID, IL, IN, LA, MI, MO, 
MT, NJ, NM, OH, OK, RI, TN, TX, WA, WI, WY.                                                             
N/A - Not applicable.
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No. %
Assessment and Pre-Treatment Services 345 98.9

Screening for substance abuse 334 95.7
Screening for mental health disorders 232 66.5
Comprehensive substance abuse assessment or diagnosis 322 92.3
Comprehensive mental health assessment or diagnosis 124 35.5
Screening for tobacco use 188 53.9
Outreach to persons in the community who may need treatment 187 53.6
Interim services for clients when immediate admission is not possible 138 39.5

Testing 340 97.4
Breathalyzer or blood alcohol testing 304 87.1
Drug or alcohol urine screening 334 95.7
Screening for Hepatitis B 122 35.0
Screening for Hepatitis C 123 35.2
HIV testing 113 32.4
STD testing 85 24.4
TB screening 173 49.6

Counseling 347 99.4
Individual counseling 342 98.0
Group counseling 332 95.1
Family counseling 299 85.7
Marital/couples counseling 209 59.9

Transitional Services 338 96.8
Discharge planning 330 94.6
Aftercare/continuing care 305 87.4

Pharmacotherapies 183 52.4
Medications for psychiatric disorders 116 33.2
Nicotine replacement 60 17.2
Campral® 58 16.6
Antabuse® 75 21.5
Naltrexone (oral) 65 18.6
Vivitrol® (injectable Naltrexone) 25 7.2
Buprenorphine 124 35.5
Subutex® or generic 69 19.8
Suboxone® 121 34.7
Methadone 74 21.2
Non-nicotine smoking/tobacco cessation medications 38 10.9

Ancillary Services   348 99.7
Case management services 254 72.8
Social skills development 219 62.8
Mentoring/peer support 149 42.7
Child care for clients' children 19 5.4
Assistance with obtaining social services 207 59.3
Employment counseling or training for clients 128 36.7
Assistance in locating housing for clients 146 41.8
Domestic violence 119 34.1
Early intervention for HIV 127 36.4
continued

Types of Services Offered
Facilities
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No. %
HIV or AIDS education, counseling, or support 234 67.0
Hepatitis education, counseling, or support 174 49.9
Health education other than HIV/AIDS or hepatitis 204 58.5
Substance abuse education 335 96.0
Transportation assistance to treatment 127 36.4
Mental health services 203 58.2
Acupuncture 38 10.9
Residential beds for clients' children 11 3.2
Self-help groups 170 48.7
Smoking cessation counseling 103 29.5

Clinical/Therapeutic Approaches Used Always or Often or Sometimes

No. %
Substance abuse counseling 340 97.4
Relapse prevention 327 93.7
Cognitive-behavioral therapy 327 93.7
12-step facilitation 269 77.1
Motivational interviewing 296 84.8
Anger management 263 75.4
Brief intervention 287 82.2
Contingency management/motivational incentives 202 57.9
Trauma-related counseling 200 57.3
Rational emotive behavioral therapy (REBT) 185 53.0
Matrix model 104 29.8
Community reinforcement plus vouchers 41 11.7
Other treatment approaches 41 11.7

Hospital
Residential Inpatient No. %

Number of facilities 68 11    Any program or group 296 84.8
Number of clients2 2,277 391    Co-occurring disorders 146 41.8
Number of designated beds 2,662 350    Adult women 138 39.5
Utilization rate (%) 85.5 111.7    Adolescents 83 23.8
No. of designated beds/facility (avg.) 39 32    DUI/DWI offenders 144 41.3

   Criminal justice clients 87 24.9
   Adult men 123 35.2
   Pregnant or postpartum women 51 14.6
   Persons with HIV or AIDS 42 12.0
   Seniors or older adults 27 7.7

2 Number of clients on March 31, 2011.

        transgender clients (LGBT) 22 6.3
   Other groups 42 12.0

Types of Services Offered (cont.)
Facilities

Facilities

Facility Capacity and Utilization Rate1    Programs for Special Groups

Facilities

1 Excludes facilities not reporting both client counts and number of beds, facilities 
whose client counts were reported by another facility, facilities that included client 
counts from other facilities, and facilities that did not respond to this question.

   Lesbian, gay, bisexual, or 
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No. %
Hearing impaired/sign language 56 16.0
Any language other than English 99 28.4

Non-English Language Provided by:
On-call interpreter only 37 37.4
Staff counselor only 33 33.3
Both staff counselor and on-call  
    interpreter 29 29.3

Languages Provided by Staff Counselor:1

Spanish 58 93.5
American Indian/Alaska Native  
    languages                0 0.0

Other 17 27.4

   • Access N-SSATS profiles for individual States at: 
http://wwwdasis.samhsa.gov/webt/NewMapv1.htm 

Services in Sign Language for the Hearing Impaired 
and in Languages Other then English     Location of Treatment Facilities

1 Percentages based on the number of facilities reporting that they provided 
substance abuse treatment in a language other than English by a staff counselor 
only or by both staff counselors and on-call interpreters.

             Substance Abuse and Mental Health Services 
      Administration

            Center for Behavioral Health Statistics and Quality
       www.samhsa.gov/data/

   • For information on individual facilities, access SAMHSA's 
Treatment Facility Locator at:  Access the latest N-SSATS reports at:

http://www.samhsa.gov/data/DASIS.aspx#N-SSATS http://findtreatment.samhsa.gov/

Access the latest N-SSATS public use files at:
http://www.datafiles.samhsa.gov

Other substance abuse reports are available at:
http://www.samhsa.gov/data/

                  U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

Data are from facilities that reported to N-SSATS for the survey 
reference date March 31, 2011. All material appearing in this 
report is in the public domain and may be reproduced without 
permission from SAMHSA. Citation of the source is appreciated.
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 RECOVERY CENTERS OF AMERICA 
 POLICY AND PROCEDURE MANUAL 
 
Supersedes All Previous Policy  Page 1 of 2 
Dated: April 2015 No.  ________ 
Revised:   
SUBJECT: Patient Financial Assistance 
 
Department Responsible: Finance 
Related Department(s):   All 
__________________________________________________________________________________ 
 
Recovery Centers of America’s mission is to get a million Americans into meaningful recovery.  
Consistent with that mission, it will provide financial assistance to persons who are uninsured, 
underinsured, or otherwise unable to pay for medically necessary care based on their individual 
financial situation. 
 
1.0 Policy 

 
1.1 It is the policy of Recovery Centers of America to provide financial assistance for patients 

who meet specified financial criteria and request such assistance. 
1.2 Financial assistance may be extended when a review of a patient’s individual financial 

circumstances has been conducted and documented. 
1.3 Recovery Centers of America retains the right in its sole discretion to determine a patient’s 

ability to pay. 
 
2.0 Eligibility 

2.1 A patient must submit all requested financial information in order to verify income and 
eligibility for the program. 

2.2 Patients whose insurance program or policy denies coverage for services by their insurance 
company are not eligible for the financial assistance program. 

2.3 Coverage amounts will be calculated based on the Sliding Fee Schedule in Attachment A. 
 

3.0 Procedures 
3.1 The intake personnel at each facility will be responsible for taking applications for financial 

assistance. 
3.2 Applications initiated by the patient will be tracked and eligibility determined as quickly as 

reasonably possible. 
3.3 A letter of final determination will be submitted to each patient that has formally requested 

financial assistance. 
3.4 Patients may be required to submit: 

3.4.1 A copy of their most recent Federal Income Tax Return. 
3.4.2 A copy of their most recent pay stub or other evidence of income. 
3.4.3 Proof of Social Security income (if applicable). 
3.4.4 If unemployed, reasonable proof of unemployment. 
3.4.5 Other reasonable financial information as requested by the Company. 

 
Mandatory Approval Signatures – All Policies                  
 

CEO: 
  

Date: 
  

CCO: 
  

Date: 
  

CFO: 
  

Date: 
  

Controller: 
  

Date: 
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Date: 
  

CIO: 
  

Date: 
  

 



 RECOVERY CENTERS OF AMERICA 
 POLICY AND PROCEDURE MANUAL 
 
Supersedes All Previous Policy  Page 2 of 2 
Dated: April 2015 No.  ________ 
Revised:   
SUBJECT: Patient Financial Assistance 
 
Department Responsible: Finance 
Related Department(s):   All 
__________________________________________________________________________________ 
 
                         
 
Attachment A 
 
The sliding fee schedule is summarized as follows, and represents discount percentages from the 
Company’s standard billing rate to insurance carriers for each level of service: 
 
Patient’s Income Level    Discount % 
 
< 100% of Federal Poverty Level   75% 
 
< 150% but > 100% of Federal Poverty Level 50% 
 
< 200% but > 150% of Federal Poverty Level 25% 
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How Will the Uninsured in Maryland Fare Under the Affordable 
Care Act? 
The 2010 Affordable Care Act (ACA) has the potential to extend coverage to many of the 47 million nonelderly uninsured people 
nationwide, including the 756,000 uninsured Marylanders. The ACA establishes coverage provisions across the income 
spectrum, with the expansion of Medicaid eligibility for adults serving as the vehicle for covering low-income individuals and 
premium tax credits to help people purchase insurance directly through new Health Insurance Marketplaces serving as the 
vehicle for covering people with moderate incomes. The June 2012 Supreme Court ruling made the Medicaid expansion optional 
for states, and as of December 2013, Maryland was planning to implement the expansion in 2014. As a result, the ACA will be 
fully implemented in Maryland, and almost all nonelderly uninsured, most of whom are adults, are eligible for coverage 
expansions. As the ACA coverage expansions are implemented and coverage changes are assessed, it is important to understand 
the potential scope of the law in the state.  

HOW DOES THE ACA EXPAND HEALTH INSURANCE COVERAGE IN MARYLAND? 
Historically, Medicaid had gaps in coverage for adults because eligibility was restricted to specific categories of low-income 
individuals, such as children, their parents, pregnant women, the elderly, or individuals with disabilities. In most states, adults 
without dependent children were ineligible for Medicaid, regardless of their income, and income limits for parents were very 
low—often below half the poverty level.1 The ACA aimed to fill in these gaps by extending Medicaid to nearly all nonelderly 
adults with incomes at or below 138% of poverty (about $32,500 for a family of four in 2013).  Thus, as of January 2014, 
Medicaid eligibility in Maryland covers 
almost all nonelderly adults up to 138% of 
poverty, as shown by the dark blue shading in 
Figure 1. All states previously expanded 
eligibility for children to higher levels than 
adults through Medicaid and the Children’s 
Health Insurance Program (CHIP), and in 
Maryland, children with family incomes up to 
322% of poverty (about $75,800 for a family 
of four) are eligible for Medicaid or CHIP. As 
was the case before the ACA, undocumented 
immigrants remain ineligible to enroll in 
Medicaid, and recent lawfully residing 
immigrants are subject to certain Medicaid 
eligibility restrictions.2  

Under the ACA, people with incomes 
between 100% and 400% of poverty may be 
eligible for premium tax credits when they 
purchase coverage in a Marketplace. The 
amount of the tax credit is based on income 
and the cost of insurance, and tax credits are only available to people who are not eligible for other coverage, such as 
Medicaid/CHIP, Medicare, or employer coverage, and who are citizens or lawfully-present immigrants. Thus, the effective lower 
income limit for tax credits in Maryland is 322% of poverty for children and 138% of poverty for adults, as indicated by the bright 
blue shading in Figure 1. Citizens and lawfully-present immigrants with incomes above 400% of poverty can purchase 
unsubsidized coverage through the Marketplace.    

  

Children

Paren ts

Childless Adults

Medicaid/CHIP Tax Credits Unsubsidized Marketplace

0% 
FPL

400% FPL 
($94,200 for a 

family of 4, 
$45,960 for an 

individual)

Income Eligibility Levels for Medicaid/CHIP and 
Marketplace Tax Credits in Maryland as of 2014

Notes: Medicaid eligibility is based on current Medicaid eligibility rules converted to MAGI. Applies only to MAGI populations. 
Medicaid eligibility levels as a share of poverty vary slightly by family size; levels shown are for a family of four. People who have an 
affordable offer of coverage through their employer or other source of public coverage (such as Medicare or CHAMPUS) are ineligible 
for tax credits. Unauthorized immigrants are ineligible for either Medicaid/CHIP or Marketplace coverage. 
Source: Kaiser Family Foundation analysis based on 2014 Medicaid eligibility levels.  

138% FPL
($32,499 for a 

family of 4, 
$15,856 for an 

individual)

322% FPL
($75,831 for a 

family of 4)

Figure 1



  

 
  
The Henry J. Kaiser Family Foundation Headquarters: 2400 Sand Hill Road, Menlo Park, CA 94025 | Phone 650-854-9400 | Fax 650-854-4800 
Washington Offices and Barbara Jordan Conference Center: 1330 G Street, NW, Washington, DC 20005 | Phone 202-347-5270 | Fax 202-347-5274 | www.kff.org 
 
The Kaiser Family Foundation, a leader in health policy analysis, health journalism and communication, is dedicated to filling the need for trusted, independent information 
on the major health issues facing our nation and its people. The Foundation is a non-profit private operating foundation, based in Menlo Park, California. 
 

HOW MANY UNINSURED MARYLANDERS ARE ELIGIBLE FOR ASSISTANCE UNDER THE 
ACA? 
With Maryland deciding to implement the Medicaid expansion, nearly six in ten (59%) uninsured nonelderly people in the state 
are eligible for financial assistance to gain coverage through either Medicaid or the Marketplaces (Figure 2). Given the income 
distribution of the uninsured in the state, the main pathway for coverage is Medicaid, with four in ten (40%) uninsured 
Marylanders eligible for either Medicaid or CHIP as of 2014. While some of these people (such as eligible children) are eligible 
under pathways in place before the ACA, most adults are newly-eligible through the ACA expansion.  One in five (20%) 
uninsured people in Maryland are eligible for premium tax credits to help them purchase coverage in the Marketplace.  

Other uninsured Marylanders may gain coverage under the ACA but will not receive direct financial assistance. These people 
include the 23 percent with incomes above the limit for premium tax subsidies or who have an affordable offer of coverage 
through their employer. Some of these people are still be able to purchase unsubsidized coverage in the Marketplace, which may 
be more affordable or more comprehensive than coverage they could obtain on their own through the individual market. Lastly, 
the approximately 17 percent of uninsured people in Maryland who are undocumented immigrants are ineligible for financial 
assistance under the ACA and barred from purchasing coverage through the Marketplaces. This group is likely to remain 
uninsured, though they will still have a need for health care services.   

*** 

The ACA will help many currently uninsured Marylanders gain health coverage by providing coverage options across the income 
spectrum for low and moderate-income people. While almost all of the uninsured in Maryland are eligible for some type of 
coverage under the ACA, the impact of the ACA will depend on take-up of coverage among the eligible uninsured, and outreach 
and enrollment efforts will be an important factor in decreasing the uninsured rate. The ACA includes a requirement that most 
individuals obtain health coverage, but some people (such as the lowest income or those without an affordable option) are 
exempt and others may still remain uninsured. There is no deadline for enrolling in Medicaid coverage under the ACA, and open 
enrollment in the Marketplaces continues through March 2014. Continued attention to who gains coverage as the ACA is fully 
implemented and who is excluded from its reach—as well as whether and how their health needs are being met—can help inform 
decisions about the future of health coverage in Maryland. 

                                                                 
1 Some states had expanded coverage to parents at higher income levels or provided coverage to adults without children. See 
http://www.kff.org/medicaid/fact-sheet/medicaid-eligibility-for-adults-as-of-january-1-2014/ for more detail on pre- and post-ACA Medicaid eligibility 
for adults.  
2 For more detail on Medicaid coverage for immigrants, see: http://www.kff.org/disparities-policy/fact-sheet/key-facts-on-health-coverage-for-low/.   

Notes: Shares may not sum to 100% due to rounding. People who have an affordable offer of coverage through their employer or other 
source of public coverage (such as Medicare or CHAMPUS) are ineligible for tax credits. Unauthorized immigrants are ineligible for 
either Medicaid/CHIP or Marketplace coverage.
SOURCE: Kaiser Family Foundation analysis based on 2014 Medicaid eligibility levels and 2012-2013 Current Population Survey.

Eligibility for Coverage as of 2014 Among Currently 
Uninsured Marylanders 

Medicaid Eligible 
Adult 
26%

Medicaid/CHIP 
Eligible Child

13%
Eligible for Tax Credits

20%

Unsubsidized 
Marketplace or ESI

23%

Ineligible for Coverage 
Due to Immigration 

Status
17%

Total = 756,000 Uninsured Nonelderly Marylanders

Figure 2

http://www.kff.org/medicaid/fact-sheet/medicaid-eligibility-for-adults-as-of-january-1-2014/
http://www.kff.org/disparities-policy/fact-sheet/key-facts-on-health-coverage-for-low/
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 One Stop Legal 
 (301) 379-6607  

CHAIRMAN TANIO:  Agenda Item Number 3 is Father 1 

Martin's Ashley has applied for a Certificate of Need to 2 

construct a new two-story building to address deficiencies in 3 

the existing physical facilities.   4 

Joel Riklin, Acting Chief of the Certificate of Need, 5 

will present the staff recommendation.  Joel. 6 

MR. RIKLIN:  Chairman Tanio and Commissioners, you 7 

have before you a proposal by Ashley, Incorporated, doing 8 

business as Father Martin's Ashley, to modernize and expand its 9 

existing facility.  And I might refer to it as FMA at times 10 

during this presentation.   11 

Father Martin's Ashley provides in-patient alcoholism 12 

and drug abuse treatment services on its campus in Havre de 13 

Grace.  The applicant proposes construction of a new building, 14 

approximately 42,000 square feet.  This building will increase 15 

its bed capacity by 15, from 85 beds to 100, and address a 16 

number of deficiencies in its existing physical plan, including 17 

replacing patient rooms and attic space that is currently 18 

unsuitable for occupancy and causes the facility to actually 19 

operate only 78 of its beds. 20 

It will also eliminate patient rooms with more than 21 

two beds.  It will increase the number of private rooms from 11 22 

to 20.  It will also consolidate the admission and intake 23 

process.  The project costs $18,653,000.  The funding, expected 24 

funding is -- at least initial funding -- is $6 million in cash, 25 
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approximately $5.7 million in fundraising, which has already 1 

been received or pledged and $7 million in debt in the form of a 2 

letter of credit or a five-year bond.  The applicant expects to 3 

pay off the debt through additional fundraising. 4 

Now, this application is relatively new to this CON 5 

program.  It’s only the second application from an alcoholism 6 

and drug abuse treatment facility in the last 12 years.  And the 7 

way the State Health Plan regulates these facilities is actually 8 

there are two different types.  There is those that have over 50 9 

percent public funding and those are considered Track 2.  And 10 

then there are those with less than 50 percent public funding, 11 

and that's Track 1. 12 

Father Martin's Ashley is a Track 1.  And it's the 13 

only private application we've received in the 12 years.  The 14 

other application was from a state-run facility.  Father 15 

Martin's Ashley is also unique in that half of its admissions 16 

come from outside the State of Maryland. 17 

The applicant is also relevant and unusual because it 18 

doesn’t not accept any payment from Medicaid or any other public 19 

funding.  Of the 10 intermediate care, drug, and alcohol 20 

treatment facilities in Central Maryland, there is only one 21 

other facility that does not appear to accept any public 22 

funding. 23 

Now, this application is covered by the State Health 24 
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Plan chapter for alcoholism, drug abuse, intermediate care, 1 

facility treatment services.  That's a mouthful.  And some of 2 

you may remember, in 2012, the applicant petitioned the 3 

Commission to amend the docketing requirements of this plan 4 

chapter that had required a minimum occupancy rate of licensed 5 

beds and a minimum number of days to be provided to indigent and 6 

near indigent patients before the Commission would consider the 7 

application. 8 

Father Martin's Ashley didn’t meet the licensed bed 9 

occupancy-docketing requirement at the time because, as I 10 

pointed out, it doesn’t use all of its beds.  It also didn’t 11 

meet the docketing requirement with regard to service to the 12 

indigent and near indigent population and claimed that it could 13 

not meet this requirement and viably operate. 14 

The Commission staff proposed plan amendments to 15 

address these concerns, which were adopted and became effective 16 

in February of this year.  To address the concern of how bed 17 

occupancy will be considered, the amendments allow consideration 18 

of occupancy rate for operating bed capacity when some portion 19 

of a license, bed capacity is not usable. 20 

To address the concern about -- with the minimum  21 

service to indigent and near indigent care, the docketing rule 22 

is eliminated.  And consistent with the approach taken in other 23 

State Health Plan Chapters, the requirement was included in a 24 

State Health Plan check standard, which allows us to consider 25 
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what the applicant has done in the past and what they're 1 

proposing to do in the future in this regard. 2 

The standard now requires the Commission to consider 3 

the financial feasibility of the applicant meeting the stated 4 

minimum, which was 15 percent of its patient days being provided 5 

to indigent and near indigent patients. 6 

These amendments were considered in this review, as 7 

well as the other State Health Plan standards and the review 8 

criteria.  Staff finds that the proposed project complies with 9 

the applicable State Health Plan standards and that 10 

consideration of the project, in light of the required review 11 

criteria, support approval. 12 

Staff finds that the proposed project meets a need to 13 

modernize Father Martin's Ashley campus.  Staff also finds that 14 

there is a need for more Track 1 beds to serve residents of 15 

Central Maryland, and that the addition of the 15 beds will have 16 

little or no impact in other providers, in part because of the 17 

multi-state service area of Father Martin's Ashley. 18 

Staff also found that the applicant has demonstrated 19 

that it has the financial resources to undertake and sustain the 20 

project.  While staff found the applicant to be consistent with 21 

all State Health Plan standards, Father Martin's Ashley's 22 

commitment to provide charity care to the indigent and near 23 

indigent is significantly less than the target amount.  However, 24 

it is a significant increase.  They are proposing an increase 25 
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currently from 3.4 percent of patient stays to 6.3 percent.  And 1 

this is just for the indigent and near indigent population. 2 

And we also feel that it's possible that the State 3 

Health Plan requirement is somewhat high.  One comparison -- not 4 

strictly in apples-to-apples but somewhat -- is if you look at 5 

what Maryland hospitals do.  For Fiscal Year 2012, the range of 6 

charity care for Maryland Hospitals was .44 percent, a low, to a 7 

high of 11.8 percent, with a median of about 3.5 percent. 8 

The applicant's charity care, which also includes 9 

charity care to non-indigent, which was about 13 percent of 10 

operating expenses in FY2012, and they are projecting it to be 11 

17 percent in Fiscal Year of 2017. 12 

To ensure that Father Martin follows through on its 13 

commitment expressed in this application regarding the care to 14 

indigent and near indigent, staff recommends that there be a 15 

condition that Father Martin report -- provide audited data to 16 

show that they are providing this care. 17 

Staff also found that the applicant's failure to 18 

report to the alcohol and drug abuse administration substance 19 

abuse information system was disappointing.  While it, the 20 

applicant, has not been required to report because it is -- 21 

doesn’t accept public funds, and the standard only requires that 22 

they agree to report, we think the Father Martin's Ashley has 23 

been dealing with this, the standards and this standard in 24 

particular, for a period of time while they develop this 25 
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application and should have had time to start reporting.   1 

Therefore, staff recommends that the approval be 2 

conditioned on the applicant, commencing reporting within six 3 

months of the approval.  Staff also found that while Father 4 

Martin has demonstrated the selection of the most cost-effective 5 

alternative to accomplish its objectives to modernize and add 6 

beds that it does not have a formal process to track and measure 7 

the effectiveness of its programs.  It does not quantitatively 8 

compare its performance or success to other similar facilities. 9 

Therefore, staff recommends a third condition that 10 

Father Martin's Ashley report back to the Commission on its 11 

efforts to systematically evaluate the effectiveness of its 12 

approach to treatment through rigorous follow-up evaluation of 13 

treatment success and collaborative efforts with similar 14 

programs in other states to institute standardized peer-reviewed 15 

study and improve program effectiveness. 16 

Staff recommends approval of this project with these 17 

three conditions.  The applicant has reviewed all the conditions 18 

and indicated acceptance to staff.  At this time, I would be 19 

pleased to answer any questions. 20 

And also available from -- representing Father  21 

Martin's Ashley is Father Mark Hushen, the President and CEO; 22 

Dr. Bernadette Solounias, Medical Director; Steven Kendrick, 23 

Chief Operating Officer; Al Germann, CFO; Daniel Berardi, Vice-24 

President for Support Services; Richard Koglin, Consultant; and 25 
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Jack Eller, their attorney. 1 

CHAIRMAN TANIO:  Can I first get a motion to approve 2 

the Certificate of Need with the three staff conditions? 3 

[MOTION ON THE FLOOR TO APPROVE THE CERTIFICATE OF NEED] 4 

MR. FALCONE:  Motion. 5 

CHAIRMAN TANIO:  Second? 6 

MS. MONTGOMERY:  Second. 7 

CHAIRMAN TANIO:  Okay.  Discussion and questions. 8 

Reverend?  Yeah. 9 

COMMISSIONER CONWAY:  Obviously, a wonderful 10 

facility.  Obviously, a wonderful program, wonderful facility.  11 

What tugs at my heart right now is this some recent things that 12 

happened and they sort of keep happening in society.  So my 13 

question basically is this.  Directly or indirectly, will this 14 

facility have any impact on people with depression, mental 15 

problems, so forth? 16 

MR. RIKLIN:  Can I grab the microphone? 17 

COMMISSIONER CONWAY:  Yes. 18 

MR. RIKLIN:  Solounias. 19 

MS. SOLOUNIAS:  Your question is will we have any 20 

impact on people with depression and other psychiatric 21 

illnesses? 22 

COMMISSIONER CONWAY:  Yes. 23 

DR. SOLOUNIAS:  Yes.  We, right now have psychiatrists 24 

on our staff, psychologists on our staff.  And we treat people 25 
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with stable psychiatric illnesses which include primarily 1 

depression and anxiety disorders, but also other mood disorders 2 

and substance-induced psychiatric illnesses. 3 

CHAIRMAN TANIO:  Other questions? 4 

COMMISSIONER BARR:  Chairman Tanio, this is Michael 5 

Barr.  I have a question. 6 

CHAIRMAN TANIO:  Okay. 7 

COMMISSIONER BARR:  Thank you for your excellent 8 

report.  On the recommendation to demonstrate effectiveness, I'm 9 

wondering what standards will be used for that report.  Are 10 

there national quality standards that staff are made to report 11 

on? 12 

MR. RIKLIN:  Well, I think, that was one of the  13 

problems.  It's not only didn’t -- did the applicant indicate 14 

they didn’t do any comparative analysis, we were not able to 15 

find anything in the literature. 16 

DR. SOLOUNIAS:  That's correct.   17 

CHAIRMAN TANIO:  Indentify yourself, please. 18 

DR. SOLOUNIAS:  Oh, I'm sorry.  Dr. Bernadette 19 

Solounias.  That’s correct.  There aren't any standards on how 20 

to evaluate addiction treatment programs.  There are studies 21 

that look at different outcomes, but they're not standardized 22 

outcomes that have been evaluated. 23 

COMMISSIONER BARR:  Thank you.  So do you think this 24 

will create some creative thinking that will be potentially 25 
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interesting for the Commission to see how this evolves before 1 

the reporting occurs because it may apply another budget? 2 

DR. SOLOUNIAS:  That’s correct. 3 

CHAIRMAN TANIO:  Diane? 4 

COMMISSIONER STOLLENWERK:  Sir, I appreciate the  5 

report and I appreciate the conditions.  I do find the rate of 6 

care for the indigent and near indigent disappointing.  I also 7 

have a question about -- and perhaps I'm focusing too much on 8 

specific words, but sometimes exactly how something is worded is 9 

very careful.   10 

In reporting on efforts to assess program 11 

effectiveness doesn’t necessarily, actually assess program 12 

effectiveness.  And so I just wanted to get staff clarification 13 

that the expectation is actually assessing program effectiveness 14 

and not just reporting on we're trying, but aren’t quite there 15 

yet. 16 

There are, with the National Quality Forum and other 17 

groups, there are a number of folks who work and are coming 18 

together on reaching consensus around measures and metrics to 19 

assess chemical dependency, substance abuse, mental health 20 

service needs.  So while there may not be a definitive set, 21 

there are, certainly, quite a bit of work has been done in that 22 

area.  So you're not starting with a blank slate, fortunately, 23 

so I do think it’s reasonable to expect that the conditions 24 

about reporting on program effectiveness, not just the effort to 25 
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try to get there. 1 

MR. RIKLIN:  Well that was certainly the hope that it 2 

would actually report on the effectiveness. 3 

COMMISSIONER STOLLENWERK:  So my request would be that  4 

to make sure that the wording and the condition is very specific 5 

-– is that it’s about reporting on the effectiveness, not just 6 

the efforts to get there.  Thank you. 7 

CHAIRMAN TANIO:  Diane, are you making a movement to 8 

amend any of the -- 9 

COMMISSIONER STOLLENWERK:  Absolutely.  10 

CHAIRMAN TANIO:  -- conditions?  Okay. 11 

  COMMISSIONER STOLLENWERK:  I would prefer 12 

that the wording be very specific about the condition be the 13 

report is around the findings regarding program effectiveness. 14 

CHAIRMAN TANIO:  Okay.   15 

COMMISSIONER SCHNEIDER:  Second. 16 

COMMISSIONER STEFFEN:  Okay.  Let's -– 17 

MR. STEFFEN:  So let’s be sure that we have –- can you 18 

restate? 19 

CHAIRMAN TANIO:  Let's get this for the record exactly 20 

right. 21 

  [MOTION TO AMEND CONDITIONS OF MOTION ON THE FLOOR]  22 

COMMISSIONER STOLLENWERK:  So I move that the 23 

condition be -- that one of the three conditions be specifically 24 

worded, and I leave that to staff to decide exactly what that 25 
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wording should be, but specifically worded so that it's clear 1 

that the expectation is around reporting on program 2 

effectiveness as opposed to reporting on efforts to assess 3 

program effectiveness. 4 

CHAIRMAN TANIO:  Yep.  That's quite clear.   5 

COMMISSIONER SCHNEIDER:  Second. 6 

CHAIRMAN TANIO:  There's a second.  Any discussion of 7 

this particular -–  8 

CHAIRMAN MONTGOMERY:  -- I just have a question in 9 

terms, I guess, of all the conditions.  The conditions are only 10 

good until first use is approved on the CON, and once CON ends, 11 

that -- the authority of the Commission sort of ends there.  So 12 

I mean, I'm trying to figure out how this all works with by the 13 

time this project is completed, what -– how do you -- you just 14 

look at it that place and then you authorize or you delay the 15 

opening until all these conditions are met or how is that going 16 

to work? 17 

CHAIRMAN TANIO:  Joel, would you like to comment on 18 

that? 19 

MR. RIKLIN:  Well yeah.  I think there -- at this  20 

point, the way it is, the only -- on those –- on that condition, 21 

and probably to some degree -- and to some degree certainly on 22 

the indigent care condition, it would just be that they would 23 

need to keep reporting and we would need to follow up.  And the 24 

only -- the implicat -– the only kind of shtick we have is they 25 
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are coming back to us at this point. 1 

COMMISSIONER MONTGOMERY:  If they choose to come back  2 

to --  3 

  MR. RIKLIN:  Yeah -- 4 

  COMMISSIONER MONTGOMERY:  -- The CON -- 5 

MR. RIKLIN:  -- I'm thinking that on "three," maybe we 6 

can move it up too ‘cause -- 7 

COMMISSIONER MONTGOMERY:  I just raise it as a 8 

point -– 9 

MR. RIKLIN:  Yeah. 10 

COMMISSIONER MONTGOMERY:  -- practical point ‘cause  11 

it's not licensing where they come back regularly to you.  This 12 

is we approve the project. 13 

CHAIRMAN TANIO:  That’s correct. 14 

COMMISSIONER MONTGOMERY:  The project is approved and  15 

the project ends. 16 

MR. RIKLIN:  Well, once it's operational, yes. 17 

COMMISSIONER MONTGOMERY:  Right. 18 

MR. RIKLIN:  Yeah.  So like on the first condition we  19 

probably have -– we have first-use approval as a ultimate check 20 

on that. 21 

CHAIRMAN TANIO:  Any other comments?  Yeah? 22 

COMMISSIONER STOLLENWERK:  A little more clarity. So 23 

this is Diane again.  I request that -– or I move that the 24 

condition be that there is a report on program effectiveness 25 
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with a standards to be approved by staff. 1 

[MOTION TO REVISE MOTION ON FLOOR TO AMEND]  2 

COMMISSIONER SCHNEIDER:  I'll second it again. 3 

CHAIRMAN TANIO:  Yeah.  Okay.  So you would withdraw 4 

your other motion and that this is amended?  Okay. 5 

COMMISSIONER STOLLENWERK:  Yes, I do. 6 

CHAIRMAN TANIO:  Okay. 7 

 [FIRST MOTION ON FLOOR WITHDRAWN] 8 

COMMISSIONER STOLLENWERK:  This is simply 9 

trying to be a little bit -– 10 

CHAIRMAN TANIO:  Yeah. 11 

COMMISSIONER STOLLENWERK:  -- more clear -– 12 

CHAIRMAN TANIO:  Yeah. 13 

COMMISSIONER STOLLENWERK:  -- I think. 14 

CHAIRMAN TANIO:  Okay.  And with -- we'll take the  15 

spirit of that motion without too much of the wordsmithing 16 

because I do think that it can -– 17 

COMMISSIONER STOLLENWERK:  Yeah. 18 

CHAIRMAN TANIO:  -- be -– the final order can be  19 

easily adjusted there.  20 

Any further discussion of Commissioner Stollenwerk's  21 

–- 22 

COMMISSINER SCHNEIDER:  -- Well, I have a question.  23 

CHAIRMAN TANIO:  Yes? 24 

COMMISSIONER SCHNEIDER:  I don’t know if you want the  25 
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attorney to go first or -- 1 

CHAIRMAN TANIO:  Sure.  2 

MR. ELLER:  You indicated there would be further 3 

discussion among staff I presume.  We would have an opportunity, 4 

as the applicant, to weigh in to be sure it’s feasible and 5 

acceptable from our point of view as well? 6 

CHAIRMAN TANIO:  With the wording?  Yes.  I think we  7 

-– yeah, we're not going to dictate standards.  I think the 8 

essence is basically having a good faith.  I mean, we’ve just 9 

talked about that the measurement of effectiveness is something 10 

that's emerging.   11 

MR. ELLER:  Right. 12 

CHAIRMAN TANIO:  I think the way that I interpret  13 

the motion is -– 14 

MR. ELLER:  -- That’s how we -- 15 

CHAIRMAN TANIO:  -- that Commissioner Stollenwerk is  16 

basically saying that's true, but, you know, there is, you know, 17 

sort of early stages to just say you're trying to systematically 18 

evaluate it versus you actually are evaluating it and so that's 19 

the intent of this.   20 

MR. ELLER:  Okay. 21 

CHAIRMAN TANIO:  So there would be -– 22 

MR. ELLER:  Thanks. 23 

CHAIRMAN TANIO:  There would be wordsmithing after  24 

this -–  25 
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MR. ELLER:  We are -– 1 

CHAIRMAN TANIO:  -- with that part. 2 

MR. ELLER:  -- absolutely agreeable to a phase 3 

standard and intent of the standard.  As long as we can work out 4 

the wording, that's fine. 5 

CHAIRMAN TANIO:  Perfect.  Okay.   6 

COMMISSIONER FALCONE:  I think -– 7 

CHAIRMAN TANIO:  -- Commissioner Falcone? 8 

COMMISSIONER FALCONE:  -- I think you answered my 9 

question, Mr. Chairman.  I guess I was going to say, ‘cause I 10 

thought I heard before there aren't really any national metrics 11 

or standards for measuring quality in these types of 12 

organizations.  So I'll go back to your question.  What are you 13 

saying that the staff should come up with some quality measures?  14 

That's where I was confused. 15 

COMMISSIONER STOLLENWERK:  No, I'm glad you raised it.  16 

I mean the National Quality Forum and others, through the 17 

Measure Application Partnership, they've been looking at this 18 

issue, in particular, looking at, for example, the -- within the 19 

context of the Medicare and Medicaid dual eligible population 20 

where chemical dependency and mental health substance use 21 

services are a high priority area and they’re -- while there may 22 

not be the best perfect set of measures where people look at it 23 

and they say ‘Yes, this is comprehensive and we -- it gives us 24 

the total picture,’ we also know at the other end of the 25 
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spectrum where there is nothing available.  There are measures 1 

available.  So using, particularly, nationally-available 2 

measures, which would be ideal, there is at least something to 3 

start with.  So that's my contention in that I just wanted to 4 

move away from being able to meet the condition by submitting a 5 

report saying we're working on it because by the way this is 6 

worded, it says it simply needs to be a report detailing their 7 

efforts to evaluate as opposed to actually evaluating.  That's 8 

the distinction I'd like to submit. 9 

CHAIRMAN TANIO:  Okay.  All right.  Any other 10 

discussion?  Then we’ll just -- 11 

COMMISSIONER PHILLIPS:  -- Not on this point. 12 

CHAIRMAN TANIO:  That’s fine.  No.  Okay. 13 

So let's vote on Commissioner Stollenwerk's amendment  14 

to the staff conditions. 15 

All in favor? 16 

COMMISSIONERS:  Aye. 17 

[All commissioners respond "aye".] 18 

CHAIRMAN TANIO:  Any opposed? 19 

[None were opposed.] 20 

CHAIRMAN TANIO:  Okay.  Now, general discussion around  21 

the approval of Certificate of Need.  Fran. 22 

COMMISSIONER PHILLIPS:  I guess my question probably 23 

goes to the applicant and it involves the decision not to accept 24 

Medicaid, or perhaps Medicare, to be a Track 1, for example, 25 
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rather than a Track 2 facility, recognizing the overwhelming 1 

burden that substance abuse places on Marylanders, and 2 

particularly, as we're at the brink now of expanding Medicaid 3 

coverage to -- not only Medicaid coverage, but subsidized 4 

commercial coverage to hundreds of thousands of more 5 

Marylanders.   6 

Perhaps one of you could talk about the facility's 7 

decision to stay on Track 1 as opposed to moving to Track 2, 8 

which I understand is a Track of these facilities that accept 9 

public funds. 10 

It’s a complicated question, but I think you kind of 11 

get to the -- 12 

MR. ELLER:  -- Yes.  There has been an awful lot of 13 

discussion over the last -- 14 

MR. STEFFEN:  -- Could you come forward and identify 15 

yourself and then speak?  Because we do have four commissioners 16 

on line -– 17 

MR. ELLER:  Yes. 18 

MR. STEFFEN:  -- that can't hear you unless you’re  19 

speak into -- 20 

MR. ELLER:  I'm just going to -– 21 

MR. STEFFEN:  -- the microphone. 22 

MR. ELLER:  -- I’m going to introduce Al Germann, who  23 

is the CFO and Vice-President for Finance at the facility.  I 24 

just wanted to preface his remarks by saying that over the 25 
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course of the last year since the State Health Plan was changed 1 

and permitted Father Martin's Ashley to bring its application to 2 

you, the new standard in the plan permitted consideration of 3 

alternatives to the previous standard that was very rigid, and 4 

there have been lots of paper, lots of discussion with staff.  5 

And as you might imagine, and as reflected in the staff report, 6 

and I think that we have reached an understanding and Mr. 7 

Germann will further explain, directly, the answer to the 8 

Medicaid question. 9 

MR. GERMANN:  As I understand it, and open for 10 

clarification, Track 1 and Track 2 has to do with public funding 11 

of the institution.  We haven’t needed public funding in the 12 

past.  We won't anticipate needing it in the future, but more 13 

directly to your Medicaid question, we know that there -- to 14 

participate in Medicaid, you sign contracts with medical care 15 

organizations. 16 

As part of background, I was a CFO with Maryland 17 

Physicians Care for five years preceding this.  I'm very 18 

familiar with that process.  I've worked for United Healthcare 19 

as well, Aetna, Maryland Physician's Care.  So as part of a 20 

contracting process, we would accept Medicaid patients.  We have 21 

not been approached, at least at this point, to contract with a 22 

Medicaid care organization.  Not to say that we wouldn’t; we 23 

haven't ruled it out.  24 

Our mission is certainly one where we would accept 25 
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that type of patient or clientele.  It's not an issue with us at 1 

all, if it meets our needs and our mission.  And I would also 2 

say, in terms of the indigent percentages, you know, we've 3 

donated charity care, we've done over $20 million in the last 10 4 

years.   5 

Annually, we're spending about $2.4 million, about 10 6 

percent of revenue, under 10 percent of revenue.  If you look at 7 

the projection going from 2012 to 2017, I think it's on page 12 8 

of the recommendation, you'll see that the change in charity 9 

care is basically in the indigent gray area, percentage. 10 

So there is -- to be clear -- there is a commitment  11 

on Father Martin's Ashley to provide care not only to the 12 

indigent and gray area, but also to those folks in the middle 13 

class that may not necessarily be able to afford it, that have 14 

jobs and have other commercial insurance coverage that really 15 

can’t -- still can't afford it.  And we are happy to provide 16 

charity care for those folks as well. 17 

COMMISSIONER PHILLIPS:  So just to follow-up.  18 

CHAIRMAN TANIO:  Go ahead. 19 

COMMISSIONER PHILLIPS:  The condition that was placed 20 

in connection with charity care -- what is it, 6.3 -- 21 

MR. GERMANN:  6.3 percent. 22 

COMMISSIONER PHILLIPS:  -- 6.3 percent.  So maybe this 23 

question is for staff.  How, going forward, how will that be 24 

monitored and Health Commission be kept aware of that? 25 
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MR. RIKLIN:  Well, we're requiring Father Martin's 1 

Ashley to file audited reports for five years, starting with 2 

when this project is completed, when they are projected to meet 3 

the -- to hit that 6.3 percent figure. 4 

COMMISSIONER PHILLIPS:  So five years after the 5 

issuance -- for five years during that period. 6 

MR. RIKLIN:  For five years after the project 7 

completion. 8 

COMMISSIONER PHILLIPS:  So that's the term of the 9 

condition? 10 

MR. RIKLIN:  Right.  As it’s stated -– 11 

COMMISSIONER PHILLIPS:  Right. 12 

MR. RIKLIN:  -- in the recommended -- 13 

COMMISSIONER PHILLIPS:  The -– 14 

MR. RIKLIN:  -- audit. 15 

COMMISSIONER PHILLIPS:  There is so much happening 16 

with regard to whittling away at what we call the uninsured or 17 

the indigent population so that it may be something that the 18 

commission needs to take a look at the definition of indigent 19 

population, given the fact that with the expansion of Medicaid, 20 

up to, I think 138 for childless adults, up to 138 percent of 21 

poverty, it gets that definition of indigent care, thinner and 22 

thinner slices of population.   23 

So that might be something -- this is not relevant 24 

specifically to this application, but in general, to look at how 25 



                CERTIFICATE OF NEED -  ASHLEY, INC. DBA FATHER MARTIN’S ASHLEY  23 

 

 One Stop Legal 
 (301) 379-6607  

we regard indigent care in this changing demographic with regard 1 

to the greater insurance coverage. 2 

MR. RIKLIN:  Well, as far as this State Health Plan 3 

Chapter as it currently is -- and this was adopted -– this went 4 

into effect in 2002 -- indigent care is essentially defined as 5 

Medicaid eligible.  That's as far as this Chapter goes.  That’s 6 

not necessarily universally throughout the regulatory scheme.   7 

CHAIRMAN TANIO:  Commissioner Phillips, I see your  8 

point.  We can put that in a cue for staff to -– 9 

COMMISSIONER PHILLIPS:  Yeah.  I’d like to. 10 

CHAIRMAN TANIO:  -- look through it and get back to  11 

the Commission -– 12 

COMMISSIONER PHILLIPS:  Thank you. 13 

CHAIRMAN TANIO:  -- on that. 14 

MR. GERMANN:  I would just add, you know, one of the  15 

things that forced us to look at, through this process, and the 16 

definition of indigent care were those folks that were not 17 

considered indigent, but really, in our minds, met the indigent 18 

criteria.  That is, you know, you have someone that supported, 19 

but just barely meets, you know, the 180 percent of poverty.   20 

You know, we found that there were instances where we 21 

felt we provided indigent care that wasn't being credited for 22 

that.  So it would be a nice thing to do to look at that again. 23 

CHAIRMAN TANIO:  Other questions, comments, 24 

discussion? 25 



                CERTIFICATE OF NEED -  ASHLEY, INC. DBA FATHER MARTIN’S ASHLEY  24 

 

 One Stop Legal 
 (301) 379-6607  

[There was no response.] 1 

CHAIRMAN TANIO:  If not, let's take a vote.   2 

All in favor, say "aye." 3 

[All commissioners were in favor] 4 

CHAIRMAN TANIO:  Any on the phone? 5 

MR. BARR:  Aye.  Michael. 6 

CHAIRMAN TANIO:  Any opposed? 7 

[There were none opposed.] 8 

CHAIRMAN TANIO:  Motioned carries.  You have your CON. 9 

[Upon Motion by Commissioner Stollenwerk, and seconded by 10 

Commissioner Schneider, the application for CON for Father 11 

Martin’s Ashley was approved.] 12 

 13 

(Discussion and Vote on Agenda Item No. 3 was concluded at 14 

approximately 1:38 p.m.) 15 
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EXHIBIT 15 



Inpatient Detoxification - Daily 3,500$        Per Day

Inpatient Rehabilitation - Daily 2,900$        Per Day

Partial Hospitalization Program - Daily 2,200$        Per Day

Intensive Outpatient Group Session - 3 Hour Session 1,700$        Per Session

General Outpatient Group Session - 1 Hour Session 900$           Per Session

RCA will also offer our patients a package of services at a discounted price and will negotiate volume discounts with payors.

Note: The above pricing is draft and is subject to change.

DRAFT

Recovery Centers of America 
Pricing Schedule

Service Standard Rates
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 RECOVERY CENTERS OF AMERICA 
 POLICY AND PROCEDURE MANUAL 
 
Supersedes All Previous Policy  Page 1 of 7 
Dated: 9/2014 No.  2000.001 
Revised:   
SUBJECT: Admission & Exclusion Criteria    
 
Department Responsible: Admissions 
Related Department(s):   All 
__________________________________________________________________________________ 
 

DRAFT 
PURPOSE: 
To establish patient admission criteria.  To ensure the safety and well-being of any person entering 
RCA’s inpatient programs.  To ensure all potential patients obtain the treatment they need at the 
appropriate level of care. 
 

 
POLICY: 
Recovery Centers of America treats adult males and females who are 18 years of age or older and 
have an active chemical dependency problem.  It is the policy of Recovery Centers of America to admit 
patients for treatment without regard to gender, race, religion, national origin, marital status, creed or 
sexual orientation.  Patients may also suffer from mental health illness, which would be addressed in 
the treatment process.  All admissions are expected to be voluntary and prospective patients must 
make a verbal commitment and give written consent to complete the diagnostic evaluations and be 
involved in treatment. 
 
The decision to admit an individual lies solely with Recovery Centers of America. RCA is not bound by 
any contract or other obligation to accept for treatment a person who is inappropriate by virtue of 
medical or psychiatric diagnosis, motivation or demonstrated lack of responsiveness, or other factors.  
Prospective patients and referral sources will be informed that provisions should be made if it is 
determined that admission is inappropriate.  Referral sources should have alternate plans in place if the 
person is not admitted. Per Massachusetts CMR 164.070(A), RCA shall not establish a category of 
automatic exclusion that is defined by a history of criminal conviction. In addition, per CMR 164.070(G), 
RCA shall not deny admission to an individual solely because the individual uses a medication 
prescribed by a physician outside RCA’s service or facility.  
 
Some patients will be excluded from admission to our inpatient programs.  If a potential patient 
meets any of the criteria listed below, then s/he cannot be admitted to RCA inpatient programs. 

• Individuals under the age of 18. 
• Individuals who are registered sex offenders in the National Sex Offender Registry. 
• Individuals suffering from a currently unstable psychiatric condition that requires a higher level 

of psychiatric care.  This includes but is not limited to;  person  exhibiting active symptoms 
schizophrenia,  homicidal/aggressive  behavior, active suicidal ideation with a plan or active 
suicidal thoughts in which the patient cannot contract for safety.   

• Females in their third trimester of pregnancy or pregnant women who require detoxification from 
opiates. 

• Individuals who are bed-ridden, unable to participate in daily programing or unable to take care 
of their Activities of Daily Living (ADL’s) 

• Persons suffering from a medical condition/complication that is not able to be addressed in a 
non-hospital setting.  This includes but is not limited to: 

o Cardiovascular 
 Unstable angina 
 Decompensated congestive heart failure  
 Severe hypertension, unresponsive to treatment – blood pressure over 200 

systolic, 130 diastolic  
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 Undiagnosed chest pain  

o Respiratory 
 Status asthmaticus  
 Respiratory failure  

o GI  
 Active GI bleeding as evidenced by hematitus or severe melena with orthostasis  
 Acute pancreatitis with severe vomiting or severe abdominal pain  

o Central Nervous System 
 Delirium tremens 
 Comatose, obtunded or severely lethargic mental status  
 History of recent untreated head trauma  

o Endocrine  
 Diabetic ketoacidosis  
 Thyrotoxicosis  

o Infectious Diseases  
 Plague  
 Cholera 
 Measles  
 Rubella  
 Chicken Pox  
 Active tuberculosis  
 C-Diff (untreated and active)  
 Untreated MERSA 
 Scabies (untreated) 
 Shingles (untreated)  

o Persons requiring dialysis or intravenous therapy or with advanced stage liver or kidney 
failure 

o Or any medical any medical complication that could pose a medical risk for 
treatment at a nonhospital inpatient level of care.   

o Clarification – The severity of these medical conditions require some amount of medical 
judgment and a physician may need to be consulted regarding whether a particular 
patient is appropriate for admission.  

• Individuals with  an intellectual disability will be reviewed on a case-by-case basis for their ability 
meaningfully participate in RCA’s programs. 
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PROCEDURES: 
 

A. General Procedures 
 

1. The Intake & Assessment and/or Call Center staff will collect all necessary data on a potential 
patient.  We will utilize several assessment tools including the Addiction Severity Index (ASI).   

2. If the patient is currently in another facility or Emergency Department, clinical documentation will 
be requested for review. 

3. The admission will be approved or denied within the guidelines of the admission/exclusion 
criteria above. 

4. A referral will be made to a more appropriate facility if the admission is denied due to exclusion 
criteria or the referral is inappropriate for our level of care. 

5. The Intake & Assessment Center will maintain a log of referrals who were denied admission.  
The log will contain the name of the referral and the reasons for denial. 

 
B. General Admission Criteria 

 
1. Acknowledge that they have (or recently have had) problems in their lives associated with 

alcohol and/or drug use; 
 

2. Have a willingness to participate in treatment; 
 

3. Provide written consent to participate fully in diagnostic evaluations treatment; 
 

4. Conform to guidelines established in the Patient Handbook; and 
 

5. Be physically and mentally able to participate in necessary treatment. 
 

C. Nonhospital Detoxification Program Admission Criteria 
 
1. Individuals must meet the DSM 5, “Addictions & Related Disorders” or ICD-10 “Psychoactive 

Substance Use Disorder-Dependence”, as well as ASAM criteria for this level of care. 
 

2. Intoxication or Withdrawal 
Individuals should also meet ONE of the following: 

 
a) The risk of a severe withdrawal syndrome is present but manageable in this setting, as 

evidenced by: 
 
(1) Individual is withdrawing from alcohol and CIWA-Ar (Clinical Institute Withdrawal 

Assessment – Alcohol – Revised) score (or other comparable standardized scoring 
system) equals 10-19; OR 
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(2) Daily ingestion of sedative hypnotics or opioids for over six months, plus daily use of 

another mind-altering drug known to have its own withdrawal syndrome (close hourly 
monitoring is available, if needed), with no accompanying chronic mental/physical 
disorder; OR 

(3) Daily ingestion of sedative hypnotics or opioids above the recommended therapeutic 
dosage level for at least 4 weeks (close hourly monitoring is available, if needed), 
with no accompanying chronic mental/physical disorder; OR 

(4) The individual uses high dose/oral/nasal stimulants, or smokes or injects stimulants 
at least once a day in a cyclic pattern of “runs,” and is currently within 7 days of such 
drug use; OR 

(5) The individual has marked lethargy, hypersomnolence, or high levels of agitation 
associated with expressed high degrees of drug craving. 
 

b) The individual is either not showing signs of intoxication with a blood alcohol of .15gm% 
or greater, or has a blood alcohol level of 0.2gm%. 

 
3. Biomedical Conditions and Complications 

Individuals should also meet ONE of the following: 
 
a) Continued alcohol/drug use places the individual in imminent danger of serious damage 

to physical health for concomitant biomedical conditions. 
 

b) Biomedical complications of addiction or a concurrent biomedical illness require medical 
monitoring, but not intensive care. 
 

D. Nonhospital Residential Program Admission Criteria 
 
1. Individuals must meet the DSM 5, “Addictions & Related Disorders” or ICD-10 “Psychoactive 

Substance Use Disorder-Dependence”, as well as ASAM criteria for this level of care. 
 

2. Intoxication or Withdrawal 
    Individuals should also meet ONE of the following: 
 

a) The individual is assessed as being at minimal to no risk of severe withdrawal syndrome, 
as evidenced by: 
 
(1) CIWA-Ar (Clinical Institute Withdrawal Assessment – Alcohol – Revised) score (or 

other comparable standardized scoring system) of less than 10 following 8 hours of 
abstinence from alcohol without medication; OR 

(2) Blood alcohol 0.0gm% and no withdrawal signs or symptoms present which require 
medication; OR 

(3) Sub-acute symptoms of protracted withdrawal which, if present, can be managed 
safely without daily medically managed intervention. 
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b) For individuals with withdrawal symptoms no more severe than those noted in Section A, 

the individual has, and responds positively to, emotional support and comfort as 
evidenced by decreased emotional symptoms by the end of the initial interview session. 
 

3. Biomedical Conditions and Complications 
     Individuals should also meet ONE of the following: 
 

a) Continued alcohol/drug use places individual in possible danger of serious damage to 
physical health for any concomitant biomedical conditions (e.g. continued use of alcohol 
despite diagnosis and/or history of diabetes, cirrhosis of the liver, pancreatitis or seizures 
during withdrawal, continued cocaine use despite history of seizures associated with 
such use, high blood pressure or cardiovascular or cardiac problems, or continued 
alcohol/drug use within a self-destructive lifestyle while HIV-positive or AIDS-
symptomatic); 
 

b) Biomedical complications of addiction or concurrent biomedical illness require medical 
monitoring but not intensive care (e.g. AIDS-symptomatic); 
 

c) If individual is pregnant, continued or recurring alcohol/drug use would place the fetus in 
imminent danger of temporary or permanent disability; 
 

d) The individual’s biomedical complications are not severe enough for Levels 3 or 4, but 
are sufficient to distract from recovery efforts. Such conditions, which require medical 
monitoring, could be treated by a concurrent arrangement with another treatment 
provider. 

 
4. Emotional/Behavioral Conditions and Complications 

     Individuals should also meet ONE of the following: 
 

a) Depression and/or other emotional/behavioral symptoms (e.g. compulsive behaviors) 
are sufficiently interfering with abstinence, recovery, and stability to the degree that a 
structured 24-hr environment is need to address symptoms and recovery efforts; 
 

b) There is a moderate risk (usually manifested by highly dysfunctional behavior in the 
recent past) of behaviors endangering self or others (e.g. suicidal or homicidal thoughts 
with no active plan, but a history of suicidal gestures or homicidal threats); 

 
c) The individual is manifesting stress behaviors related to recent or threatened losses in 

the work, family, or social arenas, to the extent that activities of daily living are 
significantly impaired. A 24-hr structured secure environment is needed to help the 
individual address his/her addiction; 

 
 

d) Concomitant personality disorders (e.g. antisocial personality disorder with verbal 
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aggressive behavior requiring constant limit-setting) are of such severity that the 
accompanying dysfunctional behaviors require continuous boundary-setting 
interventions. 

 
5. Readiness to Change 

 
Despite serious consequences and/or effects of the addiction on the individual’s life (e.g. 
health, family, work, or social problems), the individual does not accept or relate to the 
severity of these problems. The individual is in need of intensive motivating strategies, 
activities, and processes only available within a 24-hr program. 

6. Relapse Potential 
Individuals should meet ONE of the following: 
 
a) Despite a history of treatment episodes at a less intensive level of care, the individual is 

experiencing an acute crisis with a concomitant intensification of addiction symptoms 
(e.g. difficulty postponing gratification and related drug-seeking behavior); 

b) The individual is assessed to be in danger of drinking or drugging with attendant severe 
consequences, and is in need of 24-hr short-term professionally directed clinical 
interventions; 

c) The individual recognizes that alcohol and/or drug use is excessive and has attempted 
to reduce or control it, but has been unable to do so as long as alcohol and/or drugs are 
present in his/her immediate environment. 
 

7. Recovery Environment 
Individuals should meet ONE of the following: 
 
a) The individual lives in an environment (e.g. social or interpersonal network) in which 

treatment is unlikely to succeed (e.g. family full of interpersonal conflict which 
undermines individual’s efforts to change, family members or significant others living 
with the individual who manifest current substance abuse problems and are likely to 
undermine the individual’s recovery); 
 

b) Logistic impediments (e.g. distance from treatment facility, mobility limitations, lack of 
driver’s license, etc.) preclude participation in treatment services at a less intensive level; 

 
c) There is a danger of physical, sexual, and/or severe emotional attack or victimization in 

the individual’s current environment which will make recovery unlikely without removing 
the individual from this environment;  

 
d) The individual is engaged in an ongoing activity (e.g. criminal activity to support habit) or 

occupation where continued alcohol and/or drug use on the part of the individual 
constitutes substantial imminent risk to public or personal safety (e.g. individual is airline 
pilot, bus driver, police officer, member of clergy, doctor, nurse, construction worker, 
etc.). 
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E. Readmission Criteria 
1.  Individuals must meet the general and program-specific admission criteria before being 

considered for readmission. 
2. RCA will not deny re-admission to any person solely because that person: 

a) withdrew from treatment against clinical advice on a prior occasion; 
b) relapsed from earlier treatment; or 
c) filed a grievance regarding an action or decision of the licensee. 

 
 
 
 
 
APPROVED:  DATE:  
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PURPOSE:    
 
To provide procedures for discharging a patient and the documentation that accompanies the discharge 
procedures.  Also to provide quality, continuing care plans for all patients.  

 
POLICY:   
 
 Patients shall be discharged in a uniform manner. 
 
 
DEFINITIONS:  N/A 
 
  
PROCEDURES: 
 

A. Discharge Order 
1. A discharge order shall be obtained from a physician/physician assistant/CRNP which 

includes specific information regarding discharge (type, medications, etc.) 
 

2. A nurse or clinical aide (CA) shall review the order 
 

3. If an order for discharge has not been written, the nurse will call the 
physician/physician assistant/CRNP for a verbal order. A patient should not be 
discharged without an order. 
 

B. Continuing Care Plan 
 

1. The primary counselor is responsible, in cooperation with the Treatment Team, for the 
overall development of a comprehensive continuing care plan for each patient. This 
plan is formulated with patient’s input and when appropriate with input from family 
members, significant others, guardians, employers, referral sources and judicial 
system.  

 
2. All patients shall have a Continuing Care Plan in spite of discharge type. This includes 

AMA, AWOL (if possible), Therapeutic Discharge, etc.  
 

3. Counselor shall make arrangements for patients based on specific needs and shall 
include services that will assist in recovery process. This can include but is not limited 
to:  

a. Intensive Outpatient Program  
b. General Outpatient Program 
c. Partial Hospitalization 
d. Individual Therapy 
e. Psychiatric Appointment 
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f. Recovery House 
g. Halfway House 
h. Shelter 
i. Case Management Services 
j. Inpatient services (in case of transfer) 
k. Crisis Intervention 
l. Specific Group – Relapse Prevention, Anger Management 
m. Children Youth Services/Domestic Relation 
n. Probation/Parole Officer Appointment 
o. Office of Vocational Rehab 

 
4. The physician/physician assistant/CRNP/psychiatrist will direct patients to appropriate 

medical and psychiatric continuing care services needed including continuing 
psychiatric care, medication management and follow-up with the patient’s primary 
care physician.  A current medication list will be provided to the patient with the 
Continuing Care Plan. 
 

5. In order to facilitate family continuing treatment, the counselor shall encourage the 
family to participate in family therapy and family programs, Al-Anon and outpatient 
treatment.  

 
6. Counselors are responsible for contacting the transportation department when the 

patient needs to be transported at discharge by facility transportation.  
 

7. The continuing care plan will be developed as soon as possible. Aftercare shall be in 
planning stages within 72 hours of patient admission, regardless of length of stay to 
ensure as minimal a gap in between services.  

 
8. The continuing care plan shall include: 

a. Clinical Issues to be addressed in Continuing Care 
b. A description of the services to be provided which will assist the patient in 

maintaining long-term sobriety 
c. A specific point of contact to facilitate the patient in obtaining the needed 

services 
d. Dates, times and address of continuing care appointments 
e. Re-admission information  

 
9. It is the responsibility of the treatment team staff to be aware of discharge plans. If 

any changes are made during treatment, these will be documented in a progress note 
by the informed party and placed in the patient’s chart.  
 

10. The patient is to sign the continuing care plan indicating his/her agreement with its 
content and intention to follow it. Patients are given a copy of the plan upon 
discharge.  
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11. If a patient leaves Against Medical Advice (AMA) or elopes from the facility (AWOL), 
this must be documented in a progress note and placed in the chart. If a patient goes 
AMA, a continuing care plan must be offered and information must be present. 

 
12. The continuing care plan is to be completed by the Primary Counselor with input from 

the nursing and medical departments.  The nurse or physician/physician/CRNP will 
review medications that are prescribed at the time of discharge with the patient. 

 
C. General Discharge Procedures 

 
1. Once a counselor is aware that a patient is being discharged, the Admissions and the 

Nursing department should be informed.  
 

2. The CA will give the patient a patient satisfaction survey to complete.  
 

3. The CA must ensure that the patient is given any valuables that have been placed in the 
safe and file.  The patient and CA must sign the bottom of the valuables form to verify all 
personal possessions have been returned to the patient.  

 
4. The CA who assisted in the discharge shall document the following in the patient’s chart: 
 

a. Time of discharge 
b. Patient’s condition on discharge 
c. Valuables returned to the patient 
d. With whom the patient left the facility. 

 
 

 
 
 
APPROVED:  DATE:  
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PURPOSE:   
 
To provide quality clinical care to all patients.    
 
 
POLICY:   
 
Staff must follow specified procedures regarding initial patient care.   
 
 
DEFINITIONS:  N/A 
 
 
PROCEDURES: 
 
Within 24 hours of Admission:  
 

1. A staff member shall introduce him/herself to the patient and welcome him/her to RCA program.  Staff 
shall ask if there are any pressing issues that need immediate attention, such as contacting an 
employer or family member, assisting with legal issues, etc.   
 

2. Nursing will complete a nursing assessment upon admission. 
 
Within 72 hours of Admission: 
 

1. Patient will meet with his/her primary care counselor. 
 

2. Review the face sheet and admission information for demographics, referral source protocol and check 
on special needs.  If there are any question regarding this information, ask the Admissions Department.  
 

3. Staff will complete biopsychosocial assessment. 
 

4. Issue the patient an assignment – be creative and focus on the patient’s individual needs. This can be a 
workbook that addresses the patient’s primary issues, such as relapse history, co-occurring treatment 
or other individual treatments needs. 
 

5. Discuss with the patient his or her living situation – find out if the patient will return home and if the 
home is sober, safe and supportive. Also, find out if the patient has a positive support group and which 
family members and friends will be involved in the patient’s treatment and attend the family program.  
 
Within 5 days of Admission:  
 

1. Review the nursing assessment and biopsychosocial.   
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2. Develop clinical formulation utilizing the assessments completed and information obtained from 

initial session with patient.   
 

3. After obtaining a release of information from the patient, contact family members and invite them 
to participate in the Family Program. Explain the benefits and the necessity of their participation 
and highly encourage their attendance. Document this phone call in a progress note.  
 

4. Set up a family therapy session and have a firm appointment date and time or the first family 
therapy session. Make every effort to hold the session during working hours where there are no 
other schedule activities that you are involved in (group therapy, lecture, etc).  
 

5. If the patient is using a controlled substance that is being prescribed by a medical provider, 
obtain release for provider. Part of treatment process is to ensure collaboration with medical 
provider to inform them that patient is in treatment for substance abuse. Document in progress 
note.  
 

6. Contact the referral source. Thank them for the referral and ask them what is requested in terms 
of frequency of contact during the patient’s length of stay, updates on progress and thoughts on 
aftercare. Document this in the progress notes headed under Referral Contact.  
 

7. Determine an appropriate, tentative length of stay and an initial aftercare plan, including type and 
mode of continuing care, whether it be IOP, partial, halfway house, etc. If there are any 
questions regarding the length of stay, consult with the treatment team.  

 
Within 7 days of Admission:  
 
1. Develop a Treatment plan with the patient’s input and ensure the treatment plan is individualized for 

each patient. Make sure that mental health issues are explained and documented in the treatment 
plan if applicable.  

 
2. Review the treatment plan with the patient and obtain his/her signature on the treatment plan. 

Explain the objectives, issues, goals and how these will be accomplished. Make sure the patient is 
aware that there will be a continuing care plan, revised with aftercare, for him/her upon discharge.  

 
3. Present the patient to Case Conference and identify their major issues, progress, estimated length 

of stay and aftercare plan. Document this in the Case Conference in the patient’s chart. 
 
 
 
APPROVED:  DATE:  
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PURPOSE:   
 
To provide a review of all patient records to justify admission and continued stay to RCA programs and 
assure continuous financial coverage.  To comply with the regulations of all commercial insurance 
companies that requires pre-admission authorization and continued stay review.  To communicate 
changes in a patient’s level of care to payors and assure accurate payment.  
 
POLICY:   
 
The Utilization Review Department is responsible for the continuous financial coverage of all patients 
admitted to RCA programs, by a systematic review and the abstracting of pertinent information in the 
medical record to justify treatment.  The Utilization Review Department is responsible for 
communicating patient information to all insurance companies and/or their contractual agencies 
requiring pre-admission authorization and continued stay review. 
 
DEFINITIONS:   
 
Length of Stay (LOS) - the number of days a patient is expected to stay in a program based on each 
patient’s specific medical, psychiatric, and psycho-social condition assessed at admission and during 
treatment.  Average length of stay for detoxification/rehabilitation program ranges from 15 to 30+ days 
depending the patients’ needs as outlined above.   
 
Continued Stay Reviews - a process conducted by the Utilization Review Department at least every 7-
10 days, unless otherwise indicated, to assess the need for continued treatment, based on each 
patient’s need and progress in treatment. 
  
PROCEDURES: 
 

1. Information regarding patients admitted to the program is obtained from the Admission 
Department and the HealthCare Information System (HIS). 
 

2. Within 72 hours from admission the Utilization Review Department will review the patient’s 
admission record and insurance benefits.   

 
3. The Utilization Review Department will enter the initial length of stay (LOS) into the HealthCare 

Information System based on the admitting diagnosis, pre-authorization information and 
insurance benefits.   

 
4. A patient’s length of stay is based on each patient’s specific medical, psychiatric, and psycho-

social condition assessed at admission and during treatment.  Average length of stay for 
detoxification is from 4 to 10 days depending on withdrawal protocol the patient was prescribed.  
Average length of stay in the rehabilitation program is from 15 to 26 days depending the 
patients’ needs as outlined above 
 

5. The Utilization Reviewer will schedule a review for 2 to 3 days prior to the expiration of the last 
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covered day.  
 

6. The Utilization Review Department notifies the appropriate treatment team of the initial LOS and 
first scheduled review date.   

 
7. The Utilization Review Department will review all necessary clinical, medical and nursing 

information in the HIS to obtain information needed to conduct a continued stay review when 
necessary.  Refer to Continued Stay Review Criteria policy for the criteria for reviews. 

 
8. The Utilization Review Department conducts all continued stay reviews by initiating a phone call 

to the patient’s insurance company or funding source.   
 

9. The Utilization Review Department will provide all necessary clinical, medical and nursing 
information required to the patient’s insurance company or funding source to justify continued 
stay.  The Utilization Review Department will only provide information that is allowed by state 
and federal confidentiality laws.  
  

10. After continued stay authorization has been obtained, the Utilization Review department 
updates the HealthCare Information System and notifies the treatment team of the next 
continued stay review date.   This process continues until patient is ready for discharge. 
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PURPOSE:   
 
To establish a patient meets criteria before a continued stay review is conducted the inpatient program.  
  
 
POLICY:   
 
A patient is considered eligible for continued stay in an inpatient program when he/she meets the 
criteria in Section A (below), and also meets the conditions in at least one of the categories listed under 
Section B (below), for the respective levels of care.  
 
 
DEFINITIONS:  N/A  
 
  
PROCEDURES: 
 
Inpatient Detoxification Continued Stay 
 

1. Section A  
a. Diagnosis of alcohol and/or drug dependence as per admission criteria . May also be 

accompanied by a psychiatric diagnosis.  
 

2. Section B  
a. Patient continues to exhibit acute alcohol/drug withdrawal symptoms requiring:  

i. Skilled Observation  
ii. Aggressive Medication Management 
iii. Therapeutic Milieu  
iv. Therapeutic Supervision  

 
Inpatient Rehabilitation Continued Stay 
 
1. Section A  

a. Diagnosis of alcohol and/or drug dependence as per admission criteria.  
 
2. Section B 

a. Patient recognizes the severity of the alcohol or drug problem but shows little to minimal 
insight and judgment on how to handle this problem. 

b. Patient does not demonstrate behaviors that s/he has developed enough problem-solving 
skills necessary to cope with the problem. Psychiatric or medical complications that 
remain unstable requiring the need for aggressive medication management and one to 
one psychotherapy. 
 

3. The patient lacks the ability physically or emotionally to obtain treatment at a lower level of care.  
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APPROVED:  DATE:  
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RECOVERY CENTERS OF AMERICA 

610.239.6100 

2701 Renaissance Boulevard. Fourth Floor 

King of Prussia, Pennsylvania 19406 

REFERRAL AGREEMENT 

Recoverv Centers of America 
0 111 oo Billingsley Rd 

Waldorf, MD 

0 Upper Marlboro, MD 20772 

)i£ Recqverv Centers of America 
314 Grove Neck Rd 
Earlville, MD 21919 

:\.,{ Recovetv Centers of America 
}1ft 600 Aspen Lane 

Queenstown, MD 21656 

Recovery Centers of America provides comprehensive addiction treatment and dual 
diagnosis services. RCA programs provide for inpatient detoxification, inpatient 
rehabilitation, and partial hospitalization and outpatient services. 

Both Parties agree to refer appropriate patients in accordance with program policy and 
procedures and to abide by federal, state and county standards dealing with the 
confidentiality of patient information. Any information needed for continuity of care will be 
furnished upon request provided that all confidentiality requirements have been met. In 
addition, it is understood that patients appropriate for admission shall be treated without 
regard to race, religion, sex, sexual preference, national origin, or physical disability. 

Nothing in this agreement shall be construed as limiting the rights of either party to enter 
into similar agreements with any other facility. This agreement may be terminated by 
either party within 30 days of written notice to the other. This agreement becomes 
effective on the date signed below and will remain in effect for two years unless 
terminated in writing by either party. 



REFERRAL AGREEMENT 

RECOVERY CENTERS OF AMERICA 

610.239.6100 
2701 Renaissance Boulevard, Fourth Floor 

King of Prussia, Pennsylvania 19406 

The undersigned acknowledges that a reciprocal agreement has been established 
between Recovery Centers of America (RCA) and Homecoming Project, Inc. This 
agreement is for all RCA program locations that are checked below. 

Recoverv Centers of America 
~ 314 Grove Neck Rd 

Earlville, MD 21919 

Recovery Centers of America provides comprehensive addiction treatment and dual 
diagnosis services. RCA programs provide for inpatient detoxification, inpatient 
rehabilitation, and partial hospitalization services. 

Both Parties agree to refer appropriate patients in accordance with program policy and 
procedures and to abide by federal, state and county standards dealing with the 
confidentiality of patient information. Any information needed for continuity of care will be 
furnished upon request provided that all confidentiality requirements have been met. In 
addition, it is understood that patients appropriate for admission shall be treated without 
regard to race, religion, sex, sexual preference, national origin, or physical disability. 

Nothing in this agreement shall be construed as limiting the rights of either party to enter 
into similar agreements with any other facility. This agreement may be terminated by 
either party within 30 days of written notice to the other. This agreement becomes 
effective on the date signed below and will remain in effect for two years unless 
terminated in writing by either party. 

,--- REFERRAL AGENCY 

&trltcoM.ItJb ~ lNG 
SIGNATURE 

~ .... l~Q.g 
TITLE 

i?t?o<ottAro m-1\t\JAbele... 
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POTENTIAL REFERRAL SOURCES

Facility Name Street Address City State Zip County Phone Website
ABA Health Services Inc 3939 Reisterstown Road Baltimore MD 21215 Baltimore City 410-367-7821 http://abahealthservices.com

Adult Addiction Clinic 122 Langley Road North Suite B Glen Burnie MD 21060 Anne Arundel (410) 222-0100 www.aahealth.org

Adventist Behavioral Health 14901 Broschart Road Rockville MD 20850 Montgomery (301) 251-4545 www.AdventistBehavioralHealth.com
Adventist Behavioral Health at North Potomac 14713 Latakia Place Gaithersburg MD 20878 Montgomery 301-315-0482
Adventist Healthcare Behav Hlth Servs 14915 Broschart Road Rockville MD 20850 Montgomery 301-251-4500
Alcohol and Drug Abuse Education Prevention and Treatment/The Horizons 8028 Ritchie Highway Suite 308 Pasadena MD 21122 Anne Arundel 410-761-0725 www.apmandadept.com

Alcohol and Drug Abuse Program 1001 West Pratt Street 2nd Floor Baltimore MD 21223 Baltimore City 443-462-3400

Apex Counseling Center 3200 Eastern Avenue Baltimore MD 21224 Baltimore City 410-522-1181 http://apexcounselingcenter.com

Arundel Lodge Inc 2600 Solomons Island Road Edgewater MD 21037 Anne Arundel 443-433-5900 http://www.arundellodge.org/

Aspen Day Treatment Adults 18 Plus 1634 Sulphur Spring Road Halethorpe MD 21227 Baltimore 410-242-0920 http://www.aspendaytreatment.com/
Baltimore Behavioral Health Inc 1101 West Pratt Street Baltimore MD 21223 Baltimore City 410-962-7180 www.baltimorebehavioralhealth.org

Baltimore Washington Medical Center Psychiatric Serices 301 Hospital Drive Glen Burnie MD 21061 Anne Arundel 410-787-4590

Behavioral Health Partners of Frederic 219 West Patrick Street Suite A Frederick MD 21701 Frederick 301-662-3223
Behavioral Health Partners of Frederick 604 Solarex Court Suite 201 Frederick MD 21703 Frederick 301-663-8263x228 http://sheppardpratt.org
Bon Secours Next Passage Substance Abuse Program 3101 Towanda Avenue Baltimore MD 21215 Baltimore City 410-728-8901 http://www.bonsecoursbaltimore.com

Brook Lane at Frederick 5301 Buckeystown Pike Suite 170 Frederick MD 21704 Frederick 301-733-0330
Brook Lane Health Services 13218 Brooklane Drive Hagerstown MD 21742 Washington 301-733-0330 http://www.brooklane.org/
Calvert County Health Department Mental Health Clinic 975 Solomons Island Road North Prince Frederick MD 20678 Calvert 410-535-5400 http://www.calverthealth.org/
Caroline County Health Department The Regional Mid Shore MH Services 606 Sunnyside Avenue Denton MD 21629 Caroline 410-479-3800 http://dhmh.maryland.gov/carolinecounty

Carroll County Health Department Outpatient Addictions Treatment Servs 290 South Center Street Westminster MD 21157 Carroll 410-876-4800 www.carrollhealthdepartment.dhmh.md.gov/addiction/outpatient.html

Catoctin Summit Adolescent Program 5980 Cullen Drive Sabillasville MD 21780 Frederick 240-420-5400

Center for Addiction Medicine 827 Linden Avenue Baltimore MD 21201 Baltimore City 410-225-8240 www.camtreatment.com

Center for Children Inc 41900 Fenwick Road Suite 1 Leonardtown MD 20650 Saint Marys 301-475-8860 http://www.center-for-children.org/

Charles County Department of Health Division of Mental Health 4545 Crain Highway White Plains MD 20695 Charles 301-609-6700 http://www.charlescountyhealth.org/HealthServices/MentalHealth.aspx

Charles County Department of Health Substance Abuse Services 4545 Crain Highway P.O Box 1050 White Plains MD 20695 Charles 301-609-6600 www.charlescountyhealth.org
Chase Brexton Health Services Columbia Center 5500 Knoll North Drive Suite 370 Columbia MD 21045 Howard 410-837-2050

Chase Brexton Health Services Randallstown Center 8507 Liberty Road Randallstown MD 21133 Baltimore 410-837-2050

Circle Treatment Center PC 424 North Frederick Avenue Suite 8-A Gaithersburg MD 20877 Montgomery 301-258-2626 http://www.circletreatment.net
Community Behavioral Health 142 Coursevall Drive Centreville MD 21617 Queen Annes 410-758-1787
Community Behavioral Health 426 Dorchester Avenue Cambridge MD 21613 Dorchester 410-228-3929
Community Behavioral Health Salisbury 814 Eastern Shore Drive Salisbury MD 21801 Wicomico 410-334-6687
Cornerstone Montgomery 8555 16th Street Silver Spring MD 20910 Montgomery 301-896-4435
Cornerstone Montgomery 6036, 6034, 6032 Southport Drive Bethesda MD 20814 Montgomery 301-530-3643
Crawford Consulting and Mental Health 6490 Landover Road Suite E Hyattsville MD 20785 Prince Georges 301-350-5111 http://www.crawfordconsulting.org/

DeVaugh Intervention Teach and Treat Options (DITTO) 5900 York Road Suite 205 Baltimore MD 21212 Baltimore City 443-873-8958

Dorchester General Hospital Shore Behavioral Health 300 Byrn Street Cambridge MD 21613 Dorchester 410-228-5511
Eastern Shore Psychological Services 2336 Goddard Parkway Salisbury MD 21801 Wicomico 410-334-6961
Eastern Shore Psychological Servs LLC 29520 Canvasback Drive Easton MD 21601 Talbot 410-822-5007



POTENTIAL REFERRAL SOURCES

Facility Name Street Address City State Zip County Phone Website
Eastern Shore Psychological Servs LLC 2336 Goddard Parkway Salisbury MD 21801 Wicomico 410-334-6961 http://www.espsmd.com

Eastern Shore Psychological Servs LLC 11120 Somerset Avenue Princess Anne MD 21853 Somerset 410-651-4200

Family Health Centers of Baltimore Community Recovery Program 631 Cherry Hill Road Brooklyn MD 21225 Baltimore City 410-354-2005 www.fhcb.org

For All Seasons Inc 300 Talbot Street Easton MD 21601 Talbot 410-822-1018
Franklin Square Hospital Center Department of Psychiatry 9000 Franklin Square Drive Rosedale MD 21237 Baltimore 443-777-7000
Frederick County Behavioral Health Mental Health Services 350 Montevue Lane Frederick MD 21702 Frederick 301-600-1755 http://frederickcountymd.gov/bhs
Frederick County Health Department Behavioral Health Services Addictions 300 Scholls Lane Suite B Frederick MD 21701 Frederick 301-600-1775 http://www.frederickcountymd.gov/behavioralhealth

Frederick County Health Department Substance Abuse Services 350 Montevue Lane Frederick MD 21702 Frederick 301-600-1755 http://www.frederickcountymd.gov/bhs
Frederick Memorial Hospital Psychiatric Services 400 West 7th Street Frederick MD 21701 Frederick 240-566-3300
Gaudenzia Inc Non Hospital Residential 4615 Park Heights Avenue Baltimore MD 21215 Baltimore City 443-423-1500 www.gaudenzia.org

Harford Belair Community Mental Health Center Inc 4308 Harford Road Baltimore MD 21214 Baltimore City 410-426-5650

Harford Memorial Hospital Behavioral Health IP/OP 501 South Union Avenue Havre de Grace MD 21078 Harford 443-843-8054
Health Care for the Homeless Inc 421 Fallsway Street Baltimore MD 21202 Baltimore City 410-837-5533 www.hchmd.org

Hidden Garden Keepers Club at Park West Health System Inc 4120 Patterson Avenue Baltimore MD 21215 Baltimore City 410-764-2266x7642

Hope Health Systems Inc 6707 Whitestone Road Suite 106 Gwynn Oak MD 21207 Baltimore 410-265-8737

Howard County Health Department Bureau of Behavioral Health 8930 Stanford Boulevard Columbia MD 21045 Howard 410-313-6202 www.hchealth.org

Institute for Life Enrichment/ILE 6201 Greenbelt Road Suite M-7 College Park MD 20740 Prince Georges 301-474-3750

J David Collins and Associates LLC 540 Riverside Drive Suite B Salisbury MD 21801 Wicomico 410-548-3333 www.jdavidcollins.com
JHH Suburban Hospital Addiction Treatment Center 6001 Montrose Road Suite 102 Potomac MD 20852 Montgomery 301-896-2036 www.suburbanhospital.org
Journeys for Women Adult Program Maryland Treatment Centers 402 Hungerford Drive Rockville MD 20850 Montgomery 301-294-4015
Kent County Behavioral Health 300 Scheeler Road Chestertown MD 21620 Kent 410-778-2616 www.kenthd.org
Key Point Health Services Inc Administration and Outpatient Clinic 135 North Parke Street Aberdeen MD 21001 Harford 443-625-1600 http://www.KeyPoint.org
Key Point Health Services Inc Outpatient Clinic 1012 Soth North Point Road Baltimore MD 21224 Baltimore City 443-216-4800

Key Point Health Services Inc Outpatient Clinic 500 North Rolling Road Catonsville MD 21228 Baltimore 410-788-0300
Lower Shore Clinic Inc 505 East Main Street Salisbury MD 21804 Wicomico 410-341-3420
Matt Program 1361 Brass Mill Road Suite A Belcamp MD 21017 Harford 410-273-9700 www.matt-program.com
Medstar Saint Marys Hospital 25500 Point Lookout Road P.O. Box 527 Leonardtown MD 20650 Saint Marys 301-475-8981
Medstar Southern Maryland Hospital Center Behavioral Health Services 7503 Surratts Road Clinton MD 20735 Prince Georges 301-877-4450

Medstar Union Memorial Hospital Behavioral Health 201 East University Parkway Baltimore MD 21218 Baltimore City 410-554-2193

Medstar Union Memorial Hospital Counseling Center 3300 North Calvert Street Baltimore MD 21218 Baltimore City 410-554-6600

Mental Health Center of Western Maryland Inc 1180 Professional Court Hagerstown MD 21740 Washington 301-791-3045
Meritus Behavioral Health Services for Ementus Medical Center 11116 Medical Campus Road Hagerstown MD 21742 Washington 301-790-8250
Mosaic Community Services Dual Diagnosis Program 1931 Greenspring Drive Lutherville Timonium MD 21093 Baltimore 410-453-9553 www.mosaicinc.org

MRB Counseling Services Inc 101 Chestnut Street Suite 110 Gaithersburg MD 20877 Montgomery 301-527-0854 www.mrbcounseling.com
Native American Lifelines 106 West Clay Street Baltimore MD 21201 Baltimore City 410-837-2258 www.nativeamericanlifelines.org

No Turning Back Behavioral Health LLC 5209 York Road Suite 20 Baltimore MD 21212 Baltimore City 443-708-5249 http://noturningbackinc.org

Omni House Inc Omni Mental Health Clinic 1419 Madison Park Drive Glen Burnie MD 21061 Anne Arundel 410-768-2719

Pathways Inc 44101 Airport View Drive Hollywood MD 20636 Saint Marys 301-373-3065
Peninsula Regional Medical Center Behavioral Health 100 East Carroll Street Salisbury MD 21801 Wicomico 410-543-7162



POTENTIAL REFERRAL SOURCES

Facility Name Street Address City State Zip County Phone Website
People Encouraging People 7207 Baltimore-Annapolis Boulevard Suite A Glen Burnie MD 21061 Anne Arundel 410-768-0123

Phoenix Therapeutic Foundations Inc 5602 Baltimore National Pike Suite 700 Catonsville MD 21228 Baltimore 410-744-9100
Port Recovery IOP Inc 7000 Harford Road Parkville MD 21234 Baltimore 443-869-4909-0 www.portrecovery.com
Prince Georges County Health Dept Adult Services/Southern Region 9314 Piscataway Road Clinton MD 20735 Prince Georges 301-856-9400 http://www.co.pg.md.us

QCI Behavioral Health 9475 Lottsford Road Suite 250 Upper Marlboro MD 20774 Prince Georges 301-643-3975

Queen Annes County Health Dept Alc and Drug Abuse Trt and Prev Servs 205 North Liberty Street Centreville MD 21617 Queen Annes 410-758-1306 www.qahealth.org
RCI Counseling/Outpatient 575 South Charles Street Suite 204 Baltimore MD 21201 Baltimore City 410-223-1088

Reginald S Lourie Center for Infants and Young Children 12301 Academy Way Rockville MD 20852 Montgomery 301-984-4444 http://www.louriecenter.org
Robert A Pascal Youth and Family Services 570 Ritchie Highway Suite H Severna Park MD 21146 Anne Arundel 410-975-0067

Rock Creek Foundation 12120 Plum Orchard Drive Suite B Silver Spring MD 20904 Montgomery 301-586-0900
Ryan Rehabilitation LLC 3821 Farragut Avenue Kensington MD 20895 Montgomery 301-949-7771 www.ryanrehabilitation.com

Saint Marys Hospital Psych Unit 25505 Point Lookout Road Leonardtown MD 20650 Saint Marys 301-475-6227
Shoemaker Center 6655 Sykesville Road Medical Services Building 3rd Floor Sykesville MD 21784 Carroll 410-876-1989 www.carr.org/cchd/addiction/inpt.htm

Suburban Hospital Behavioral Health 8600 Old Georgetown Road Bethesda MD 20814 Montgomery 301-896-3100
TATEIOMS 14435 Cherry Lane Court Suite 300 Laurel MD 20707 Prince Georges 301-362-0090

Total Healthcare Inc Substance Abuse Services 1501 West Saratoga Street Baltimore MD 21223 Baltimore City 410-383-7197 www.totalhealthcare.org

Transitioning Lives Inc 1515 East Biddle Street Baltimore MD 21213 Baltimore City 410-534-2141 www.transitioninglives.org

Tuerk House Alcohol and Drug Treatment Program 730 Ashburton Street Baltimore MD 21216 Baltimore City 410-233-0684 www.tuerkhouse.com

Turning Point Clinic 2401 East North Avenue Baltimore MD 21213 Baltimore City 410-675-2113 www.turningpointclinic.org

Union Hospital Behavioral Health Services 106 Bow Street Elkton MD 21921 Cecil 410-398-4000
Universal Counseling Services Inc 1401 Severn Street Suite 201 Baltimore MD 21230 Baltimore City (410) 752-5525 www.universalcounseling.com

University of Maryland Medical Center Fayette Street Clinic 701 West Pratt Street 3rd Floor Baltimore MD 21201 Baltimore City 410-328-2207

University of Maryland Medical Center Outpatient Addiction Tx Service 701 West Pratt Street 1st Floor Baltimore MD 21201 Baltimore City (410) 328-6600 www.umm.edu/oats/

University of Maryland Saint Josephs Medical Center/Dept of Psych 1 West 7601 Osler Drive Towson MD 21204 Baltimore 410-337-1000

Upper Bay Counseling and Support Services 200 Booth Street Elkton MD 21921 Cecil 410-996-5104
Upper Bay Counseling and Support Servs Adult Outpatient Services 1275 West Pulaski Highway Elkton MD 21921 Cecil 410-620-7161 http://upperbay.org
Urban Behavioral Associates Clinic 2310 North Charles Street Baltimore MD 21218 Baltimore City 410-779-3102

Vesta Inc Germantown Site 20410 Observation Drive Suite 108 Germantown MD 20876 Montgomery 240-296-5852
Wasington Adventist University Community Counseling Center 7600 Flower Avenue Suite 342 Takoma Park MD 20912 Montgomery 301-576-0131
Wicomico Behavioral Health 108 East Main Street Salisbury MD 21801 Wicomico 410-742-3784 www.wicomicohealth.org
Wicomico County Health Department Behavioral Health Programn 108 East Main Street Salisbury MD 21801 Wicomico 410-334-3497 http://wicomicohealth.org/
Worcester County Health Department 9730 Healthway Drive Berlin MD 21811 Worcester 410-629-0164 www.worcesterhealth.org
Worcester County Health Department Behavioral Health Program 6040 Public Landing Road Snow Hill MD 21863 Worcester 410-632-1100 www.worcesterhealth.org
Worcester County Health Department Center 4 Clean Start 926 Snow Hill Road Cottage 200 Salisbury MD 21804 Wicomico 410-742-3460 www.worcesterhealth.org
Worcester County Mental Health Clinic Pocomoke Health Center 400 Walnut Street Suite A Pocomoke City MD 21851 Worcester 410-957-2005
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DRAFT ADDICTION SEVERITY INDEX (ASI) 
TRAINING AGENDA 

 
DAY ONE 

9:00 - 10:30 Purpose of Outcome/Evaluation Studies 
   Introduction to the ASI/Use of the ASI 
    1.  Clinical Utility 
     Intake/Assessment/Psychosocial  
     Treatment Plan Development 
    2.  Research Purposes 
     Descriptive Studies/Follow-up Studies 
     Norms Development 
     Severity Ratings vs. Composite Scores 
    3.  Strengths and Limitations      
     Use with Special Populations 
     Format 
          
10:45 - 12:00 Introduction and General Coding Instructions for ASI 
   ASI Introduction 
   ASI General Information Section     
   ASI Medical Status Section  
   ASI Coding Exercise and Vignettes for General Information & Medical 
 
12:00  Lunch 
 
1:00 - 4:00   

ASI Employment/Support Section 
ASI Coding Exercise and Vignettes for Employment/Support Section 
ASI Drug & Alcohol Sections 
ASI Coding Exercise and Vignettes for Drug & Alcohol Sections 

 
DAY TWO 

 
9:00 - 10:30  Legal Section 

ASI Coding Exercise and Vignettes for Legal Section 
    
10:45-12:00  Family History Section  

Family/Social Section 
ASI Coding Exercise and Vignettes for Family/Social Section 
    

12:00   Lunch 
 
 
1:00-2:00  Psychiatric Section 

ASI Coding Exercise and Vignettes for Psychiatric Section 

RCA TRAINING INSTITUTE 
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2:15-3:30  Fifth Edition Article 
   Role Play  
 
3:30-4:00  Conclusion 
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DRAFT MOTIVATIONAL INTERVIEWING TRAINING AGENDA 
DAY ONE  

8:00 – 8:30 AM  Welcome, Introductions, and Training Overview    

    Pre-Test 

8:30 - 10:00 AM  Introduction to Motivational Interviewing 

    Definition, Spirit and Principles 

10:00 – 10:15 AM  Break 

10:15 – 11:30 AM  Stages of Change  

11:30 - 12:30 PM  Lunch  

12:30 – 2:30 PM  Fundamental Skills: Open-ended Questions, Affirmations, and 

Reflections 

    Role-play exercises 

2:30 – 2:45 PM  Break  

2:45 – 4:00 PM  Reflective Listening  

    Role-play exercises 

4:00 – 4:30 PM  Day One Recap and Conclusion   

 

DAY TWO  

8:00 – 8:30 AM  Review from Day One 

8:30 - 10:00 AM Identifying and Eliciting Change Talk  

10:00 – 10:15 AM  Break 

10:15 – 12:00 AM  Change Talk – Role-play/Group Work 

12:00 - 1:00 PM Lunch  

1:00 – 3:15 PM  Handling Resistance  

    Role-play exercises 

3:00 – 3:15 PM    Break  

3:15 – 4:00 PM  Successful Implementation & Fidelity Measures 

4:00 - 4:30 PM  Day Two Recap and Conclusions 

    Post-Test & Training Evaluations 
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DRAFT ONBOARDING  
TRAINING AGENDA 

 
DAY ONE 

 
• Mission and Philosophy 

o RCA History 

o “The Why” 

• Patient Rights 

• Confidentiality 

• Employee Personal Safety 

o De-escalation techniques 

• RCA Code of Ethics 

• HIPAA 

o Notice of Health Information Practices 

• Diversity/Cultural Awareness 

• Incident Reporting 

o Reporting System 

o Patient or Employee Accident/Injury 

• Customer Service 

o Patient Satisfaction measures 

o Referral Satisfaction measures 

o Effective Communication 

 

 

 

 

 



 
 
 
 
 

DRAFT ONBOARDING 
TRAINING AGENDA 

 
DAY TWO 

 

• Fire Safety & Prevention 

o Fire Extinguisher Types and Use 

o Fire Drills 

o Facility Health and Safety Officers 

 Fire Safety Competency Measure 

• Emergency Preparedness 

o  Natural Disasters (Severe Weather, Flood, Earthquakes, etc) 

o Power Outage, Workplace Violence, Bomb Threat 

o Evacuation Procedures 

• Suicide Precautions 

o Suicide Risk Assessments 

• Use of Hazardous Chemicals 

o Material Safety Data Sheets (MSDS) 

• Infection Control, Communicable Diseases, Bloodborne Pathogens 

o Universal Precautions 

 Personal Protective Equipment (PPE) 

 Hand Washing and Sanitizing  

 HIV, Hepatitis B, C 
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Curriculum Topic Training 
Length

Brief Description

Addiction Severity Index (ASI) Assessment 16 Hours
Intesive training on the ASI with a focus on how to ask questions in a way that elicits the most valid data. Individual 
comprehensive assessment/biopsychosocial. Looks at 7 critical life areas: medical, employment/support, drug use, alcohol 
use, legal, family/social, and psychiatric.  Includes most TEDS items. Training involves fidelity measures. 

ASAM Placement Patient 
Criteria Assessment 4 Hours

The American Society of Addiction Medicine Patient Placement Criteria 2R is the most widely used and comprehensive set 
of guidelines for placement, continued stay and discharge of patients with addiction disorders.

Cognitive Behavioral Therapy Techniques 16 Hours
Cognitive behavioral therapy (CBT) is a form of treatment that focuses on examining the relationships between thoughts, 
feelings and behaviors. By exploring patterns of thinking that lead to self-destructive actions and the beliefs that direct these 
thoughts, people with mental illness can modify their patterns of thinking to improve coping. 

Dialectical Behavior Therapy Techniques 24 Hours

Dialectal behavior therapy (DBT) was invented by Marsha Linehan, a psychologist who modified traditional cognitive 
behavioral therapy (CBT) for the treatment of chronically suicidal and self-injurious individuals with borderline personality 
disorder (BPD). As part of the skills-based element of DBT, emphasis is often placed on the development of mindfulness 
practice and other relaxation techniques. Through this practice, an individual develops the ability to accept distressing 
thoughts without self-criticism and to tolerate self-destructive urges (e.g., the desire to cut oneself) without acting upon 
them. Deep breathing and progressive muscle relaxation are examples of specific mindfulness techniques. 

Helping Women Recover Women-focused 16 Hours
Helping Women Recover (HWR) is a manualized, 17-session, gender-responsive curriculum for women with substance use 
disorders and co-occurring trauma histories. Topics include  relationships, sexuality, and family of origin.  Sessions run 90 
minutes each.

Motivational Interviewing Techniques 16 Hours
Motivational Interviewing is a goal-oriented, client-centered counseling style for facilitating behavior change by helping 
clients to resolve ambivalence across a range of problematic behaviors.  Usually delivered in individual sessions but can be 
applied in groups by experienced facilitator. 

NIDA/TRI RoadMap 
(Relapse Prevention) Relapse Prevention 4 Hours

Uses DVDs, worksheets, and other interactive materials to teach Relapse Prevention through coping with craving, making 
alternate plans, drug refusal skills and other activities.

Seeking Safety Trauma-Informed 16 Hours
Seeking Safety has a minimal 3-session, basic safety oriented, manualized cognitive-behavioral therapy (CBT) curriculum 
for clients with a history of trauma and substance use disorders (SUDs).  Each session is 60-90 minutes, delivered in group 
or individually or in group.

TCU Building Social Networks Recovery Support 2 Hours
A 3-topic curricula focused on Social Networks and Support groups in recovery as well as dealing with family members 
who use.  Has worksheets specific to 12-Step groups and others.

TCU Getting Motivated to 
Change

Engagement and 
Motivation 3 Hours

Getting Motivated to Change includes 4 topics focused on exploring the meaning of motivation and ways in which clients 
can develop it and put it into action.  It uses a strength-based perspective and encourages participants to identify goals on 
which they are willing to work. Sections of the manual include Motivation 101 Introduction, Art of Self-Motivation, Staying 
Motivated, and Making Motivation Second Nature. They can be administered over 4-8 sessions (60-90 minutes each).

TCU Mapping Enhanced 
Counseling System (Mappers 

Dozen)
Techniques 2 Hours

The basic and introductory evidence-based TCU mapping program includes the "Mappers Dozen" - 15 maps to be used in 
veraious sessions when appropriate (60-90 minutes each), focusing on Road Maps (getting here to there), Decisional Maps, 
Strength Maps, Planning Maps, Outcomes Maps and Relationship Maps.

TCU Mapping the Treatment 
Journey

Engagement and 
Motivation 2 Hours

Evidence-based TCU mapping program includes 8 sets of maps to be used over 8-16 sessions (60-90 minutes 
each),designed to explore important parts and enhance involvement in the treatment journey.

DRAFT Clinical Training in Evidence Based Practices
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Curriculum Topic Training 
Length

Brief Description

DRAFT Clinical Training in Evidence Based Practices

TCU Mapping Your 12 Steps Recovery Support 2 Hours
Mapping Your 12 Steps is a great introduction to the 12 Step concepts, Traditions, the Serentify Prayer and how to apply 
this in recovery.  Sessions include 12 Steps, 12 Traditions, the Serenity Prayer, and 10 Slogans delivered in 12 to 22 in 1-
hour sessions depending upon the sessions selected.

TCU Mapping Your Treatment 
Plan

Engagement and 
Motivation 2 Hours

Mapping Your Treatment Plan includes 3 topics with didactics and maps that could be spread out over 6-9 sessions, best 
delivered in the first month of treatment.  The focus is on behaviors that led the client to treatment, the areas of life 
impacted, what they want to change and their goals and specific actions needed to make those changes.

TCU Partners in Parenting Family 8 Hours

Parents in Partnering is an evidence-based 8-sessions curricula designed for delivery in 2-hour groups over the course of 8 
weeks.  The focus is on concepts important for parenting effectiveness such as communication skills, guidance techniques, 
and positive discipline strategies. The emphasis is on building skills, providing support, and helping parents understand the 
needs and abilities of children during different stages of development.

TCU Straight Ahead: 
Transition Skills for Recovery 

Relapse Prevention 6 Hours
Straight Ahead is a 10-topic, closed (sequential session) program. Can be done in 10 2-hour sessions or 20 1-hour sessions, 
ideally with 5-7 participants. It focuses on relapse prevention, allowing the client to establish his or her own support system 
for recovery maintenance.

TCU Unlock Your Thinking, 
Open Your Mind

Recovery Support 3 Hours

Unlocking your thinking covers 3 topics areas (Feelings, Thoughts, and Mind Traps; Roadblocks to Healthy Thinking; and 
Thinking and Behavior Cycles) with didactics, worksheets, maps, and group discussion questions that can be divided into 3-
12 sessions. Participants are introduced to how to identify the difference btween what they are feeling and thinking, how 
feeling-based distortions can get in the waty of productive communications, common thinking patterns that lead to 
frustration, distortion, and avoidance of personal responsibility, and how the use of thinking errorsa (cognitive distortions) 
can interfere with healthy relationships.

TCU/MATRIX Ideas for Better 
Communication Recovery Support 2 Hours

Ideas for Better Communication is a solution-focused or strengths-based curricula covering four components: 
Communication Roadblocks, Repairing Relationships, Communication Styles, Communication Mapping. It can be delivered 
in 3-8 sessions ranging from 1 to 2 hours.

TCU/MATRIX Understanding 
and Reducing Angry Feelings

Anger 
Management 2 Hours

Understanding and Reducing Angry Feelings teaches clients appropriate ways to manage anger so they are more capable of 
coping with the reality of their situation.  It includes four group topics that can be done over 8-16 sessions, each lasting 45-
90 minutes.  Topics include Understanding Anger, Anger & Relationships, Mapping, Emotions, Problems with People.

TRI Open Doorways 
(12-Step Facilitation) Recovery Support 4 Hours

The TRI Open Doorways Toolkit addresses 12-Step groups. The manualized groups curriculum covers the history of 12-step 
groups, common misconceptions and concerns for clients new to recovery support. The toolkit includes posters and easy to 
use handouts with step-by-step instructions.



DRAFT RCA Clinical Training Plan 
Mon Tue Wed Thu Fri Mon Tue Wed Thu Fri Mon Tue Wed Thu Fri Mon Tue Wed Thu Fri Clinical Staff

1 2 3 4 5 8 9 10 11 12 15 16 17 18 19 22 23 24 25 26 All RCA Staff
ASI on EMR (2 Days) (ALL)
Contract Trainer
Treatment Planning, Notes, Discharge on EMR (1 day) (ALL)
RCA Training Team & IT Dept Trainer
Motivational Interviewing (2 days) (ALL)
Contract Trainer
Relapse Prevention, 12-Step Facilitation, TCU Intro (1 day) (ALL)
RCA Training Team
Psychodrama for All Staff (1 day) (ALL)
Contract Trainer
Psychodrama for Therapists (2 days) (Primary Therapists)
Contract Trainer
TCU/TRI Toolkits (2 days)
RCA Training Team
ASAM (8 hrs)
RCA Training Team
Dialectical Behavioral Therapy (DBT) (3 Days) (All Clinical)
Contract Trainer
Trauma Informed Care (Seeking Safety) (2 Days) (All Clinical)
Contract Trainer
Cognitive Behavioral Therapy (2 days) (All Clinical)
RCA Training Team
Clinical Boundaries, Stages of Change, Terminology, RCA Clinical 
Values (1 Day) (ALL Staff)
RCA Training Team
Clinical Supervision (Clinical Director, Supervisors)
RCA Training Team
HR Trainings (All Staff)
RCA HR Dept
Topics Include: RCA Mission and Philosophy, Patient Rights, Confidentiality, 
Patient or Employee Accident/Injury, Employee Personal Safety, Ethics, 
HIPAA, Diversity/Cultural Awareness, Incident Reporting, Customer Service, 
Medication Management, Fire Safety & Prevention, Emergency Evacuation 
Procedures, Suicide Precautions, Use of Hazardous Chemicals, Infection 
Control, Communicable Diseases, Blood-borne Pathogens.
Residential Campus Go Live
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 RECOVERY CENTERS OF AMERICA 
 POLICY AND PROCEDURE MANUAL 
 
Supersedes All Previous Policy  Page 1 of 8 
Dated: 1/2015 No.  5200.001 
Revised:   
SUBJECT: Detox Treatment Protocols 
 
Department Responsible: Nursing, Medical 
Related Department(s):   n/a 
__________________________________________________________________________________ 
 

DRAFT 
PURPOSE: 
 
To define the protocol for patients admitted for detoxification from drugs and alcohol. 
 
POLICY: 
 
All patients who have symptomatic withdrawal from drugs and alcohol are treated with a prescribed 
detoxification protocol related to the substance that was abused. 
 
DEFINITIONS AND RESPONSIBILITY: 
 
Buprenorphine – A synthetic narcotic with both antagonist and agonist properties.  It will be 
administered in its oral form, which is currently marketed as Subutex. 
 
Buprenorphine/Naloxone – This combination consists of buprenorphine as described above combined 
with naloxone, which is a pure opiate antagonist.  This medication is marketed under the trade name of 
Suboxone.  The purpose for this medication combination is to prevent unauthorized IV injection of the 
medication.  If injected, the naloxone contained in the compound would produce an instant narcotic 
antagonist effect and the patient would feel significant levels of withdrawal.  Taken orally, the naloxone 
component of this medication has no effect. 
 
SCOPE AND RESPONSIBILITY: 
 
The physician or physician assistant prescribes the medical detoxification protocol and the Nursing staff 
carries out these orders. 
 
PROCEDURES: 
 

1. Physician or physician assistant is to follow all protocols listed in this policy. 
 

2. All protocols are to be ordered utilizing the Electronic Healthcare System.   
 

3. A thorough History and Physical Examination is be completed on all patients upon admission.  
An attempt must be made to obtain a complete medical and addiction history from the patient, 
regardless of their state of intoxication or withdrawal.  History from significant others should be 
obtained, if available.  A thorough physical exam is mandatory in all cases except when a 
patient is combative. 

 
4. Chemically dependent patients frequently present with known or unknown co-existing medical 

or psychiatric illnesses that need to be identified early in treatment.  Simply assuming the 
patient's presenting clinical status is solely due to their current state of intoxication or withdrawal 
is unacceptable and may result in complications.  
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I. ROUTINE LAB ORDERS 

 
1. CBC w/Differential 
 
2. Complete Metabolic Profile 
 
3. RPR 
 
4. Urinalysis/Urine Drug Screen 
 
5. ECG - if clinically indicated 

 
6. Chest x-ray - if clinically indicated.  A chest x-ray should be obtained on all HIV patients and 

patients with a history of positive PPD.  
 
7. PPD - intermediate strength (Mantoux) - if negative in the past.  A PPD is not necessary if a 

patient has written documentation of a negative PPD within one month of admission.  
 
8. Urine pregnancy test - on any woman of child bearing age and capacity. 
 
9. HIV testing – Will be completed if the patient agrees.  A signed consent form must be 

completed by the nurse or the laboratory.   
 

II. ALCOHOL DETOXIFICATION 
 

A. In cases No significant withdrawal symptomatology present - vital signs stable, no coarse 
tremors, no hallucinations, no history of seizures. 
 

a. Monitor vital signs q shift or more frequently if indicated. 
 
b. When the patient presents in an intoxicated state, it is best to continue assessing until 

the patient has begun to demonstrate withdrawal symptomatology.  During the initial 
phase of treatment, observe these patients closely for progressive obtundation and 
evolving coma. 

 
c. Thiamine 50-100mg p.o. or IM 

 
d. Diazepam 5-10mg p.o. q 4-6h if indicated.  Diazepam is not usually indicated when the 

patient is intoxicated but should be started if and when withdrawal symptoms appear.  
Since it is difficult to predict the degree of withdrawal symptomatology a patient will 
exhibit, consider a prn order initially.  Once stabilized with benzodiazepines, a tapering 
dosage can be initiated with a prn benzodiazepine order for breakthrough withdrawal 
signs and symptoms.  Chlordiazepoxide may also be used in place of diazepam.  
Lorazepam or oxazepam should be considered in the elderly patient or those patients 
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with hepatic impairment.  Short acting benzodiazepines should be tapered more slowly 
than the longer acting benzodiazepines to prevent a rebound in withdrawal symptoms 
and complications. 

  
e. Most texts do not recommend the routine use of phenytoin. However, consider phenytoin 

if the past history of seizures are not clearly withdrawal related or have occurred several 
weeks after cessation of alcohol intake.  If patient has a positive seizure history that 
requires phenytoin, and the patient has been non-compliant, it is suggested to then give 
loading dose of 300mg p.o. stat, and repeat q 4h x 2.  Then give 100mg p.o. tid-qid 
starting the following day.  Check phenytoin level in 3-4 days.  The loading dosage must 
be used with caution if the patient has liver or renal disease. 

 
f. Provide B-Complex and/or multi-vitamins if clinically indicated. 

 
g. Folic Acid, 1mg p.o. once daily if peripheral neuropathy is suspected.  

 
B. In cases where significant withdrawal symptomatology is present  - elevated temperature, blood 

pressure and pulse, marked tremors of hands/tongue, confusion, agitation, hallucinations, 
diaphoresis, seizures, insomnia. 
 

a. Vital signs q 1/2h until stable.  
 
b. Stat CBC, Lytes, FBS, BUN, Creatinine, Urinalysis 

 
c. Thiamine 100mg IM 

 
d. ECG 

 
e. Diazepam 10-20mg p.o. q 1h prn until stable.  Use lorazepam 1-2mg q 4-8h in older 

patients or in presence of marked hepatic impairment.  If parenteral benzodiazepines are 
indicated, lorazepam may be given IM, whereas diazepam IM should be avoided due to 
erratic absorption.  Lorazepam IM is probably the drug of choice in initial treatment of 
significantly advanced delirium tremens. 

 
f. If patient’s in acute delirium tremens the patient should be transferred to an acute care 

hospital or treatment.   
 

g. If IV's are utilized, give Thiamine prior to administration of glucose. 
 

h. If pulse or blood pressure is persistently elevated, consider utilizing a beta-blocker if 
there are no pulmonary or cardiac contraindications.  Atenolol 50mg once daily, a beta-1 
selective blocker, appears to work well.  Clonidine has also been utilized in alcohol 
withdrawal.  However, there is no evidence indicating that these drugs will prevent 
seizures or DT's.  In fact, use of the above such medications may mask impending 
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withdrawal seizures or delirium tremens.  Thus, these medications should be used 
cautiously.    

 
III. SEDATIVES DETOXIICATION 

 
A. Withdrawal signs present (tremulousness, anxiety, insomnia, anorexia, nausea and vomiting, 

tendon hyper-reflexia, diaphoresis, orthostatic hypotension, seizures, delirium) 
 

a. If symptoms are mild, quantify addiction (amount used daily); then establish 
Phenobarbital equivalent from data below. 

 
i. Phenobarbital 30mg = amobarbital 100mg, pentobarbital 100mg, secobarbital 

100mg, chloral hydrate 500mg, ethchlorvynal 350mg, glutenthamide 250mg, 
meprobamate 400-600mg, methaqualone 250-300mg, butabarbital 60mg. 

 
ii. In no case should the daily Phenobarbital dosage exceed 

600mg/day. 
 

iii. Once patient appears stabilized x2 days, decrease dose by 30mg/day. 
  

iv. If patient appears intoxicated, secondary to Phenobarbital, (ataxia, slurred 
speech, nystagmus), then you may need to recalculate daily dose. 

 
v. Avoid daily decrease if withdrawal symptoms appear. 

 
b. If symptoms moderate to severe, or level of addiction is unclear, may use Pentobarbital 

challenge technique: 
  

i. Give 200mg Pentobarbital and examine patient in one hour. 
 

1. If patient is asleep, then tolerance is doubtful and there is a questionable 
need for detox 

2. If patient appears intoxicated (slurring of speech,nystagmus, ataxia), start 
with 125mg to 220mg of Phenobarbital/day 

3. If patient is comfortable (only fine nystagmus), start with 250mg of 
Phenobarbital/day 

4. If Pentobarbital has no effect or patient still appears to be in withdrawal, 
start with an increased dose.  If using Phenobarbital in acute withdrawal, 
may want to give initial dose IM 

   
ii. Once starting dose is determined, stabilize and then decrease daily and continue 

to monitor and assess. 
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B. If no withdrawal symptoms present, may want to use 200mg Pentobarbital challenge to 

establish addiction. 
 
IV. BENZODIAZEPINES WITHDRAWAL 

 
If patient is dependent upon benzodiazepines, he/she is easily detoxified with other 
benzodiazepines.  Ideally, one should use a long acting benzodiazepine unless medical 
indications warrant a shorter acting benzodiazepine.  If possible, it is best to use a different 
benzodiazepine than the patient's drug of choice.  Phenobarbital may also be used for 
benzodiazepine withdrawal. 
 

V. OPIATE DETOXIFICATION 
 

Opiate detoxification may be accomplished by utilizing buprenorphine alone, clonidine alone, 
methadone alone, or a combination of medications.  Below are protocols for opiate 
detoxification utilizing buprenorphine, clonidine alone and a methadone/clonidine combination.  
The protocol utilizing buprenorphine is the treatment of choice.  However, there may be 
situations where Methadone or Clonidine alone may be best utilized or preferred by the patient.  

 
Before initiating detox protocols, it is imperative that we establish the presence of opiate 
dependence.  This may be accomplished through historical information, physical findings, and 
Urine Drug Screen.  The state of intoxication or withdrawal needs to be assessed.  It is also 
important to identify any other coexisting drug or alcohol dependencies. 

 
A. BUPRENORPHINE PROTOCOL 

 
1. If the physician determines the presence of an opiate dependency, the option of utilizing 

buprenorphine for detoxification should discussed with the patient. 
2. Should the patient agree to use buprenorphine, informed consent will be obtained 
3. The nurse will be responsible for observing the patient taking the sublingual tablet of 

buprenorphine and making sure it is dissolved. 
4. Buprenorphine detoxification will proceed per the detoxification protocol. 
5. Subutex will be the first choice or for opiate detoxification 
6. Buprenorphine detoxification is not to be initiated until the patient is documented to have signs 

and symptoms of acute opiate withdrawal and/or a positive UDS. 
7. Buprenorphine detoxification must not be initiated until at least 24 hours after the last dosage of 

methadone or 12 hours after the last dose of heroin/opiates. 
8. Benzodiazepines should be avoided as an adjunctive therapy during buprenorphine treatment.  

However, in cases where patients are in withdrawal from both opiates and benzodiazepines, 
benzodiazepines should be used with caution 

9. Suggested buprenorphine dosages follow: 
10.  
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High Dose – Buprenorphine tab  Protocol (given 24+hours after last reported use) 

Day 1 8 mg SL administer Q daily, then 
Day 2 6 mg SL administer Q daily, then 
Day 3 6 mg SL administer Q daily, then 
Day 4 4 mg SL administer Q daily, then 
Day 5 4 mgSL administer Q daily, then 
Day 6 2 mg SL administer Q daily, then 
Day 7 2 mgSL administer Q daily, then 
Day 8 2 mg SL administer Q daily, then d/c 

 
Low Dose - Buprenorphine tab  Protocol - Individual  (given 24+ hours after last reported 

use) 
Day 1 8 mg  SL  administer Q daily, then 
Day 2 6 mg SL administer Q daily, then 
Day 3 4 mg SL administer Q daily, then 
Day 4 2 mg SL  administer Q daily, then  
Day 5 2 mg SL  administer Q daily, then d/c 

 
 

B. METHADONE PROTOCOL 
 

1. The maximum dose of methadone utilized will be 20mg.  It will be tapered by 5mg per 
day.  The methadone can be administered in a single daily dose, or the dosage can be 
administered in two doses.  

2. The admitting physician will determine the proper dosage level for a patient.  If the 
admitting physician determining the initial dose is not the attending physician who 
conducted the History and Physical examination, the attending physician shall consult 
with the admitting physician who performed the examination before determining the 
patient’s initial dose and schedule. 

 
3. Methadone shall be administered or dispensed in oral form only and shall observed. 

 
4. For patients coming from a methadone maintenance program, they will be advised that 

they should be tapered down to 20mg before being admitted to our inpatient 
detoxification program.  However, patients not tapered down to 20mg methadone may 
be considered on a case-by-case basis, with the knowledge that their daily dose of 
methadone will not exceed 20mg.  . 

 
5. The patient will be made aware of his/her dosage schedule of methadone and how it is 

to be tapered. The patient must also understand that we will not waiver from this protocol 
unless the patient refuses the methadone, or the patient is experiencing adverse affects 
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secondary to the methadone.  The patient will be advised in the case of emesis, the 
dosage will not be re-administered and thus the patient should be advised to request an 
anti-emetic prior to his/her dose of methadone if nausea is present.  Methadone should 
not be initiated until the patient starts to demonstrate signs and symptoms of opiate 
withdrawal.  Do not administer methadone to an intoxicated patient. 

 
6. Specific orders: 

 
a. Methadone 20mg p.o. daily in single or split dose that decreases by 5mg per day. 
b. Clonidine - As the methadone is decreased, clonidine may be added.  A test 

dose of 0.1mg may be given, and if tolerated, 0.2mg q 4-6h may be utilized.  
Hold clonidine if blood pressure is less than 90mmHg systolic or 60mmHg 
diastolic.  A Catapres-TTS 1 or 2 may be used in place of, or along with, p.o. 
clonidine. 

c. Tigan 250mg p.o. q 6h prn or 200 IM q 6h prn for nausea and vomiting. 
d. Bentyl 20mg q 4-6h prn for abdominal cramps 
e. Dalmane or Restoril 15-30mg hs prn 
f. Motrin 600mg q 4h prn / Acetaminophen 650 mg q 6h prn 
g. Vistaril 25-50mg q 4h p.o. or IM prn for agitation 
h. MVI daily 
i. Benzodiazepines may be utilized, but avoid using large dosages in patients 

nearing completion of the detoxification program.  
 

C. CLONIDINE PROTOCOL 
 

1. Clonidine - Give test dose of 0.1mg, then watch blood pressure.  If patient’s blood pressure 
is stable in four hours, may give 0.1-0.2mg p.o. q 4-6h prn or routine.  BP checks prior to 
each dose.  Hold clonidine if systolic BP is less than 90-100mmHg, or diastolic BP is less 
than 60mmHg.  However, these are general guidelines.  In someone with an elevated blood 
pressure, you may want to hold the limit somewhat higher and in someone who presents 
with a low base line blood pressure, the cut-off points could be somewhat lower.  Use 
clonidine with caution if other anti-hypertensive medications or medicines with potentially 
hypotensive side effects are used cocurrently. 
 

2. Transdermal clonidine (Catapres-TTS) may be utilized for opiate withdrawal.  It is best used 
after the patient has been stabilized with p.o. clonidine and the withdrawal symptoms are 
beginning to abate.  Always advise the patient of the rationale behind the use of clonidine 
and the side effects, primarily orthostatic hypertension.  
 

3. A benzodiazepine, such as diazepam or oxazepam may be utilized.  The dosage will vary 
from patient to patient, and needs to be titrated as clinical needs indicate. 

 
a. Trimethobenzamide (Tigan) 250mg p.o. q 6h prn (or 200mg IM q 6h prn) for nausea 

and vomiting 
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b. Dicyclomine (Bentyl) 20mg p.o. q 4-6h prn for abdominal cramps 
c. Temazepam (Restoril) 15-30mg p.o. hs prn or flurazepam (Delmane) p.o. hs prn x3-

5 nights 
d. Ibuprofen 400-600mg p.o. q 4-6h prn for arthralgia or myalgia 
e. Vitamin supplementation 
f. Hydroxyzine pamate 25-50mg p.o. q 4-6h prn for agitation; often appears to be 

helpful in reducing much of the subjective withdrawal symptomatology of the patient. 
 

4. If the patient is acutely intoxicated, do not initiate treatment until specified withdrawal 
symptoms begin to emerge.    

 
 
 
 
 
 
 
 
 
 
 
 
 
 
APPROVED:  DATE:  
 
APPROVED:  DATE:  
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PURPOSE:  
 
To formalize a set of questions administered at specific intervals and assure that the nursing staff will 
have frequent individualized interactions with the patient.  Frequent intervention with the patient 
provides reassurance and emotional support during the period when s/he is apprehensive and 
experiencing both physical and emotional discomfort.  Frequent discussions also begin an early 
teaching process regarding primary symptoms of the disease process.  Without the formalized 
questions, symptoms such as visual or auditory disturbances may go undetected until the progress to 
an advanced state.  Observations relating to the patient’s orientation and thought processes may give 
an early indication of other organic issues or psychosis. 

 
 
POLICY:  
 
Nursing will follow Detoxification Procedures for all patients to ensure quality care and patient safety 
and compliance with all State and Federal Regulations.  The detoxification process is based on medical 
protocol and is monitored by Medical Staff.  All medical orders are from physicians/physicians assistant  
and/or a CRNP.  Detoxification services are provided by qualified medical and nursing staff at all times, 
24 hours, 7 days a week. 
 
 
DEFINITIONS:  
n/a 
 
    
PROCEDURES: 
 

1. The objectives of following the detoxification procedure is: 
a. To frequently monitor the patient’s status during withdrawal period at regular intervals. 
b. To assure appropriate and effective nursing intervention with the patient. 
c. To assign a numerical value to an evaluation of withdrawal, which may indicate progress 

or deterioration in patient status. 
d. To focus nursing attention on each area of withdrawal symptoms and to assure 

consistency in evaluation of patient status. 
e. To begin early patient educational regarding primary symptoms of the disease process 

to assist in self diagnosis. 
 

2. Prior to detoxification protocol, patient undergoes a Nursing Assessment as part of Multi-
disciplinary Assessment.  This includes patient’s medical history, health screening and 
assessment by a physician/physician assistant or CRNP for medication orders. 

 
3. The detoxification assessment is utilized by the nurse as a tool to evaluate the patient’s level of 

withdrawal from any chemical substance.  The assessment is administered at regular intervals 
which correlate to the severity of the patient’s physical withdrawal from chemical substances. 
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4. The patient is asked a set of questions relating to a variety of symptoms, which may include: 
gastrointestinal, tactile, visual, auditor disturbances, etc.  Numbers are recorded in a column on 
the Assessment Sheet.  The numbers are then totaled and thus provide a numerical basis for 
determining the status and progress of the patient. 
 

5. The Detoxification Assessment must be completed by a RN or LPN.  Assessment includes 
obtaining vital signs – pulse, temperature and respiration.  This is face to face contact with the 
patient.  The patient’s vital signs and physiological responses are recorded at the time of the 
assessment. 
 

6. Nursing Care Plan is completed by nurse and reviewed with patient.  This is part of the education 
process of detoxification protocol with patients.  The plan is reviewed continually as patients 
follow through with detox process. 
 

7. The Detoxification Assessment is to be used routinely on all patients admitted for detoxification 
from any substance. 
 

8. The assessment is conducted a minimum of every 4 hours and a maximum of every 8 hours 
while the patient is experiencing acute withdrawal symptoms (i.e. a D/A score >8).  The nurse 
may increase the frequency of the assessment according to patient’s needs.   
 

9. Once the acute withdrawal symptoms have subsided, the administration of the assessment may 
be changed or increased to every 6 hours. 
 

10. As part of assessment procedure, any symptoms of medical distress shall be documented 
addressed with the physician/physician assistant or CRNP and progress shall be noted.   

 
11. The detoxification assessment may be discontinued when no sedative medications have been 

used in four consecutive assessments.  Nurse must contact the physican/physican assistant or 
CRNP to receive an order to advance the patient to rehab.  The phsycian/physician assistant or 
CRNP must review the patient’s physical status prior writing the order to advance to rehab 
status. 
 

12. Once the order is written, all detoxification medications are discontinued.  Once patient is 
advanced from detox to rehab status, patients are considered for inpatient rehab or aftercare 
outside the facility where deemed appropriate for the Treatment Team.  The patient’s primary 
counselor is responsible for aftercare arrangements and for providing information regarding 
importance of further treatment past detoxification. 
 

13. When the physician orders a specific frequency for detoxification assessments, a 
physician’s/CRNP order is required to reduce or discontinue the frequency. 
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14. Scoring the assessment: 
 

a. Following the patient’s response to the designated questions, the nurse will enter the 
appropriate score on the assessment.  See scoring sheets in HER for scoring 
appropriately. 

b. Add the scores and enter total score on line entitled ‘Total”. 
c. Enter medications given to the patient for detoxification regimen on the detoxification 

medications section of the assessment.   
d. No schedule II, III, or IV medications may be given for a detoxification score of less than 

eight.  
e. The nurse must reassess the patient within one hour following administration of 

medication.  The nurse will assess the patient’s response to medication, determine the 
need for additional medication and document same. 

 
15. Detoxification Protocols - Appropriate Detoxification Protocol is determined by 

physician/physician assistant/CRNP based on the assessment and drug and alcohol use. 
 

1.   Patients protocols will be determined utilizing a combination of the following factors: 
a. History of prior difficult withdrawal, including: DT’s, severe shakes, hallucinations, 

seizures 
b. History of long-term, heavy drinking or drug use 
c. Clinical presentation of patient at the time of admission – assessment of physical 

appearance – flushing, tremulousness, anxiety, and agitation – and vital signs 
d. History of prior AMA 
e. BAL greater the .25 on admission 

 
2.  Medications: 

a. Buprenorphine – as prescribed per protocols 
b. Phenobarbital – as prescribed 
c. Serax - as prescribed 
d. Thiamine – as prescribed 
e. Phenergan - as prescribed 
f. Robaxin – as prescribed 
g. Motrin – as prescribed 
h. Bentyl – as prescribed 
i. Trazadone – as prescribed 
j. Catapres – as prescribed 
k. Multivitamins - as prescribed 
l. Tylenol - as prescribed 
m. Amphogel - as prescribed 
n. Vistoril - as prescribed 
o. Folate - as prescribed 
p. Pepto Bismol – as prescribed 
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q. Klonopin – as prescribed 
r. Robitussin – as prescribed 
s. Claritin – as prescribed 
t. Mucinex – as prescribed 
u. Milk of Mag – as prescribed 
v. Fluids are encouraged 

 
3. Detoxification will usually be completed in 3 – 5 days but may be prolonged based on the 

severity of the symptoms. 
 

4. Detoxification protocol for opiate addicts is decided by Medical Staff.   
 

5. Catapres is used to control the cramping, diarrhea, bone, aches, rhinorrhea, muscle 
spasms, etc or opiate withdrawal.  It will not affect the restlessness, anxiety, or 
sleeplessness of opiate withdrawal.  Phenobarbital and/or Serax are used to address 
these symptoms.  Although the two drugs have a synergistic effect on lowering blood 
pressure and causing drowsiness, they are safe to administer simultaneously, the blood 
pressure being the limiting factor. 

 
6. Patients may appear to be drug seeking.  This is a symptom of withdrawal and should be 

addresses appropriately.    
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
APPROVED:  DATE:  
 
APPROVED:  DATE:  
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PURPOSE: 
To provide quality care and safe detox protocol to all patients. 
 

 
POLICY: 
Nursing staff shall follow the Clinical Institute Withdrawal Assessment (CIWA) for detox assessments 
for patients.  
 
 
DEFINITIONS:   n/a 
 
    
 
PROCEDURES: 
 

1. The nurse will utilize the Clinical Institute Withdrawal Assessment (CIWA) to assess patients and 
document the results of the assessment in the patient record.  
 

2. Nurses will obtain: 
a) Temperature   No scoring  
b) Blood Pressure  No scoring  
c) Respirations  No scoring  

 
3. Nurse will obtain Pulse    

a) 0-80  0 
b) 81-100  1 
c) 101-120  2  
d) Above 120  4 

 
4. Nurses will score for Eating Disturbance   

a) Able to eat with no nausea   0 
b) Ate some and/or some nausea and vomiting 3-4  
c) Not able to eat/severe nausea and vomiting 7 

 
5. Nurses will score for Tremor  

a) No tremor       0 
b) Tremor not visible but palpable    1 
c) Moderate degree of visible tremor with arms extended 2 
d) Severe tremor even when arms not extended  4 

 
6. Nurses will score for Paroxysmal Sweats   

a) No sweating visible    0 
b) Mild sweating/moist palms   1 
c) Beads of sweat obvious on forehead  4 
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d) Drenching sweat      7 

 
7. Nurses will score for Anxiety and Agitation  

a) No anxiety, at ease     0 
b) Moderate anxiety, fidgety or restless   4 
c) Pacing, near panic degree of anxiety   7 

 
8. Nurses will score for Hallucinations  

a) No auditory, tactile or visual hallucinations  0 
b) Mild auditory hallucinations    1 
c) Moderately severe AH, VH or TH   4 
d) Grossly psychotic with constant hallucinations 7 

 
9. Nurses will score for Orientation and clouding of sensory  

a) Oriented X3 and no clouding      0 
b) Uncertain of exact day or date but sensory/cognition intact   1 
c) Disoriented to date by no more than 2 calendar days   2 
d) Disoriented to date by more than 2 calendar days and/or mild confusion evident 3  
e) Moderately confused and also disoriented to place and/or person  4   

 
 
** No medication shall be given for detox scores that are LESS than 10 **       
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
APPROVED:  DATE:  
 
APPROVED:  DATE:  
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PURPOSE: 
To provide quality care and safe detox protocol to all patients. 
 

 
POLICY: 
Nursing staff shall follow the scale listed below when making detox assessments for patients. 
 
 
DEFINITIONS:    n/a 
 
    
  
PROCEDURES: 
 

1. The nurse will utilize the Clinical Opiate Withdrawal Scale (COWS) to assess patients and 
document the results of the assessment in the patient record.  
  

2. Nurses will obtain: 
a) Temperature   No scoring  
b) Blood Pressure No scoring  
c) Respirations  No scoring  

3. Nurse will obtain pulse 
a) 80 = 0 
b) 81-100 = 1 
c) 101-120 = 2 
d) Above 120 = 4  
   

4. Nurse will score for Tremor  
a) No tremor    0 
b) Tremor not visible but palpable 1 
c) Tremors slight    2 
d) Gross tremors    4 

  
5. Nurse will score for Paroxysmal Sweats        

a) No sweating visible    0 
b) Subjective Sweats     1 
c) Flushing of face     3 
d) Beads of sweat on face    4 

 
6. Nurse will score for Anxiety and Agitation  

a) No anxiety, at ease    0 
b) Moderate anxiety, fidgety or restless  1 
c) Obviously irritable      2 
d) Irritability and anxiety to the point of unable to sit still 4 
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7. Nurse will score for Hallucinations  
a) No auditory, tactile or visual hallucinations 0 
b) Mild auditory hallucinations   1 
c) Moderately severe AH, VH or TH  4 

 
8. Nurse will score for GI Disturbance  

a) None      0 
b) Stomach cramping     1 
c) Nausea /loose stool     2 
d) Vomit /diarrhea     3 
e) Multiple episodes of N/V   5    

 
9. Nurse will score for Muscle spasms / Bone aches  

a) None      0 
b) Mild      1 
c) Intermittent, moderate    2 
d) Severe      4 

 
10. Nurse will score for Piloerection and Pupillary dilation  

a) None      0 
b) Mild      2 
c) Moderate     4 
d) Severe (“turkey skin” or “bug eyed”  7    

 
** No medication shall be given for detox scores that are LESS than 8 **  
 
 
 
 
 
 
 
 
 
APPROVED:  DATE:  
 
APPROVED:  DATE:  
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PURPOSE: 
To provide guidelines for Detox staff in describing withdrawal symptomatology in the nursing notes and 
progress notes. 

 
DEFINITIONS/EQUIPMENT: 

N/A 
 
SCOPE AND RESPONSIBILITY: 
The admitting physician or physician assistant  will evaluate the level of withdrawal or intoxication a 
patient is experiencing. 

 
POLICY: 
Mild, moderate and severe may be utilized to collectively describe withdrawal signs and symptoms 
providing the following criteria are used: 

 
1. Mild Withdrawal – Signs/symptoms may be utilized to describe this 

withdrawal state if the following criteria are met: 
 

a. alcohol – mild withdrawal will include no more than a  
fine tremor and anxiety.  The vital signs are stable. 

                
b. opiates– mild withdrawal would include some dilation of the pupils, rhinorrea, and 

yawning.  The patient would complain of malaise and generalized discomfort and would 
be irritable. 

 
c. sedatives – mild withdrawal should suggest no more than reported anxiety and some 

restlessness. 
 

d. stimulants – mild withdrawal would include fatigue and some irritability. 
 

2. Moderate Withdrawal – signs/symptoms may be utilized to describe this withdrawal state if the 
following criteria are met: 
 

a. Alcohol – vital signs will indicate increase in blood pressure and/or 
pulse.  Some nausea and vomiting, tendon hyperrefelxia and  
 
diaphoresis may be present.  A coarse tremor will be present. 
However, no seizures or hallucinosis are reported or observed. 

 
b. opiates – positive for mydriasis, lacrimation, increased bowel  

sounds and piloerection.  Symptomatically, the patient would 
report some nausea, vomiting, general myalgia, arthralgia and 
anxiety.  Marked irritability is present. 
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c. sedatives – moderate withdrawal would include tremulousness, 
insomnia, anorexia, nausea, vomiting, tendon hyperreflexia, 
diaphoresis and orthostatic hypertension. 

 
d. stimulants – positive for significant fatigue, hypersomnia, and 

irritability. 
 

3. Severe Withdrawal – signs/symptoms may be utilized to describe this 
withdrawal state if the following criteria are met: 
 

a. alcohol – positive for active hallucinosis and confusion.  Seizures 
appear imminent.  The vital signs will be elevated and the patient 
will be grossly tremulous.  The temperature may be elevated as well. 

 
b. opiates – persistent nausea and vomiting is present.  The patient 

complains of marked myalgia, arthralgia and anxiety.  The physical signs of moderate 
withdrawal are present as well.  Tachycardia and 
hypertension may also be observed. 

 
c. sedatives – the physical signs of moderate withdrawal are present. 

However, at this point the patient may be reporting hallucinosis and impending delirium.  
Seizures may be observed. 

 
d. stimulants – marked rebound fatigue may be present.  The patient  

reports depression and perhaps suicidal ideation. 
 
 
 
 
 
 
 
APPROVED:  DATE:  
 
APPROVED:  DATE:  
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PURPOSE: 
 
In order to achieve an infection-free environment, RCA has established a Safety and Infection Control 
Committee (SIC) and the following policies. 

 
POLICY: 
 
RCA desires to keep the facility as free of infection as is possible.   
 
 
DEFINITIONS:    
 
Standard Precautions (formerly known as Universal precautions) - an infection control strategy 
designed to reduce the risk of transmission of microorganisms from both recognized and unrecognized 
sources of infection.  Standard Precautions synthesize the major features of Universal (Blood and Body 
Fluid) Precautions (designed to reduce the risk of transmission of bloodborne pathogens) and Body 
Substance Isolation (designed to reduce the risk of transmission of pathogens from moist body 
substances) and applies them to all patients regardless of their diagnosis or presumed infection status.  
Standard Precautions apply to (1) blood, (2) all body fluids, secretions and excretions except sweat, 
regardless of whether they contain visible blood, (3) non-intact skin, and (4) mucous membranes. 
 
Transmission-based Precautions - used in addition to Standard Precautions for patients known or 
suspected to be infected by epidemiologically important pathogens spread by airborne or droplet 
transmission or by contact with dry skin or contaminated surfaces.  They include (1) Airborne, (2) 
Droplet and (3) Contact Precautions.  Refer to policy 9000.008 - Isolation Precautions:  Transmission 
Based. 
     
PROCEDURES: 
 

A. Standard Precautions – RCA follows the most current guidelines of the Centers for Disease 
Control and Prevention (CDC) for prevention of disease transmission, modified as needed for the 
unique needs of the organization.  Standard Precautions are used for all patients. 

 
1. The procedures detailed below were developed utilizing the 2007 CDC publication Guideline 

for Isolation Precautions:  Preventing Transmission of Infectious Agents in Healthcare 
Settings.  A link to the complete document can be found on the Intranet.    
(http://www.cdc.gov/hicpac/pdf/isolation/Isolation2007.pdf.) 
 

2. Standard Precautions are used for the care of all patients.  Standard Precautions apply to (1) 
blood, (2) all body fluids, secretions and excretions except sweat, regardless of whether they 
contain visible blood, (3) non-intact skin, and (4) mucous membranes. 

 
3. Handwashing 
 

http://www.cdc.gov/hicpac/pdf/isolation/Isolation2007.pdf
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a. The Centers for Disease Control has determined that hand washing is the single most 

important means of preventing the spread of infection.  The practice of hand washing 
as an effective means for preventing infection rests on its ability to remove most 
transient organisms acquired by contamination of the hands.  Decontamination of the 
hands is absolutely essential for prevention and control of nosocomial infection. 

b. Correct hand washing includes the following steps: 
i. Wet hands 
ii. Apply liquid soap 
iii. Apply friction for a minimum of 15 seconds following contact with body fluids 
iv. Rinse 
v. Dry with paper towel 
vi. Turn off faucets with paper towel 
vii. Discard towel in trash can 

c. Personnel should wash their hands in each of the following situations: 
i. On arrival at work 
ii. Before and after patient care 
iii. After personal use of the toilet 
iv. After blowing or wiping the nose 
v. After handling contaminated materials 
vi. After removing gloves 
vii. Before eating, drinking, smoking, applying cosmetics or handling contact 

lenses 
viii. Before leaving work 

d. Alcohol-based hand sanitizer is available at the nurses’ stations and in first aid kits.  
When hands are visibly soiled, washing with soap and running water is the preferred 
method.  Alcohol-based hand rinses are not effective against C-diff spores or 
Norovirus.  To prevent ingestion, alcohol-based hand sanitizers are not to be made 
available to patients unless staff supervision is provided. 

4. Gloves 
a. Wear clean, non-sterile gloves when touching blood, body fluids, secretions, 

excretions and contaminated items.   
b. Put on clean gloves just before touching mucous membranes and non-intact skin. 
c. Change gloves between tasks and procedures on the same patient after contact with 

material that may contain a high concentration of microorganisms.   
d. Remove gloves promptly after use before touching non-contaminated items and 

environmental surfaces and before going to another patient and wash hands 
immediately to avoid transfer of microorganisms to other patients or environments. 

e. Latex gloves may not be washed and reused.   
f. Gloves with cuts or holes should be replaced immediately.   
g. Fingertips may not be cut from gloves for phlebotomy or other procedures.  . 

 
5. Masks, eye protection, face shields 
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a. Wear a mask and eye protection or a face shield to protect mucous membranes of the 

eyes, nose and mouth during procedures and patient care activities that are likely to 
generate splashes or sprays of blood, body fluids, secretions and excretions. 

 
6. Gowns 

a. Wear a gown (clean, non-sterile) to protect skin and prevent soiling of clothing during 
procedures and patient-care activities that are likely to generate splashes or sprays of 
blood, body fluids, secretions, or excretions or cause soiling of clothing.   

b. Select a gown that is appropriate for the activity and amount of fluid likely to be 
encountered.   

c. Remove a soiled gown as promptly as possible and wash hands to avoid transfer of 
microorganisms to other patients or environments. 

 
7. Patient-care equipment 

a. Handle used patient-care equipment soiled with blood, body fluids, secretions and 
excretions in a manner that prevents skin and mucous membrane exposures, 
contamination of clothing and transfer of microorganisms to other patients and 
environments.   

b. Ensure that reusable equipment is not used for the care of another patient until it has 
been appropriately cleaned and reprocessed and single-use items are properly 
discarded.   

 
8. Environmental control 

a. Follow established procedures for the routine care, cleaning and disinfection of 
environmental surfaces, beds, bedrails, bedside equipment and other frequently 
touched surfaces.  See Housekeeping and other department-specific policies.  

 
9. Linen 

a. Handle, transport and process used linen soiled with blood, body fluids, secretions 
and excretions in a manner that prevents skin and mucous membrane exposures, 
contamination of clothing and avoids transfer of microorganisms to other people and 
environments.  See Housekeeping policy.  

 
10. Occupational health and bloodborne pathogens 

a. See Infection Control policies regarding “Occupational Exposure to Bloodborne 
Pathogens” and “Bloodborne Pathogens Exposure Control Plan”. 

b. Take care to prevent injuries when using needles, lancets, scalpels, and other sharp 
instruments or devices.   

c. Take care when handling, cleaning or disposing of used needles, lancets or other 
sharp instruments.  Never recap used needles or otherwise manipulate them using 
both hands.   

d. Place used disposable syringes and needles, lancets and scalpel blades and other 
sharp items in appropriate puncture-resistant containers. 
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e. Sharps containers are kept locked in medication rooms, medical offices and the Lab 

to prevent client access.  In medication rooms, the key to the sharps box holder can 
remain in the lock, provided that the room is secured at all times. The sharps disposal 
box is to be removed from the holder and transported to the place where the injection 
will be administered.  The person who administers the injection, draws blood or uses 
the lancet (physician, nurse, lab technician or client) should directly place the item into 
the sharps container.  Uncapped sharps are never to be placed on surfaces, wrapped 
in tissues or paper towels, or discarded in trash cans. 

f. Use mouthpieces, resuscitation bags or other ventilation devices as an alternative to 
mouth-to-mouth resuscitation methods. 

 
B. Newly admitted persons – in order to address the potential hazard of infection of communicable 

disease being introduced into the patient community by newly admitted patients, the following 
measures will be observed: 
1. Vital signs are taken on admission and whenever deemed necessary based on a patient’s 

presentation. 
2. A physical examination is given to each patient within twenty-four hours after admission 
3. Laboratory tests performed on each patient on admission may include the following: 

a. Chemzyme profile 
b. CBC 
c. Routine urinalysis 
d. Tine test 
e. Hepatitis B Surface Antigen and Anti-Hepatitis A (Total) for those patients who have 

abused drugs via the intravenous route and/or have been sexually promiscuous and 
deemed to have evidence of active disease by the physician. 
 

4. Patient reports are reviewed by the physician/CRNP and appropriate treatment is prescribed 
by him/her.  Reports will be forwarded to the patient’s family doctor with the permission of the 
patient. 

 
C. Patients residing in the community – during orientation, the patient is instructed to report any 

symptoms of illness or infection to the nurse in charge.  Procedure to be followed by the 
symptoms are: 

a. Notification of the physician/CRNP. 
b. Symptomatic treatment with medications when appropriate. 
c. Lab Testing (i.e., CBC, liver studies, cultures, x-rays, etc) as indicated. 
d. Monitoring of vital signs. 
e. Food services chores prohibited. 
f. Documentation of test results, physical examination, treatment and medications 

are maintained in the patient’s chart. 
g. An Infection Report Form is completed monthly and submitted to the OI 

Coordinator.  These reports will be used to generate the monthly report to the 
Infection Control Committee. 
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D. Employees – new employees receive laboratory test screening and other infection control 

measures consisting of the following: 
1. Orientation to the importance of infection control, standard universal precautions and 

personal hygiene and their responsibilities in the program. 
2. Employees’ results are reviewed by the physician/CRNP at the facility and copies are given 

to the employee to give to his/her family physician. 
3. Mantoux test is repeated annually for the duration of employment.  Results are maintained in 

the employee’s personnel file. 
4. The supervisor determines fitness for work when an employee has been absent from work 

due to an illness. 
5. Likewise, annually, an in-service program on infection control is presented for all employees. 
6. Immune Gamma Globulin to staff and/or patients shall be administered when deemed 

appropriate by the physician/CRNP as a precautionary measure, for example to Hepatitis A. 
7. Influenza vaccine will be offered to those staff who desire it.  Hepatitis B vaccine is 

recommended for all staff but not required or offered. 
8. Follow-up care for a positive tine test is a chest x-ray. 
9. Employees must attend mandatory training regarding infection control upon hire and annually 

thereafter. 
 

E. Reporting & Surveillance - Any suspected communicable disease that is so designated will be 
reported to the Health Department by the Nursing department or SIC designee.  
 
1. SIC is charged with developing effective measures to prevent, identify and control infections 

in conjunction with the Professional Staff.  SIC will maintain a liaison with the Quality 
Improvement Committee and will have the authority to institute any control measures or 
studies when there is reasonably considered to be danger to any patient or employee. 

 
2. The committee defines nosocomial infections to provide for uniform identification and 

reporting of infection to determine trends. 
 

a. A nosocomial infection is defined as any infection that is diagnosed 48 hours or more 
after admission. 

b. The diagnosis will be documented in the progress notes and in the discharge 
diagnosis.  

c. Appropriate cultures and specimens will be taken and sent to the laboratory for 
diagnosis. Examples include, but not limited to:  

i. Cultures of blood  
ii. Urine  
iii. Pus  
iv. Sputum  
v. Stool  

d. It is recognized that not all nosocomial infections require culture and laboratory 
diagnosis. Examples include, but not limited to:  

i. Otitis Media  
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ii. Dermatological Infections  
iii. Viral Infections  
iv. Conjunctivitis  

e. Adjunct laboratory data is obtained as deemed necessary and appropriate. Examples 
include but are not limited to:  

i. Chest X-ray  
ii. Blood Count  
iii. Urinalysis  

f. At risk population is defined as the number of residents with infections divided by the 
ADC plus the number of admission times 100 for the month. 

g. The committee reviews, evaluates and maintains records of cases of infectious 
disease present in the facility for both patients and staff during the past month and 
discusses ramifications in these cases.  The committee identifies potential sources of 
infection within the facility and develops preventative surveillance and control 
procedures relating to the inanimate environment.  A member, designated by the 
committee each month will do a walk-through of the building to look for possible 
sources of infection such as dirty sinks, anything stored on the floor, dirty aprons, 
unlabeled containers, etc. 

h. The committee evaluates and implements corrective action to eliminate potential 
sources of infection. 

i. The committee provides annual in-service program on infection control for the 
education of the employees. 

j. All cleaning products coming into the facility will be checked by the Safety Director to 
determine whether they are bacterialcidal or fungicidal and will be helpful to maintain 
an infection controlled environment. 

k. The committee shall review the policies and procedures relating to Infection Control 
annually. 

l. Regular agenda items for the committee shall include:  review of infections present, 
report of walk-through, dietary issues, smoking concerns, cleaning products, general 
storage and waste disposal. 

m. The committee is consultant for various departments regarding purchase of all 
equipment and supplies used for disinfections, decontamination and sterile supplies.  
It reviews all new cleaning products to determine whether they are bacterialcidal or 
fungicidal and whether they will be helpful to maintain an infection controlled 
environment. 

3. RCA’s criteria for transferring to a general hospital an infection that is too hazardous for the 
safety of RCA’s population is at the experience and judgment of the Medical Director or 
designee.  

 
F. Definitions and examles of Infection 

 
1. Urinary Tract Infection (UTI)  

a. Asymptomatic Bacteriuria – colony counts in urine greater than 100,000 organisms 
per ml without previous or current manifestations 
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b. Other UTI with onset of clinical signs or symptoms such as fever, dysuria, hematuria 

or pyuria, foul smell, change in bladder habits, new insertion of Foley catheter. 
Colony counts greater than 10,000 pathogens per ml or with pyuria of greater than 
20 WBC’s per high power field in uncentrifuged specimen.  

2. Respiratory Infections  
a. Upper Respiratory Infection (URI) – this category includes clinical manifest 

symptoms of the nose, throat or ear (singly or in combination). Symptoms include a 
cold, flu, sore throat, pharyngitis and otitis media among others.  

b. Lower Respiratory Infection (LRI) – this category includes clinical signs and 
symptoms such as cough, pleuritic chest pain, pneumonia-positive chest x-ray and 
particularly purulence.  

3. Gastrointestinal (GI)  
a. Viral diarrhea, increased diarrhea per resident. This could also include clinically 

symptomatic gastroenteritis associated with a culture which is positive for a known 
pathogen.  

4. Skin and Subcutaneous Infections 
5. Burn Infections  
6. Surgical Wound Infections – any surgical wound which drains purulent material, with or 

without a positive culture  
7. Other Cutaneous Infections – any purulent material in skin or subcutaneous tissue, whether 

or not a culture is positive includes non-surgical wounds as well as dermatitis and decubitus 
ulcers.  
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PURPOSE: 
 
Provide guidelines for obtaining patient consent prior to HIV testing. 

POLICY: 
 
All patients will sign the approved consent form prior to HIV testing. 

 
DEFINITIONS / EQUIPMENT: 
 
 
SCOPE AND RESPONSIBILITY: 
 
Following receipt of the physician’s order for HIV testing, the unit nurse will conduct pretest counseling 
and obtain the patient’s written consent for testing. 
 
PROCEDURES: 
 
1. Patients requesting HIV testing are referred to the Medical Department for a physician's order. 

 
2. After an order for HIV testing is obtained, the unit nurse will conduct at least one educational 

session with the patient to review the information contained in the education and consent form and 
make available to the patient information regarding the prevention of, exposure to and 
transmission of HIV.  If the patient needs assistance with reading, the information and consent 
form must be read to the patient before signature of consent is obtained.  All patient education is 
documented in the patient record, HIS. 
 

3. The patient is to be referred again to the physician if he/she is ambivalent about testing or has 
questions beyond the scope of the nursing staff. 

 
4. After the education process has been completed to the satisfaction of the nurse and the patient, 

the patient signs the consent form in the designated space to indicate that he/she understands the 
information and agrees to proceed with HIV testing.  The nurse adds his/her signature, indicating 
required information was reviewed with the patient. 

 
5. A copy of the form is offered to the patient and the appropriate space is checked, indicating 

acceptance or refusal.  The original form is placed on the patient’s chart. 
 

6. The patient may revoke his/her consent for HIV testing at any time prior to processing of the 
specimen. 
 

7. With the physician’s approval, the nurse may discuss a normal/negative test result with the patient.   
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8. Positive confirmed test results should be referred to the physician for disposition. 

 
9. Patients in need of additional information, counseling, and assistance with aftercare related to HIV-

infection may be referred to the Nursing Supervisor. 
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PURPOSE: 
To describe outpatient services offered at RCA outpatient sites. 

DEFINITIONS/EQUIPMENT: 
N/A 

POLICY: 
The following outpatient services will be offered at all RCA outpatient sites: 

A. Partial Hospitalization/Day Program (PHP) 
1. Our Partial Hospitalization Program provides treatment to those needing daily care in an

outpatient setting.  
2. Intensive treatment is provided five days a week for four hours each day.
3. 20 hours of step down treatment per week prior to Intensive Outpatient Treatment which is

typically nine hour per week is provided.  
4. All patients receive group therapy and education seminars five days a week
5. Patients receive individual therapy sessions two times per week
6. Family therapy sessions are offered to all patients once every 2 weeks or more frequent if

needed. 
7. Psychiatric and medical consultation is provided to patients as needed.
8. Each patient will receive an intake assessment upon admission
9. Each patient that is admitted will participate in a psychosocial evaluation with RCA staff
10. Each patient is assigned to a primary therapist who will formulate an individual treatment

plan based on the assessment information and according to patient's specific needs.
11. Each patient will be evaluated for use of anti-craving medications such as Vivitrol and

Naltrexone.

B. Intensive Outpatient Treatment (IOP) 
1. Provides a primary, organized treatment program to patients who establish abstinence and

recovery within the context of their usual daily activities. 
2. Consists of educational and group therapy sessions three days a week for three hours per

day. 
3. IOP groups are provided during both the day and evening hours and on weekends.
4. Family therapy sessions provided as needed
5. Psychiatric and medical consultation provided to our patients as needed.
6. Each patient will receive an intake assessment upon admission
7. Each patient that is admitted will participate in a psychosocial evaluation with RCA staff
8. Each patient is assigned to a primary therapist who will formulate an individual treatment plan

based on the assessment information and according to patient's specific needs.
9. Each patient will be evaluated for use of anti-craving medications such as Vivitrol and

Naltrexone.

C. Outpatient Treatment (OP) 
1. Least structured option in our continuum of services.
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2. Program consists of educational and group therapy sessions one to two times a week in an

hour-and-a-half to two hour session.
3. GOP groups are provided during both the day and evening hours and on weekends.
4. Family therapy sessions are provided as needed
5. Psychiatric and medical consultation is provided to our patients as needed.
6. Each patient will receive an intake assessment upon admission
7. Each patient that is admitted will participate in a psychosocial evaluation with RCA staff
8. Each patient is assigned to a primary therapist who will formulate an individual treatment plan

based on the assessment information and according to patient's specific needs.

APPROVED: DATE: 

APPROVED: DATE: 
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Hogan unveils plan to fight heroin

By Michael Dresser
The Baltimore Sun

FEBRUARY 24, 2015, 9:50 PM

G ov. Larry Hogan unveiled Tuesday what he called a "holistic" strategy to deal with Maryland's growing
heroin problem, but stopped short of declaring the state of emergency he vowed last year to put in place.

After weeks of buildup, Hogan announced a fourpronged approach to one of the signature issues of his campaign.
It involves no dramatic breaks from the policies followed by former Gov. Martin O'Malley. Hogan put much of the
substantive policy development in the hands of a task force that will report to him by Dec. 1.

The program includes a $500,000 federal grant, but no new state money for treatment.

At a State House news conference, Hogan seemed to choke up several times as he described how pervasive he
found the problem as he traveled around the state last year.

"This used to be considered an urban problem, but it's not anymore," he said. All over the state, he said, local
officials told him heroin had become their No. 1 problem. The governor said he felt a personal connection because
a cousin died of an overdose a couple of years ago.

"I know the kind of devastation it can cause for families and communities, but still I was shocked by how
widespread this problem had become," he said.

Hogan said heroin was both a law enforcement problem and a health issue. "This is a disease, and we will not be
able to just arrest our way out of that crisis," he said.

Some were unimpressed by the governor's plan.

"This is the biggest joke I've ever heard in my life," said Mike Gimbel, a former drug user who served as director of
Baltimore County's substance abuse office. "We need longterm, residential drugfree treatment in the state of
Maryland. We've never had it. There are people out there who need it immediately."

Del. Kirill Reznik, a Montgomery County Democrat, said the task force duplicates the Alcohol and Drug Abuse
Council he has served on since it was created by O'Malley in 2007. Reznik said the council has already identified
what the state needs — more treatment beds and more preventive education programs starting as early as
elementary school.

"I'm not seeing anything that begins to really address this problem," he said. "The idea of another task force, I'm a
little skeptical of it."

Others applauded Hogan's effort. Del. Brett Wilson, a Hagerstown Republican who was named to the task force,
called the plan "exactly what we need."

"I like this approach about actually learning about a problem before we address it," he said.

Del. Peter A. Hammen, a Baltimore Democrat who chairs the House health committee, also welcomed the

http://www.baltimoresun.com/topic/politics-government/government/martin-omalley-PEPLT007459-topic.html
http://www.baltimoresun.com/topic/politics-government/government/larry-hogan-PEPLT0009123-topic.html
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program . "I'm pleased the governor is focusing on the issue because it's a significant problem throughout the
state."

Heroin overdoses have shot up 95 percent since 2010 as the drug's price has fallen and prescription painkillers
have become more difficult to obtain. In 2013, Hogan said, Maryland had 464 overdose deaths, exceeding the
state's 387 homicides. He said preliminary numbers show deaths by overdose continued to rise last year.

His fourpoint program includes two executive orders — one to create a coordinating council of the agencies
involved in tackling the problem and the other setting up the task force. Lt. Gov. Boyd Rutherford will chair both
groups.

The third point was Hogan's announcement of a donation of 5,000 EVZIO kits for the rapid treatment of heroin
and other opiate overdoses by manufacturer Kaleo Pharmaceuticals. EVZIO is a delivery device similar to an epi
pen for the delivery of naloxone, a drug used to counter the effects of those substances in emergencies. Each kit has
two doses, for a total of 10,000.

Hogan also announced a $500,000 federal grant to the Governor's Office of Crime Control and Prevention that
will be used to increase treatment programs in the state's jails and prisons.

After the announcements, Hogan signed the executive orders and left without taking questions. He turned over the
news conference to Rutherford, whom he had previously named his point man on the state's response to the heroin
epidemic.

Rutherford, asked why Hogan had decided not to declare the "state of emergency" he had talked about during the
campaign, said the administration found there is no statutory basis for such a declaration.

"We still consider it an emergency," Rutherford said. "It really doesn't fit from a legal standpoint."

During his campaign, Hogan criticized the administration of O'Malley and Lt. Gov. Anthony G. Brown for leaving
Maryland as the only state on the East Coast that hadn't declared a heroin emergency — a claim that was later
debunked. The Republican candidate repeatedly charged that the Democratic administration did little to address
the heroin epidemic.

Hogan's plan so far is similar to O'Malley initiatives.

Hogan's coordinating council will consist of the departments of Health and Mental Hygiene, Public Safety and
Correctional Services, Juvenile Services and Education, as well as the Maryland State Police and other agencies.
The membership largely overlaps that of a group O'Malley formed last June to address the overdose treatment
problem.

The new administration's work in securing the donation of naloxone doses builds on Maryland's efforts in recent
years to put the drug in the hands of more first responders, to expand training on its use and to make the drug
eligible for Medicaid coverage.

Like O'Malley, Hogan is facing criticism from advocates for cutting the budget for providers of drug treatment.

Dan Martin, public policy director of the Mental Health Association, said the things Hogan announced Tuesday
are "important and necessary."

But Martin and his group will be part of a rally Wednesday outside the State House calling for the restoration of
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$23 million cut by the O'Malley and Hogan administrations from programs that include drug treatment.

"What we really need is to restore the budget for behavioral health so that people with substance abuse and mental
health issue can get the treatment they need," Martin said.

mdresser@baltsun.com
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Principles of Drug Addiction Treatment: A 
Research-Based Guide (Third Edition) 

Principles of Effective Treatment 

Print 

1. Addiction is a complex but treatable disease that affects brain function and 

behavior. Drugs of abuse alter the brain's structure and function, resulting in changes 

that persist long after drug use has ceased. This may explain why drug abusers are at 

risk for relapse even after long periods of abstinence and despite the potentially 

devastating consequences. 

2. No single treatment is appropriate for everyone. Treatment varies depending on 

the type of drug and the characteristics of the patients. Matching treatment settings, 

interventions, and services to an individual's particular problems and needs is critical to 

his or her ultimate success in returning to productive functioning in the family, 

workplace, and society. 

3. Treatment needs to be readily available. Because drug-addicted individuals may be 

uncertain about entering treatment, taking advantage of available services the moment 

people are ready for treatment is critical. Potential patients can be lost if treatment is 

not immediately available or readily accessible. As with other chronic diseases, the 

earlier treatment is offered in the disease process, the greater the likelihood of positive 

outcomes. 

4. Effective treatment attends to multiple needs of the individual, not just his or 

her drug abuse. To be effective, treatment must address the individual's drug abuse 

and any associated medical, psychological, social, vocational, and legal problems. It is 

also important that treatment be appropriate to the individual's age, gender, ethnicity, 

and culture. 

5. Remaining in treatment for an adequate period of time is critical. The 

appropriate duration for an individual depends on the type and degree of the patient's 

problems and needs. Research indicates that most addicted individuals need at least 3 

months in treatment to significantly reduce or stop their drug use and that the best 

http://www.drugabuse.gov/publications/principles-drug-addiction-treatment-research-based-. .. 5/112015 



Principles of Effective Treatment I National Institute on Drug Abuse (NIDA) Page 2 of4 

outcomes occur with longer durations of treatment. Recovery from drug addiction is a 

long-term process and frequently requires multiple episodes of treatment. As with other 

chronic illnesses, relapses to drug abuse can occur and should signal a need for 

treatment to be reinstated or adjusted. Because individuals often leave treatment 

prematurely, programs should include strategies to engage and keep patients in 

treatment. 

6. Behavioral therapies-including individual, family, or group counseling-are the 

most commonly used forms of drug abuse treatment. Behavioral therapies vary 

in their focus and may involve addressing a patient's motivation to change, providing 

incentives for abstinence, building skills to resist drug use, replacing drug-using 

activities with constructive and rewarding activities, improving problem-solving skills, 

and facilitating better interpersonal relationships. Also, participation in group therapy 

and other peer support programs during and following treatment can help maintain 

abstinence. 

7. Medications are an important element of treatment for many patients, 

especially when combined with counseling and other behavioral therapies. For 

example, methadone, buprenorphine, and naltrexone (including a new long-acting 

formulation) are effective in helping individuals addicted to heroin or other opioids 

stabilize their lives and reduce their illicit drug use. Acamprosate, disulfiram, and 

naltrexone are medications approved for treating alcohol dependence. For persons 

addicted to nicotine, a nicotine replacement product (available as patches, gum, 

lozenges, or nasal spray) or an oral medication (such as bupropion or varenicline) can 

be an effective component of treatment when part of a comprehensive behavioral 

treatment program. 

8. An individual's treatment and services plan must be assessed continually and 

modified as necessary to ensure that it meets his or her changing needs. A 

patient may require varying combinations of services and treatment components during 

the course of treatment and recovery. In addition to counseling or psychotherapy, a 

patient may require medication, medical services, family therapy, parenting instruction, 

vocational rehabilitation, and/or social and legal services. For many patients, a 

continuing care approach provides the best results, with the treatment intensity varying 

according to a person's changing needs. 

9. Many drug-addicted individuals also have other mental disorders. Because drug 

abuse and addiction-both of which are mental disorders-often co-occur with other 

mental illnesses, patients presenting with one condition should be assessed for the other 

(s). And when these problems co-occur, treatment should address both (or all), 

including the use of medications as appropriate. 

10. Medically assisted detoxification is only the first stage of addiction treatment 

and by itself does little to change long-term drug abuse. Although medically 
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assisted detoxification can safely manage the acute physical symptoms of withdrawal 

and can, for some, pave the way for effective long-term addiction treatment, 

detoxification alone is rarely sufficient to help addicted individuals achieve long-term 

abstinence. Thus, patients should be encouraged to continue drug treatment following 

detoxification. Motivational enhancement and incentive strategies, begun at initial 

patient intake, can improve treatment engagement. 

11. Treatment does not need to be voluntary to be effective. Sanctions or 

enticements from family, employment settings, and/or the criminal justice system can 

significantly increase treatment entry, retention rates, and the ultimate success of drug 

treatment interventions. 

12. Drug use during treatment must be monitored continuously, as lapses during 

treatment do occur. Knowing their drug use is being monitored can be a powerful 

incentive for patients and can help them withstand urges to use drugs. Monitoring also 

provides an early indication of a return to drug use, signaling a possible need to adjust 

an individual's treatment plan to better meet his or her needs. 

13. Treatment programs should test patients for the presence of HIV/ AIDS, 

hepatitis B and C, tuberculosis, and other infectious diseases as well as provide 

targeted risk-reduction counseling, linking patients to treatment if necessary. 

Typically, drug abuse treatment addresses some of the drug-related behaviors that put 

people at risk of infectious diseases. Targeted counseling focused on reducing infectious 

disease risk can help patients further reduce or avoid substance-related and other high

risk behaviors. Counseling can also help those who are already infected to manage their 

illness. Moreover, engaging in substance abuse treatment can facilitate adherence to 

other medical treatments. Substance abuse treatment facilities should provide onsite, 

rapid HIV testing rather than referrals to offsite testing-research shows that doing so 

increases the likelihood that patients will be tested and receive their test results. 

Treatment providers should also inform patients that highly active antiretroviral therapy 

(HAART) has proven effective in combating HIV, including among drug-abusing 

populations, and help link them to HIV treatment if they test positive. 

This page was last updated December 2012 
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FORM ADV

UNIFORM APPLICATION FOR INVESTMENT ADVISER REGISTRATION AND REPORT BY EXEMPT REPORTING ADVISERS

Primary Business Name: DEERFIELD MANAGEMENT COMPANY CRD Number: 157876

Other-Than-Annual Amendment - All Sections Rev. 10/2012

3/31/2015 3:12:47 PM

WARNING: Complete this form truthfully. False statements or omissions may result in denial of your application, revocation of your registration, or criminal

prosecution. You must keep this form updated by filing periodic amendments. See Form ADV General Instruction 4.

Item 1 Identifying Information

Responses to this Item tell us who you are, where you are doing business, and how we can contact you.

A. Your full legal name (if you are a sole proprietor, your last, first, and middle names):

DEERFIELD MANAGEMENT COMPANY, L.P. SERIES C

B. Name under which you primarily conduct your advisory business, if different from Item 1.A.:

DEERFIELD MANAGEMENT COMPANY

List on Section 1.B. of Schedule D any additional names under which you conduct your advisory business.

C. If this filing is reporting a change in your legal name (Item 1.A.) or primary business name (Item 1.B.), enter the new name and specify whether the

name change is of

your legal name or your primary business name:

D. (1) If you are registered with the SEC as an investment adviser, your SEC file number: 801-73284

(2) If you report to the SEC as an exempt reporting adviser, your SEC file number:

E. If you have a number ("CRD Number") assigned by the FINRA's CRD system or by the IARD system, your CRD number: 157876

If your firm does not have a CRD number, skip this Item 1.E. Do not provide the CRD number of one of your officers, employees, or affiliates.

F. Principal Office and Place of Business

(1) Address (do not use a P.O. Box):

Number and Street 1:

780 THIRD AVE.

Number and Street 2:

37TH FLOOR

City:

NEW YORK

State:

New York

Country:

UNITED STATES

ZIP+4/Postal Code:

10017

If this address is a private residence, check this box: 

List on Section 1.F. of Schedule D any office, other than your principal office and place of business, at which you conduct investment advisory business. If
you are applying for registration, or are registered, with one or more state securities authorities, you must list all of your offices in the state or states to
which you are applying for registration or with whom you are registered. If you are applying for SEC registration, if you are registered only with the SEC, or
if you are reporting to the SEC as an exempt reporting adviser, list the largest five offices in terms of numbers of employees.

(2) Days of week that you normally conduct business at your principal office and place of business:
Monday - Friday Other:

Normal business hours at this location:

8:00 A.M. - 5:00 P.M.

(3) Telephone number at this location:

212-551-1600

(4) Facsimile number at this location: 

212-599-3075

G. Mailing address, if different from your principal office and place of business address:

Number and Street 1: Number and Street 2:

City: State: Country: ZIP+4/Postal Code:

If this address is a private residence, check this box: 

H. If you are a sole proprietor, state your full residence address, if different from your principal office and place of business address in Item 1.F.:

Number and Street 1: Number and Street 2:

City: State: Country: ZIP+4/Postal Code:

Yes No

I. Do you have one or more websites?
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If "yes," list all website addresses on Section 1.I. of Schedule D. If a website address serves as a portal through which to access other information you have
published on the web, you may list the portal without listing addresses for all of the other information. Some advisers may need to list more than one portal
address. Do not provide individual electronic mail (e-mail) addresses in response to this Item.

J. Provide the name and contact information of your Chief Compliance Officer: If you are an exempt reporting adviser, you must provide the contact

information for your Chief Compliance Officer, if you have one. If not, you must complete Item 1.K. below.

Name: Other titles, if any:

Telephone number: Facsimile number:

Number and Street 1: Number and Street 2:

City: State: Country: ZIP+4/Postal Code:

Electronic mail (e-mail) address, if Chief Compliance Officer has one:

K. Additional Regulatory Contact Person: If a person other than the Chief Compliance Officer is authorized to receive information and respond to questions

about this Form ADV, you may provide that information here.

Name: Titles:

Telephone number: Facsimile number:

Number and Street 1: Number and Street 2:

City: State: Country: ZIP+4/Postal Code:

Electronic mail (e-mail) address, if contact person has one:

Yes No

L. Do you maintain some or all of the books and records you are required to keep under Section 204 of the Advisers Act, or similar state law,

somewhere other than your principal office and place of business?

If "yes," complete Section 1.L. of Schedule D.

Yes No

M. Are you registered with a foreign financial regulatory authority?

Answer "no" if you are not registered with a foreign financial regulatory authority, even if you have an affiliate that is registered with a foreign financial
regulatory authority. If "yes," complete Section 1.M. of Schedule D.

Yes No

N. Are you a public reporting company under Sections 12 or 15(d) of the Securities Exchange Act of 1934?

If "yes," provide your CIK number (Central Index Key number that the SEC assigns to each public reporting company):

Yes No

O. Did you have $1 billion or more in assets on the last day of your most recent fiscal year?

P. Provide your Legal Entity Identifier if you have one: 

5493009YAY9MTF1EQS20

A legal entity identifier is a unique number that companies use to identify each other in the financial marketplace. In the first half of 2011, the legal entity
identifier standard was still in development. You may not have a legal entity identifier.

SECTION 1.B. Other Business Names

List your other business names and the jurisdictions in which you use them. You must complete a separate Schedule D Section 1.B. for each business

name.

Name: DEERFIELD INSTITUTE

Jurisdictions

 AL

 AK

 AZ

 AR

 CA

 CO

 CT

 DE

 DC

 ID

 IL

 IN

 IA

 KS

 KY

 LA

 ME

 MD

 MO

 MT

 NE

 NV

 NH

 NJ

 NM

 NY

 NC

 PA

 PR

 RI

 SC

 SD

 TN

 TX

 UT

 VT
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 FL

 GA

 GU

 HI

 MA

 MI

 MN

 MS

 ND

 OH

 OK

 OR

 VI

 VA

 WA

 WV

 WI

 Other:

SECTION 1.F. Other Offices

Complete the following information for each office, other than your principal office and place of business, at which you conduct investment advisory business.

You must complete a separate Schedule D Section 1.F. for each location. If you are applying for SEC registration, if you are registered only with the SEC, or

if you are an exempt reporting adviser, list only the largest five offices (in terms of numbers of employees).

Number and Street 1:

1069 RINGWOOD AVE.

Number and Street 2:

SUITE 311B

City:

HASKELL

State:

New Jersey

Country:

UNITED STATES

ZIP+4/Postal Code:

07420

If this address is a private residence, check this box:

Telephone Number:

908-282-7442

Facsimile Number:

Complete the following information for each office, other than your principal office and place of business, at which you conduct investment advisory business.

You must complete a separate Schedule D Section 1.F. for each location. If you are applying for SEC registration, if you are registered only with the SEC, or

if you are an exempt reporting adviser, list only the largest five offices (in terms of numbers of employees).

Number and Street 1:

800 WESTCHESTER AVE.

Number and Street 2:

SUITE N513

City:

RYE BROOK

State:

New York

Country:

UNITED STATES

ZIP+4/Postal Code:

10573

If this address is a private residence, check this box:

Telephone Number:

212-692-7154

Facsimile Number:

SECTION 1.I. Website Addresses

List your website addresses. You must complete a separate Schedule D Section 1.I. for each website address.

Website Address: HTTP://WWW.DEERFIELD.COM

SECTION 1.L. Location of Books and Records

Complete the following information for each location at which you keep your books and records, other than your principal office and place of business. You

must complete a separate Schedule D Section 1.L. for each location.

Name of entity where books and records are kept:

CITI FUND SERVICES (BERMUDA) LTD.

Number and Street 1: 

5 REID STREET

Number and Street 2: 

City:

HAMILTON

State: Country:

BERMUDA

ZIP+4/Postal Code: 

HM11

If this address is a private residence, check this box: 

Telephone Number: Facsimile number: 
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441-295-9166 441-292-6145

This is (check one): 

one of your branch offices or affiliates. 

a third-party unaffiliated recordkeeper. 

other.

Briefly describe the books and records kept at this location: 

ORGANIZATIONAL AND OFFERING DOCUMENTS OF CLIENTS; RECORDS RELATING TO THE VALUATION OF ASSETS IN CLIENT ACCOUNTS; SUBSCRIPTION

DOCUMENTS OF INVESTORS IN CLIENTS

Name of entity where books and records are kept:

CITI HEDGE FUND SERVICES NORTH AMERICA, INC.

Number and Street 1: 

3435 STELZER ROAD

Number and Street 2: 

City:

COLUMBUS

State:

Ohio

Country:

UNITED STATES

ZIP+4/Postal Code: 

43219

If this address is a private residence, check this box: 

Telephone Number:

800-554-3862

Facsimile number: 

614-470-8248

This is (check one): 

one of your branch offices or affiliates. 

a third-party unaffiliated recordkeeper. 

other.

Briefly describe the books and records kept at this location: 

RECORDS RELATING TO THE VALUATION OF ASSETS IN CLIENT ACCOUNTS

Name of entity where books and records are kept:

CITIGROUP FUND SERVICES CANADA, INC.

Number and Street 1: 

100-5900 HURONTARIO STREET

Number and Street 2: 

City:

ONTARIO

State: Country:

CANADA

ZIP+4/Postal Code: 

L5R 0E8

If this address is a private residence, check this box: 

Telephone Number:

905-214-8170

Facsimile number: 

905-214-8195

This is (check one): 

one of your branch offices or affiliates. 

a third-party unaffiliated recordkeeper. 

other.

Briefly describe the books and records kept at this location: 

ORGANIZATIONAL AND OFFERING DOCUMENTS OF CLIENTS; SUBSCRIPTION DOCUMENTS OF INVESTORS IN CLIENTS; COMMUNICATIONS WITH CLIENTS AND

INVESTORS IN CLIENTS

SECTION 1.M. Registration with Foreign Financial Regulatory Authorities

No Information Filed
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Item 2 SEC Registration/Reporting

Responses to this Item help us (and you) determine whether you are eligible to register with the SEC. Complete this Item 2.A. only if you are applying for

SEC registration or submitting an annual updating amendment to your SEC registration.

A. To register (or remain registered) with the SEC, you must check at least one of the Items 2.A.(1) through 2.A.(12), below. If you are submitting an

annual updating amendment to your SEC registration and you are no longer eligible to register with the SEC, check Item 2.A.(13). Part 1A Instruction 2

provides information to help you determine whether you may affirmatively respond to each of these items.

You (the adviser):

(1) are a large advisory firm that either:

(a) has regulatory assets under management of $100 million (in U.S. dollars) or more, or

(b) has regulatory assets under management of $90 million (in U.S. dollars) or more at the time of filing its most recent annual updating
amendment and is registered with the SEC;

(2) are a mid-sized advisory firm that has regulatory assets under management of $25 million (in U.S. dollars) or more but less than $100 million

(in U.S. dollars) and you are either:

(a) not required to be registered as an adviser with the state securities authority of the state where you maintain your principal office and place
of business, or

(b) not subject to examination by the state securities authority of the state where you maintain your principal office and place of business;

Click HERE for a list of states in which an investment adviser, if registered, would not be subject to examination by the state securities
authority.

(3) have your principal office and place of business in Wyoming (which does not regulate advisers);

(4) have your principal office and place of business outside the United States;

(5) are an investment adviser (or sub-adviser) to an investment company registered under the Investment Company Act of 1940;

(6) are an investment adviser to a company which has elected to be a business development company pursuant to section 54 of the

Investment Company Act of 1940 and has not withdrawn the election, and you have at least $25 million of regulatory assets under

management;

(7) are a pension consultant with respect to assets of plans having an aggregate value of at least $200,000,000 that qualifies for the exemption

in rule 203A-2(a);

(8) are a related adviser under rule 203A-2(b) that controls, is controlled by, or is under common control with, an investment adviser that is

registered with the SEC, and your principal office and place of business is the same as the registered adviser;

If you check this box, complete Section 2.A.(8) of Schedule D.

(9) are a newly formed adviser relying on rule 203A-2(c) because you expect to be eligible for SEC registration within 120 days;

If you check this box, complete Section 2.A.(9) of Schedule D.

(10) are a multi-state adviser that is required to register in 15 or more states and is relying on rule 203A-2(d);

If you check this box, complete Section 2.A.(10) of Schedule D.

(11) are an Internet adviser relying on rule 203A-2(e);

(12) have received an SEC order exempting you from the prohibition against registration with the SEC;

If you check this box, complete Section 2.A.(12) of Schedule D.

(13) are no longer eligible to remain registered with the SEC.

State Securities Authority Notice Filings and State Reporting by Exempt Reporting Advisers

C. Under state laws, SEC-registered advisers may be required to provide to state securities authorities a copy of the Form ADV and any amendments they

file with the SEC. These are called notice filings. In addition, exempt reporting advisers may be required to provide state securities authorities with a copy

of reports and any amendments they file with the SEC. If this is an initial application or report, check the box(es) next to the state(s) that you would like

to receive notice of this and all subsequent filings or reports you submit to the SEC. If this is an amendment to direct your notice filings or reports to

additional state(s), check the box(es) next to the state(s) that you would like to receive notice of this and all subsequent filings or reports you submit to

the SEC. If this is an amendment to your registration to stop your notice filings or reports from going to state(s) that currently receive them, uncheck the

box(es) next to those state(s).

Jurisdictions

AL

AK

AZ

AR

CA

CO

CT

DE

DC

ID

IL

IN

IA

KS

KY

LA

ME

MD

MO

MT

NE

NV

NH

NJ

NM

NY

NC

PA

PR

RI

SC

SD

TN

TX

UT

VT
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FL

GA

GU

HI

MA

MI

MN

MS

ND

OH

OK

OR

VI

VA

WA

WV

WI

If you are amending your registration to stop your notice filings or reports from going to a state that currently receives them and you do not want to pay that
state's notice filing or report filing fee for the coming year, your amendment must be filed before the end of the year (December 31).

SECTION 2.A.(8) Related Adviser

If you are relying on the exemption in rule 203A-2(b) from the prohibition on registration because you control, are controlled by, or are under common control
with an investment adviser that is registered with the SEC and your principal office and place of business is the same as that of the registered adviser, provide

the following information:

Name of Registered Investment Adviser 

CRD Number of Registered Investment Adviser 

SEC Number of Registered Investment Adviser 

801 -

SECTION 2.A.(9) Newly Formed Adviser

If you are relying on rule 203A-2(c), the newly formed adviser exemption from the prohibition on registration, you are required to make certain

representations about your eligibility for SEC registration. By checking the appropriate boxes, you will be deemed to have made the required

representations. You must make both of these representations:

I am not registered or required to be registered with the SEC or a state securities authority and I have a reasonable expectation that I will be eligible to

register with the SEC within 120 days after the date my registration with the SEC becomes effective.

I undertake to withdraw from SEC registration if, on the 120th day after my registration with the SEC becomes effective, I would be prohibited by Section

203A(a) of the Advisers Act from registering with the SEC.

SECTION 2.A.(10) Multi-State Adviser

If you are relying on rule 203A-2(d), the multi-state adviser exemption from the prohibition on registration, you are required to make certain representations

about your eligibility for SEC registration. By checking the appropriate boxes, you will be deemed to have made the required representations. 

If you are applying for registration as an investment adviser with the SEC, you must make both of these representations:

I have reviewed the applicable state and federal laws and have concluded that I am required by the laws of 15 or more states to register as an

investment adviser with the state securities authorities in those states.

I undertake to withdraw from SEC registration if I file an amendment to this registration indicating that I would be required by the laws of fewer than 15

states to register as an investment adviser with the state securities authorities of those states.

If you are submitting your annual updating amendment, you must make this representation:

Within 90 days prior to the date of filing this amendment, I have reviewed the applicable state and federal laws and have concluded that I am required

by the laws of at least 15 states to register as an investment adviser with the state securities authorities in those states.

SECTION 2.A.(12) SEC Exemptive Order

If you are relying upon an SEC order exempting you from the prohibition on registration, provide the following information:

Application Number:

803-

Date of order:

Item 3 Form of Organization

A. How are you organized? 

Corporation

Sole Proprietorship

Limited Liability Partnership (LLP)
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Partnership

Limited Liability Company (LLC)

Limited Partnership (LP)

Other (specify): 

If you are changing your response to this Item, see Part 1A Instruction 4.

B. In what month does your fiscal year end each year? 

DECEMBER

C. Under the laws of what state or country are you organized? 

State Country

Delaware UNITED STATES

If you are a partnership, provide the name of the state or country under whose laws your partnership was formed. If you are a sole proprietor, provide the
name of the state or country where you reside. 

If you are changing your response to this Item, see Part 1A Instruction 4.

Item 4 Successions

Yes No

A. Are you, at the time of this filing, succeeding to the business of a registered investment adviser?

If "yes", complete Item 4.B. and Section 4 of Schedule D.

B. Date of Succession: (MM/DD/YYYY)

If you have already reported this succession on a previous Form ADV filing, do not report the succession again. Instead, check “No.” See Part 1A Instruction 4.

SECTION 4 Successions

No Information Filed

Item 5 Information About Your Advisory Business - Employees, Clients, and Compensation

Responses to this Item help us understand your business, assist us in preparing for on-site examinations, and provide us with data we use when making

regulatory policy. Part 1A Instruction 5.a. provides additional guidance to newly formed advisers for completing this Item 5.

Employees

If you are organized as a sole proprietorship, include yourself as an employee in your responses to Item 5.A. and Items 5.B.(1), (2), (3), (4), and (5). If an employee
performs more than one function, you should count that employee in each of your responses to Items 5.B.(1), (2), (3), (4), and (5).

A. Approximately how many employees do you have? Include full- and part-time employees but do not include any clerical workers.

86

B. (1) Approximately how many of the employees reported in 5.A. perform investment advisory functions (including research)?

56

(2) Approximately how many of the employees reported in 5.A. are registered representatives of a broker-dealer?

0

(3) Approximately how many of the employees reported in 5.A. are registered with one or more state securities authorities as investment adviser
representatives?

0

(4) Approximately how many of the employees reported in 5.A. are registered with one or more state securities authorities as investment adviser
representatives for an investment adviser other than you?

0

(5) Approximately how many of the employees reported in 5.A. are licensed agents of an insurance company or agency?

0

(6) Approximately how many firms or other persons solicit advisory clients on your behalf?

0
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In your response to Item 5.B.(6), do not count any of your employees and count a firm only once – do not count each of the firm’s employees that solicit on
your behalf.

Clients

In your responses to Items 5.C. and 5.D. do not include as "clients" the investors in a private fund you advise, unless you have a separate advisory relationship
with those investors.

C. (1) To approximately how many clients did you provide investment advisory services during your most recently completed fiscal year?

0 1-10 11-25

26-100 More than 100

If more than 100, how many? 

(round to the nearest 100)

(2) Approximately what percentage of your clients are non-United States persons?

49%

D. For purposes of this Item 5.D., the category "individuals" includes trusts, estates, and 401(k) plans and IRAs of individuals and their family members, but does
not include businesses organized as sole proprietorships. The category "business development companies" consists of companies that have made an election
pursuant to section 54 of the Investment Company Act of 1940. Unless you provide advisory services pursuant to an investment advisory contract to an
investment company registered under the Investment Company Act of 1940, check "None" in response to Item 5.D.(1)(d) and do not check any of the boxes in
response to Item 5.D.(2)(d).

(1) What types of clients do you have? Indicate the approximate percentage that each type of client comprises of your total number of clients. If a

client fits into more than one category, check all that apply.

None Up to 10% 11-25% 26-50% 51-75% 76-99% 100%

(a) Individuals (other than high net worth individuals)

(b) High net worth individuals

(c) Banking or thrift institutions

(d) Investment companies

(e) Business development companies

(f) Pooled investment vehicles (other than investment companies)

(g) Pension and profit sharing plans (but not the plan participants)

(h) Charitable organizations

(i) Corporations or other businesses not listed above

(j) State or municipal government entities

(k) Other investment advisers

(l) Insurance companies

(m) Other:

(2) Indicate the approximate amount of your regulatory assets under management (reported in Item 5.F. below) attributable to each of the following

type of client. If a client fits into more than one category, check all that apply.

None Up to 25% Up to 50% Up to 75% >75%

(a) Individuals (other than high net worth individuals)

(b) High net worth individuals

(c) Banking or thrift institutions

(d) Investment companies

(e) Business development companies

(f) Pooled investment vehicles (other than investment companies)

(g) Pension and profit sharing plans (but not the plan participants)

(h) Charitable organizations

(i) Corporations or other businesses not listed above

(j) State or municipal government entities

(k) Other investment advisers

(l) Insurance companies

(m) Other:

Compensation Arrangements

E. You are compensated for your investment advisory services by (check all that apply):
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(1) A percentage of assets under your management

(2) Hourly charges

(3) Subscription fees (for a newsletter or periodical)

(4) Fixed fees (other than subscription fees)

(5) Commissions

(6) Performance-based fees
(7) Other (specify):

Item 5 Information About Your Advisory Business - Regulatory Assets Under Management

Regulatory Assets Under Management

Yes No

F. (1) Do you provide continuous and regular supervisory or management services to securities portfolios? 

(2) If yes, what is the amount of your regulatory assets under management and total number of accounts?

U.S. Dollar Amount Total Number of Accounts

Discretionary: (a) $ 7,451,975,725 (d) 15

Non-Discretionary: (b) $ 0 (e) 0

Total: (c) $ 7,451,975,725 (f) 15

Part 1A Instruction 5.b. explains how to calculate your regulatory assets under management. You must follow these instructions carefully when
completing this Item.

Item 5 Information About Your Advisory Business - Advisory Activities

Advisory Activities

G. What type(s) of advisory services do you provide? Check all that apply.

(1) Financial planning services

(2) Portfolio management for individuals and/or small businesses

(3) Portfolio management for investment companies (as well as "business development companies" that have made an election pursuant to

section 54 of the Investment Company Act of 1940)

(4) Portfolio management for pooled investment vehicles (other than investment companies)

(5) Portfolio management for businesses (other than small businesses) or institutional clients (other than registered investment companies and

other pooled investment vehicles)

(6) Pension consulting services

(7) Selection of other advisers (including private fund managers)

(8) Publication of periodicals or newsletters

(9) Security ratings or pricing services

(10) Market timing services

(11) Educational seminars/workshops

(12) Other(specify):

Do not check Item 5.G.(3) unless you provide advisory services pursuant to an investment advisory contract to an investment company registered under the
Investment Company Act of 1940, including as a subadviser. If you check Item 5.G.(3), report the 811 or 814 number of the investment company or
investment companies to which you provide advice in Section 5.G.(3) of Schedule D.

H. If you provide financial planning services, to how many clients did you provide these services during your last fiscal year?

0

1 - 10

11 - 25

26 - 50

51 - 100

101 - 250

251 - 500

More than 500

If more than 500, how many?

(round to the nearest 500)

In your responses to this Item 5.H., do not include as "clients" the investors in a private fund you advise, unless you have a separate advisory relationship
with those investors. 

I. If you participate in a wrap fee program, do you (check all that apply):

(1) sponsor the wrap fee program?

(2) act as a portfolio manager for the wrap fee program?

If you are a portfolio manager for a wrap fee program, list the names of the programs and their sponsors in Section 5.I.(2) of Schedule D.
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If your involvement in a wrap fee program is limited to recommending wrap fee programs to your clients, or you advise a mutual fund that is offered through a
wrap fee program, do not check either Item 5.I.(1) or 5.I.(2). 

Yes No

J. In response to Item 4.B. of Part 2A of Form ADV, do you indicate that you provide investment advice only with respect to limited types of

investments?

SECTION 5.G.(3) Advisers to Registered Investment Companies and Business Development Companies

No Information Filed

SECTION 5.I.(2) Wrap Fee Programs

No Information Filed

Item 6 Other Business Activities

In this Item, we request information about your firm's other business activities.

A. You are actively engaged in business as a (check all that apply):

(1) broker-dealer (registered or unregistered)

(2) registered representative of a broker-dealer

(3) commodity pool operator or commodity trading advisor (whether registered or exempt from registration)

(4) futures commission merchant

(5) real estate broker, dealer, or agent

(6) insurance broker or agent

(7) bank (including a separately identifiable department or division of a bank)

(8) trust company

(9) registered municipal advisor

(10) registered security-based swap dealer

(11) major security-based swap participant

(12) accountant or accounting firm

(13) lawyer or law firm

(14) other financial product salesperson (specify): 

If you engage in other business using a name that is different from the names reported in Items 1.A. or 1.B, complete Section 6.A. of Schedule D.

Yes No

B. (1) Are you actively engaged in any other business not listed in Item 6.A. (other than giving investment advice)?

(2) If yes, is this other business your primary business?

If "yes," describe this other business on Section 6.B.(2) of Schedule D, and if you engage in this business under a different name, provide that name.

Yes No

(3) Do you sell products or provide services other than investment advice to your advisory clients?

If "yes," describe this other business on Section 6.B.(3) of Schedule D, and if you engage in this business under a different name, provide that name.

SECTION 6.A. Names of Your Other Businesses

No Information Filed

SECTION 6.B.(2) Description of Primary Business

Describe your primary business (not your investment advisory business):

If you engage in that business under a different name, provide that name:

SECTION 6.B.(3) Description of Other Products and Services

Describe other products or services you sell to your client, You may omit products and services that you listed in Section 6.B.(2) above. 

If you engage in that business under a different name, provide that name.

10 of 76



Item 7 Financial Industry Affiliations

In this Item, we request information about your financial industry affiliations and activities. This information identifies areas in which conflicts of interest may

occur between you and your clients.

A. This part of Item 7 requires you to provide information about you and your related persons, including foreign affiliates. Your related persons are all of your

advisory affiliates and any person that is under common control with you.

You have a related person that is a (check all that apply):

(1) broker-dealer, municipal securities dealer, or government securities broker or dealer (registered or unregistered)

(2) other investment adviser (including financial planners)

(3) registered municipal advisor

(4) registered security-based swap dealer

(5) major security-based swap participant

(6) commodity pool operator or commodity trading advisor (whether registered or exempt from registration)

(7) futures commission merchant

(8) banking or thrift institution

(9) trust company

(10) accountant or accounting firm

(11) lawyer or law firm

(12) insurance company or agency

(13) pension consultant

(14) real estate broker or dealer

(15) sponsor or syndicator of limited partnerships (or equivalent), excluding pooled investment vehicles

(16) sponsor, general partner, managing member (or equivalent) of pooled investment vehicles

For each related person, including foreign affiliates that may not be registered or required to be registered in the United States, complete Section 7.A. of
Schedule D.

You do not need to complete Section 7.A. of Schedule D for any related person if: (1) you have no business dealings with the related person in connection with
advisory services you provide to your clients; (2) you do not conduct shared operations with the related person; (3) you do not refer clients or business to the
related person, and the related person does not refer prospective clients or business to you; (4) you do not share supervised persons or premises with the
related person; and (5) you have no reason to believe that your relationship with the related person otherwise creates a conflict of interest with your clients.

You must complete Section 7.A. of Schedule D for each related person acting as qualified custodian in connection with advisory services you provide to your
clients (other than any mutual fund transfer agent pursuant to rule 206(4)-2(b)(1)), regardless of whether you have determined the related person to be
operationally independent under rule 206(4)-2 of the Advisers Act.

SECTION 7.A. Financial Industry Affiliations

Complete a separate Schedule D Section 7.A. for each related person listed in Item 7.A.

1. Legal Name of Related Person:

DEERFIELD MGMT, L.P.

2. Primary Business Name of Related Person:

DEERFIELD MGMT, L.P.

3. Related Person's SEC File Number (if any) (e.g., 801-, 8-, 866-, 802-) 

-

or

Other

CIK # 0001010823

4. Related Person's CRD Number (if any):

5. Related Person is: (check all that apply) 

(a)    broker-dealer, municipal securities dealer, or government securities broker or dealer

(b)    other investment adviser (including financial planners)

(c)    registered municipal advisor

(d)    registered security-based swap dealer

(e)    major security-based swap participant

(f)    commodity pool operator or commodity trading advisor (whether registered or exempt from registration)

(g)    futures commission merchant

(h)    banking or thrift institution

(i)    trust company

(j)    accountant or accounting firm

(k)    lawyer or law firm

(l)    insurance company or agency

(m)    pension consultant

(n)    real estate broker or dealer
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(o)    sponsor or syndicator of limited partnerships (or equivalent), excluding pooled investment vehicles

(p)    sponsor, general partner, managing member (or equivalent) of pooled investment vehicles

Yes No
6. Do you control or are you controlled by the related person?

7. Are you and the related person under common control?

8. (a) Does the related person act as a qualified custodian for your clients in connection with advisory services you provide to clients?

(b) If you are registering or registered with the SEC and you have answered “yes,” to question 8(a) above, have you overcome the

presumption that you are not operationally independent (pursuant to rule 206(4)-(2)(d)(5)) from the related person and thus are not

required to obtain a surprise examination for your clients' funds or securities that are maintained at the related person?

(c) If you have answered "yes" to question 8.(a) above, provide the location of the related person's office responsible for custody of your clients' assets:

Number and Street 1: Number and Street 2:

City: State: Country: ZIP+4/Postal Code:

If this address is a private residence, check this box: 

Yes No
9. (a) If the related person is an investment adviser, is it exempt from registration?

(b) If the answer is yes, under what exemption?

10. (a) Is the related person registered with a foreign financial regulatory authority ?

(b) If the answer is yes, list the name and country, in English, of each foreign financial regulatory authority with which the related person is registered.

No Information Filed

11. Do you and the related person share any supervised persons?

12. Do you and the related person share the same physical location?

1. Legal Name of Related Person:

DEERFIELD MGMT III, L.P.

2. Primary Business Name of Related Person:

DEERFIELD MGMT III, L.P.

3. Related Person's SEC File Number (if any) (e.g., 801-, 8-, 866-, 802-) 

-

or

Other

0001610540

4. Related Person's CRD Number (if any):

5. Related Person is: (check all that apply) 

(a)    broker-dealer, municipal securities dealer, or government securities broker or dealer

(b)    other investment adviser (including financial planners)

(c)    registered municipal advisor

(d)    registered security-based swap dealer

(e)    major security-based swap participant

(f)    commodity pool operator or commodity trading advisor (whether registered or exempt from registration)

(g)    futures commission merchant

(h)    banking or thrift institution

(i)    trust company

(j)    accountant or accounting firm

(k)    lawyer or law firm

(l)    insurance company or agency

(m)    pension consultant

(n)    real estate broker or dealer

(o)    sponsor or syndicator of limited partnerships (or equivalent), excluding pooled investment vehicles

(p)    sponsor, general partner, managing member (or equivalent) of pooled investment vehicles

Yes No
6. Do you control or are you controlled by the related person?

7. Are you and the related person under common control?

8. (a) Does the related person act as a qualified custodian for your clients in connection with advisory services you provide to clients?
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(b) If you are registering or registered with the SEC and you have answered “yes,” to question 8(a) above, have you overcome the

presumption that you are not operationally independent (pursuant to rule 206(4)-(2)(d)(5)) from the related person and thus are not

required to obtain a surprise examination for your clients' funds or securities that are maintained at the related person?

(c) If you have answered "yes" to question 8.(a) above, provide the location of the related person's office responsible for custody of your clients' assets:

Number and Street 1: Number and Street 2:

City: State: Country: ZIP+4/Postal Code:

If this address is a private residence, check this box: 

Yes No
9. (a) If the related person is an investment adviser, is it exempt from registration?

(b) If the answer is yes, under what exemption?

10. (a) Is the related person registered with a foreign financial regulatory authority ?

(b) If the answer is yes, list the name and country, in English, of each foreign financial regulatory authority with which the related person is registered.

No Information Filed

11. Do you and the related person share any supervised persons?

12. Do you and the related person share the same physical location?

Item 7 Private Fund Reporting

Yes No

B. Are you an adviser to any private fund?

If "yes," then for each private fund that you advise, you must complete a Section 7.B.(1) of Schedule D, except in certain circumstances described in the next
sentence and in Instruction 6 of the Instructions to Part 1A. If another adviser reports this information with respect to any such private fund in Section 7.B.(1) of
Schedule D of its Form ADV (e.g., if you are a subadviser), do not complete Section 7.B.(1) of Schedule D with respect to that private fund. You must, instead,
complete Section 7.B.(2) of Schedule D.

In either case, if you seek to preserve the anonymity of a private fund client by maintaining its identity in your books and records in numerical or alphabetical
code, or similar designation, pursuant to rule 204-2(d), you may identify the private fund in Section 7.B.(1) or 7.B.(2) of Schedule D using the same code or
designation in place of the fund's name. 

SECTION 7.B.(1) Private Fund Reporting

A. PRIVATE FUND

Information About the Private Fund

1. (a) Name of the private fund:

DEERFIELD INTERNATIONAL MASTER FUND, L.P.

(b) Private fund identification number: 

(include the "805-" prefix also)

805-6249376961

2. Under the laws of what state or country is the private fund organized:

State: Country:

BRITISH VIRGIN ISLANDS

3. Name(s) of General Partner, Manager, Trustee, or Directors (or persons serving in a similar capacity):

Name of General Partner, Manager, Trustee, or Director

DEERFIELD MGMT, L.P., GENERAL PARTNER

4. The private fund (check all that apply; you must check at least one):

  (1) qualifies for the exclusion from the definition of investment company under section 3(c)(1) of the Investment Company Act of 1940

  (2) qualifies for the exclusion from the definition of investment company under section 3(c)(7) of the Investment Company Act of 1940

5. List the name and country, in English, of each foreign financial regulatory authority with which the private fund is registered.

No Information Filed

Yes No

6. (a) Is this a "master fund" in a master-feeder arrangement?
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(b) If yes, what is the name and private fund identification number (if any) of the feeder funds investing in this private fund?

No Information Filed

Yes No

(c) Is this a "feeder fund" in a master-feeder arrangement?

(d) If yes, what is the name and private fund identification number (if any) of the master fund in which this private fund invests?

Name of the Private Fund:

Private Fund Identification Number: 

(include the "805-" prefix also)

NOTE: You must complete question 6 for each master-feeder arrangement regardless of whether you are filing a single Schedule D, Section 7.B.(1).

for the master-feeder arrangement or reporting on the funds separately.

7. If you are filing a single Schedule D, Section 7.B.(1) for a master-feeder arrangement according to the instructions to this Section 7.B.(1), for each of

the feeder funds answer the following questions:

Additional Feeder Fund Information : 1 Record(s) Filed.

7. If you are filing a single Schedule D, Section 7.B.(1) for a master-feeder arrangement according to the instructions to this Section 7.B.(1), for

each of the feeder funds answer the following questions:

(a) Name of the private fund:

DEERFIELD INTERNATIONAL LIMITED

(b) Private fund identification number: 

(include the "805-" prefix also)

805-7389054609

(c) Under the laws of what state or country is the private fund organized:

State: Country:

BRITISH VIRGIN ISLANDS

(d) Name(s) of General Partner, Manager, Trustee, or Directors (or persons serving in a similar capacity):

Name of General Partner, Manager, Trustee, or Director

JAMES E. FLYNN, DIRECTOR

NICHOLAS LANE, DIRECTOR

PETER YOUNG, DIRECTOR

(e) The private fund (check all that apply; you must check at least one):

  (1) qualifies for the exclusion from the definition of investment company under section 3(c)(1) of the Investment Company Act of

1940

  (2) qualifies for the exclusion from the definition of investment company under section 3(c)(7) of the Investment Company Act of

1940

(f) List the name and country, in English, of each foreign financial regulatory authority with which the private fund is registered.

No Information Filed

NOTE: For purposes of questions 6 and 7, in a master-feeder arrangement, one or more funds ("feeder funds") invest all or substantially all of their

assets in a single fund ("master fund"). A fund would also be a "feeder fund" investing in a "master fund" for purposes of this question if it issued

multiple classes (or series) of shares or interests, and each class (or series) invests substantially all of its assets in a single master fund.

Yes No

8. (a) Is this private fund a "fund of funds"?

(b) If yes, does the private fund invest in funds managed by you or by a related person?

NOTE: For purposes of this question only, answer "yes" if the fund invests 10 percent or more of its total assets in other pooled investment

vehicles, whether or not they are also private funds, or registered investment companies.

Yes No

9. During your last fiscal year, did the private fund invest in securities issued by investment companies registered under the Investment

Company Act of 1940 (other than "money market funds," to the extent provided in Instruction 6.e.)?
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10. What type of fund is the private fund?

hedge fund liquidity fund private equity fund real estate fund securitized asset fund venture capital fund Other private fund

NOTE: For funds of funds, refer to the funds in which the private fund invests. For definitions of these fund types, please see Instruction 6 of the

Instructions to Part 1A.

11. Current gross asset value of the private fund:

$ 2,119,239,730

Ownership

12. Minimum investment commitment required of an investor in the private fund:

$ 1,000,000

NOTE: Report the amount routinely required of investors who are not your related persons (even if different from the amount set forth in the

organizational documents of the fund).

13. Approximate number of the private fund's beneficial owners:

29

14. What is the approximate percentage of the private fund beneficially owned by you and your related persons:

9%

15. What is the approximate percentage of the private fund beneficially owned (in the aggregate) by funds of funds:

17%

16. What is the approximate percentage of the private fund beneficially owned by non-United States persons:

22%

Your Advisory Services

Yes No

17. (a) Are you a subadviser to this private fund?

(b) If the answer to question 17(a) is "yes," provide the name and SEC file number, if any, of the adviser of the private fund. If the answer to

question 17(a) is "no," leave this question blank.

No Information Filed

Yes No

18. (a) Do any other investment advisers advise the private fund?

(b) If the answer to question 18(a) is "yes," provide the name and SEC file number, if any, of the other advisers to the private fund. If the answer

to question 18(a) is "no," leave this question blank.

No Information Filed

Yes No

19. Are your clients solicited to invest in the private fund?

20. Approximately what percentage of your clients has invested in the private fund?

0%

Private Offering

Yes No

21. Does the private fund rely on an exemption from registration of its securities under Regulation D of the Securities Act of 1933?

22. If yes, provide the private fund's Form D file number (if any):

Form D file number

021-102410

B. SERVICE PROVIDERS

Auditors

Yes No

23. (a) (1) Are the private fund's financial statements subject to an annual audit?
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(2) Are the financial statements prepared in accordance with U.S. GAAP?

If the answer to 23(a)(1) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one auditing firm, you must

complete questions (b) through (f) separately for each auditing firm.

Additional Auditor Information : 1 Record(s) Filed.

If the answer to 23(a)(1) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one auditing firm, you

must complete questions (b) through (f) separately for each auditing firm.

(b) Name of the auditing firm:

ERNST & YOUNG LTD

(c) The location of the auditing firm's office responsible for the private fund's audit (city, state and country):

City:

HAMILTON

State: Country:

BERMUDA

Yes No

(d) Is the auditing firm an independent public accountant?

(e) Is the auditing firm registered with the Public Company Accounting Oversight Board?

(f) If "yes" to (e) above, is the auditing firm subject to regular inspection by the Public Company Accounting Oversight Board in

accordance with its rules?

Yes No

(g) Are the private fund's audited financial statements distributed to the private fund's investors?

(h) Does the report prepared by the auditing firm contain an unqualified opinion?

Yes No Report Not Yet Received

If you check "Report Not Yet Received," you must promptly file an amendment to your Form ADV to update your response when the report is available.

Prime Broker

Yes No

24. (a) Does the private fund use one or more prime brokers?

If the answer to 24(a) is "yes," respond to questions (b) through (e) below for each prime broker the private fund uses. If the private fund uses

more than one prime broker, you must complete questions (b) through (e) separately for each prime broker.

Additional Prime Broker Information : 3 Record(s) Filed.

If the answer to 24(a) is "yes," respond to questions (b) through (e) below for each prime broker the private fund uses. If the private fund
uses more than one prime broker, you must complete questions (b) through (e) separately for each prime broker.

(b) Name of the prime broker: 

GOLDMAN, SACHS & CO.

(c) If the prime broker is registered with the SEC, its registration number:

8 - 129

CRD Number (if any): 

361

(d) Location of prime broker's office used principally by the private fund (city, state and country):

City:

NEW YORK

State:

New York

Country:

UNITED STATES

Yes No

(e) Does this prime broker act as custodian for some or all of the private fund's assets?

If the answer to 24(a) is "yes," respond to questions (b) through (e) below for each prime broker the private fund uses. If the private fund
uses more than one prime broker, you must complete questions (b) through (e) separately for each prime broker.

(b) Name of the prime broker: 

MORGAN STANLEY & CO. LLC
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(c) If the prime broker is registered with the SEC, its registration number:

8 - 15869

CRD Number (if any): 

8209

(d) Location of prime broker's office used principally by the private fund (city, state and country):

City:

NEW YORK

State:

New York

Country:

UNITED STATES

Yes No

(e) Does this prime broker act as custodian for some or all of the private fund's assets?

If the answer to 24(a) is "yes," respond to questions (b) through (e) below for each prime broker the private fund uses. If the private fund
uses more than one prime broker, you must complete questions (b) through (e) separately for each prime broker.

(b) Name of the prime broker: 

UBS SECURITIES LLC

(c) If the prime broker is registered with the SEC, its registration number:

8 - 22651

CRD Number (if any): 

7654

(d) Location of prime broker's office used principally by the private fund (city, state and country):

City:

STAMFORD

State:

Connecticut

Country:

UNITED STATES

Yes No

(e) Does this prime broker act as custodian for some or all of the private fund's assets?

Custodian

Yes No

25. (a) Does the private fund use any custodians (including the prime brokers listed above) to hold some or all of its assets?

If the answer to 25(a) is "yes," respond to questions (b) through (f) below for each custodian the private fund uses. If the private fund uses

more than one custodian, you must complete questions (b) through (f) separately for each custodian.

Additional Custodian Information : 3 Record(s) Filed.

If the answer to 25(a) is "yes," respond to questions (b) through (f) below for each custodian the private fund uses. If the private fund uses

more than one custodian, you must complete questions (b) through (f) separately for each custodian.

(b) Legal name of custodian: 

GOLDMAN, SACHS & CO.

(c) Primary business name of custodian: 

GOLDMAN, SACHS & CO.

(d) The location of the custodian's office responsible for custody of the private fund's assets (city, state and country):

City:

NEW YORK

State:

New York

Country:

UNITED STATES

Yes No

(e) Is the custodian a related person of your firm?

(f) If the custodian is a broker-dealer, provide its SEC registration number (if any)

8 - 129

CRD Number (if any): 

361

If the answer to 25(a) is "yes," respond to questions (b) through (f) below for each custodian the private fund uses. If the private fund uses

more than one custodian, you must complete questions (b) through (f) separately for each custodian.
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(b) Legal name of custodian: 

MORGAN STANLEY & CO. LLC

(c) Primary business name of custodian: 

MORGAN STANLEY & CO. LLC

(d) The location of the custodian's office responsible for custody of the private fund's assets (city, state and country):

City:

NEW YORK

State:

New York

Country:

UNITED STATES

Yes No

(e) Is the custodian a related person of your firm?

(f) If the custodian is a broker-dealer, provide its SEC registration number (if any)

8 - 15869

CRD Number (if any): 

8209

If the answer to 25(a) is "yes," respond to questions (b) through (f) below for each custodian the private fund uses. If the private fund uses

more than one custodian, you must complete questions (b) through (f) separately for each custodian.

(b) Legal name of custodian: 

UBS SECURITIES LLC

(c) Primary business name of custodian: 

UBS SECURITIES LLC

(d) The location of the custodian's office responsible for custody of the private fund's assets (city, state and country):

City:

STAMFORD

State:

Connecticut

Country:

UNITED STATES

Yes No

(e) Is the custodian a related person of your firm?

(f) If the custodian is a broker-dealer, provide its SEC registration number (if any)

8 - 22651

CRD Number (if any): 

7654

Administrator

Yes No

26. (a) Does the private fund use an administrator other than your firm?

If the answer to 26(a) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one administrator, you must

complete questions (b) through (f) separately for each administrator.

Additional Administrator Information : 1 Record(s) Filed.

If the answer to 26(a) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one administrator, you must

complete questions (b) through (f) separately for each administrator.

(b) Name of the administrator:

CITI FUND SERVICES (BERMUDA) LTD.

(c) Location of administrator (city, state and country):

City:

HAMILTON

State: Country:

BERMUDA

Yes No

(d) Is the administrator a related person of your firm?

(e) Does the administrator prepare and send investor account statements to the private fund's investors?
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Yes (provided to all investors) Some (provided to some but not all investors) No (provided to no investors)

(f) If the answer to 26(e) is "no" or "some," who sends the investor account statements to the (rest of the) private fund's investors? If

investor account statements are not sent to the (rest of the) private fund's investors, respond "not applicable." 

27. During your last fiscal year, what percentage of the private fund's assets (by value) was valued by a person, such as an administrator, that is not

your related person?

98%

Include only those assets where (i) such person carried out the valuation procedure established for that asset, if any, including obtaining any

relevant quotes, and (ii) the valuation used for purposes of investor subscriptions, redemptions or distributions, and fee calculations (including

allocations) was the valuation determined by such person.

Marketers

Yes No

28. (a) Does the private fund use the services of someone other than you or your employees for marketing purposes?

You must answer "yes" whether the person acts as a placement agent, consultant, finder, introducer, municipal advisor or other solicitor, or

similar person. If the answer to 28(a) is "yes", respond to questions (b) through (g) below for each such marketer the private fund uses. If the

private fund uses more than one marketer you must complete questions (b) through (g) separately for each marketer.

No Information Filed

A. PRIVATE FUND

Information About the Private Fund

1. (a) Name of the private fund:

DEERFIELD PARTNERS, L.P.

(b) Private fund identification number: 

(include the "805-" prefix also)

805-7799771524

2. Under the laws of what state or country is the private fund organized:

State:

Delaware

Country:

UNITED STATES

3. Name(s) of General Partner, Manager, Trustee, or Directors (or persons serving in a similar capacity):

Name of General Partner, Manager, Trustee, or Director

DEERFIELD MGMT, L.P., GENERAL PARTNER

4. The private fund (check all that apply; you must check at least one):

  (1) qualifies for the exclusion from the definition of investment company under section 3(c)(1) of the Investment Company Act of 1940

  (2) qualifies for the exclusion from the definition of investment company under section 3(c)(7) of the Investment Company Act of 1940

5. List the name and country, in English, of each foreign financial regulatory authority with which the private fund is registered.

No Information Filed

Yes No

6. (a) Is this a "master fund" in a master-feeder arrangement?

(b) If yes, what is the name and private fund identification number (if any) of the feeder funds investing in this private fund?

No Information Filed

Yes No

(c) Is this a "feeder fund" in a master-feeder arrangement?

(d) If yes, what is the name and private fund identification number (if any) of the master fund in which this private fund invests?

Name of the Private Fund:

Private Fund Identification Number: 

(include the "805-" prefix also)
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NOTE: You must complete question 6 for each master-feeder arrangement regardless of whether you are filing a single Schedule D, Section 7.B.(1).

for the master-feeder arrangement or reporting on the funds separately.

7. If you are filing a single Schedule D, Section 7.B.(1) for a master-feeder arrangement according to the instructions to this Section 7.B.(1), for each of

the feeder funds answer the following questions:

No Information Filed

NOTE: For purposes of questions 6 and 7, in a master-feeder arrangement, one or more funds ("feeder funds") invest all or substantially all of their

assets in a single fund ("master fund"). A fund would also be a "feeder fund" investing in a "master fund" for purposes of this question if it issued

multiple classes (or series) of shares or interests, and each class (or series) invests substantially all of its assets in a single master fund.

Yes No

8. (a) Is this private fund a "fund of funds"?

(b) If yes, does the private fund invest in funds managed by you or by a related person?

NOTE: For purposes of this question only, answer "yes" if the fund invests 10 percent or more of its total assets in other pooled investment

vehicles, whether or not they are also private funds, or registered investment companies.

Yes No

9. During your last fiscal year, did the private fund invest in securities issued by investment companies registered under the Investment

Company Act of 1940 (other than "money market funds," to the extent provided in Instruction 6.e.)?

10. What type of fund is the private fund?

hedge fund liquidity fund private equity fund real estate fund securitized asset fund venture capital fund Other private fund

NOTE: For funds of funds, refer to the funds in which the private fund invests. For definitions of these fund types, please see Instruction 6 of the

Instructions to Part 1A.

11. Current gross asset value of the private fund:

$ 1,677,357,392

Ownership

12. Minimum investment commitment required of an investor in the private fund:

$ 1,000,000

NOTE: Report the amount routinely required of investors who are not your related persons (even if different from the amount set forth in the

organizational documents of the fund).

13. Approximate number of the private fund's beneficial owners:

75

14. What is the approximate percentage of the private fund beneficially owned by you and your related persons:

12%

15. What is the approximate percentage of the private fund beneficially owned (in the aggregate) by funds of funds:

40%

16. What is the approximate percentage of the private fund beneficially owned by non-United States persons:

0%

Your Advisory Services

Yes No

17. (a) Are you a subadviser to this private fund?

(b) If the answer to question 17(a) is "yes," provide the name and SEC file number, if any, of the adviser of the private fund. If the answer to

question 17(a) is "no," leave this question blank.

No Information Filed

Yes No

18. (a) Do any other investment advisers advise the private fund?

(b) If the answer to question 18(a) is "yes," provide the name and SEC file number, if any, of the other advisers to the private fund. If the answer

to question 18(a) is "no," leave this question blank.
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No Information Filed

Yes No

19. Are your clients solicited to invest in the private fund?

20. Approximately what percentage of your clients has invested in the private fund?

0%

Private Offering

Yes No

21. Does the private fund rely on an exemption from registration of its securities under Regulation D of the Securities Act of 1933?

22. If yes, provide the private fund's Form D file number (if any):

Form D file number

021-80098

B. SERVICE PROVIDERS

Auditors

Yes No

23. (a) (1) Are the private fund's financial statements subject to an annual audit?

(2) Are the financial statements prepared in accordance with U.S. GAAP?

If the answer to 23(a)(1) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one auditing firm, you must

complete questions (b) through (f) separately for each auditing firm.

Additional Auditor Information : 1 Record(s) Filed.

If the answer to 23(a)(1) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one auditing firm, you

must complete questions (b) through (f) separately for each auditing firm.

(b) Name of the auditing firm:

ERNST & YOUNG LTD

(c) The location of the auditing firm's office responsible for the private fund's audit (city, state and country):

City:

HAMILTON

State: Country:

BERMUDA

Yes No

(d) Is the auditing firm an independent public accountant?

(e) Is the auditing firm registered with the Public Company Accounting Oversight Board?

(f) If "yes" to (e) above, is the auditing firm subject to regular inspection by the Public Company Accounting Oversight Board in

accordance with its rules?

Yes No

(g) Are the private fund's audited financial statements distributed to the private fund's investors?

(h) Does the report prepared by the auditing firm contain an unqualified opinion?

Yes No Report Not Yet Received

If you check "Report Not Yet Received," you must promptly file an amendment to your Form ADV to update your response when the report is available.

Prime Broker

Yes No

24. (a) Does the private fund use one or more prime brokers?

If the answer to 24(a) is "yes," respond to questions (b) through (e) below for each prime broker the private fund uses. If the private fund uses

more than one prime broker, you must complete questions (b) through (e) separately for each prime broker.

Additional Prime Broker Information : 3 Record(s) Filed.

If the answer to 24(a) is "yes," respond to questions (b) through (e) below for each prime broker the private fund uses. If the private fund
uses more than one prime broker, you must complete questions (b) through (e) separately for each prime broker.
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(b) Name of the prime broker: 

GOLDMAN, SACHS & CO.

(c) If the prime broker is registered with the SEC, its registration number:

8 - 129

CRD Number (if any): 

361

(d) Location of prime broker's office used principally by the private fund (city, state and country):

City:

NEW YORK

State:

New York

Country:

UNITED STATES

Yes No

(e) Does this prime broker act as custodian for some or all of the private fund's assets?

If the answer to 24(a) is "yes," respond to questions (b) through (e) below for each prime broker the private fund uses. If the private fund
uses more than one prime broker, you must complete questions (b) through (e) separately for each prime broker.

(b) Name of the prime broker: 

MORGAN STANLEY & CO. LLC

(c) If the prime broker is registered with the SEC, its registration number:

8 - 15869

CRD Number (if any): 

8209

(d) Location of prime broker's office used principally by the private fund (city, state and country):

City:

NEW YORK

State:

New York

Country:

UNITED STATES

Yes No

(e) Does this prime broker act as custodian for some or all of the private fund's assets?

If the answer to 24(a) is "yes," respond to questions (b) through (e) below for each prime broker the private fund uses. If the private fund
uses more than one prime broker, you must complete questions (b) through (e) separately for each prime broker.

(b) Name of the prime broker: 

UBS SECURITIES LLC

(c) If the prime broker is registered with the SEC, its registration number:

8 - 22651

CRD Number (if any): 

7654

(d) Location of prime broker's office used principally by the private fund (city, state and country):

City:

STAMFORD

State:

Connecticut

Country:

UNITED STATES

Yes No

(e) Does this prime broker act as custodian for some or all of the private fund's assets?

Custodian

Yes No

25. (a) Does the private fund use any custodians (including the prime brokers listed above) to hold some or all of its assets?

If the answer to 25(a) is "yes," respond to questions (b) through (f) below for each custodian the private fund uses. If the private fund uses

more than one custodian, you must complete questions (b) through (f) separately for each custodian.

Additional Custodian Information : 3 Record(s) Filed.

If the answer to 25(a) is "yes," respond to questions (b) through (f) below for each custodian the private fund uses. If the private fund uses
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more than one custodian, you must complete questions (b) through (f) separately for each custodian.

(b) Legal name of custodian: 

GOLDMAN, SACHS & CO.

(c) Primary business name of custodian: 

GOLDMAN, SACHS & CO.

(d) The location of the custodian's office responsible for custody of the private fund's assets (city, state and country):

City:

NEW YORK

State:

New York

Country:

UNITED STATES

Yes No

(e) Is the custodian a related person of your firm?

(f) If the custodian is a broker-dealer, provide its SEC registration number (if any)

8 - 129

CRD Number (if any): 

361

If the answer to 25(a) is "yes," respond to questions (b) through (f) below for each custodian the private fund uses. If the private fund uses

more than one custodian, you must complete questions (b) through (f) separately for each custodian.

(b) Legal name of custodian: 

MORGAN STANLEY & CO. LLC

(c) Primary business name of custodian: 

MORGAN STANLEY & CO. LLC

(d) The location of the custodian's office responsible for custody of the private fund's assets (city, state and country):

City:

NEW YORK

State:

New York

Country:

UNITED STATES

Yes No

(e) Is the custodian a related person of your firm?

(f) If the custodian is a broker-dealer, provide its SEC registration number (if any)

8 - 15869

CRD Number (if any): 

8209

If the answer to 25(a) is "yes," respond to questions (b) through (f) below for each custodian the private fund uses. If the private fund uses

more than one custodian, you must complete questions (b) through (f) separately for each custodian.

(b) Legal name of custodian: 

UBS SECURITIES LLC

(c) Primary business name of custodian: 

UBS SECURITIES LLC

(d) The location of the custodian's office responsible for custody of the private fund's assets (city, state and country):

City:

STAMFORD

State:

Connecticut

Country:

UNITED STATES

Yes No

(e) Is the custodian a related person of your firm?

(f) If the custodian is a broker-dealer, provide its SEC registration number (if any)

8 - 22651

CRD Number (if any): 

7654
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Administrator

Yes No

26. (a) Does the private fund use an administrator other than your firm?

If the answer to 26(a) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one administrator, you must

complete questions (b) through (f) separately for each administrator.

Additional Administrator Information : 1 Record(s) Filed.

If the answer to 26(a) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one administrator, you must

complete questions (b) through (f) separately for each administrator.

(b) Name of the administrator:

CITI FUND SERVICES (BERMUDA) LTD.

(c) Location of administrator (city, state and country):

City:

HAMILTON

State: Country:

BERMUDA

Yes No

(d) Is the administrator a related person of your firm?

(e) Does the administrator prepare and send investor account statements to the private fund's investors?

Yes (provided to all investors) Some (provided to some but not all investors) No (provided to no investors)

(f) If the answer to 26(e) is "no" or "some," who sends the investor account statements to the (rest of the) private fund's investors? If

investor account statements are not sent to the (rest of the) private fund's investors, respond "not applicable." 

27. During your last fiscal year, what percentage of the private fund's assets (by value) was valued by a person, such as an administrator, that is not

your related person?

98%

Include only those assets where (i) such person carried out the valuation procedure established for that asset, if any, including obtaining any

relevant quotes, and (ii) the valuation used for purposes of investor subscriptions, redemptions or distributions, and fee calculations (including

allocations) was the valuation determined by such person.

Marketers

Yes No

28. (a) Does the private fund use the services of someone other than you or your employees for marketing purposes?

You must answer "yes" whether the person acts as a placement agent, consultant, finder, introducer, municipal advisor or other solicitor, or

similar person. If the answer to 28(a) is "yes", respond to questions (b) through (g) below for each such marketer the private fund uses. If the

private fund uses more than one marketer you must complete questions (b) through (g) separately for each marketer.

No Information Filed

A. PRIVATE FUND

Information About the Private Fund

1. (a) Name of the private fund:

DEERFIELD PDI FINANCING II, L.P.

(b) Private fund identification number: 

(include the "805-" prefix also)

805-2416843259

2. Under the laws of what state or country is the private fund organized:

State: Country:

BRITISH VIRGIN ISLANDS

3. Name(s) of General Partner, Manager, Trustee, or Directors (or persons serving in a similar capacity):
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Name of General Partner, Manager, Trustee, or Director

DEERFIELD MGMT, L.P., GENERAL PARTNER

4. The private fund (check all that apply; you must check at least one):

  (1) qualifies for the exclusion from the definition of investment company under section 3(c)(1) of the Investment Company Act of 1940

  (2) qualifies for the exclusion from the definition of investment company under section 3(c)(7) of the Investment Company Act of 1940

5. List the name and country, in English, of each foreign financial regulatory authority with which the private fund is registered.

No Information Filed

Yes No

6. (a) Is this a "master fund" in a master-feeder arrangement?

(b) If yes, what is the name and private fund identification number (if any) of the feeder funds investing in this private fund?

No Information Filed

Yes No

(c) Is this a "feeder fund" in a master-feeder arrangement?

(d) If yes, what is the name and private fund identification number (if any) of the master fund in which this private fund invests?

Name of the Private Fund:

Private Fund Identification Number: 

(include the "805-" prefix also)

NOTE: You must complete question 6 for each master-feeder arrangement regardless of whether you are filing a single Schedule D, Section 7.B.(1).

for the master-feeder arrangement or reporting on the funds separately.

7. If you are filing a single Schedule D, Section 7.B.(1) for a master-feeder arrangement according to the instructions to this Section 7.B.(1), for each of

the feeder funds answer the following questions:

No Information Filed

NOTE: For purposes of questions 6 and 7, in a master-feeder arrangement, one or more funds ("feeder funds") invest all or substantially all of their

assets in a single fund ("master fund"). A fund would also be a "feeder fund" investing in a "master fund" for purposes of this question if it issued

multiple classes (or series) of shares or interests, and each class (or series) invests substantially all of its assets in a single master fund.

Yes No

8. (a) Is this private fund a "fund of funds"?

(b) If yes, does the private fund invest in funds managed by you or by a related person?

NOTE: For purposes of this question only, answer "yes" if the fund invests 10 percent or more of its total assets in other pooled investment

vehicles, whether or not they are also private funds, or registered investment companies.

Yes No

9. During your last fiscal year, did the private fund invest in securities issued by investment companies registered under the Investment

Company Act of 1940 (other than "money market funds," to the extent provided in Instruction 6.e.)?

10. What type of fund is the private fund?

hedge fund liquidity fund private equity fund real estate fund securitized asset fund venture capital fund Other private fund

NOTE: For funds of funds, refer to the funds in which the private fund invests. For definitions of these fund types, please see Instruction 6 of the

Instructions to Part 1A.

11. Current gross asset value of the private fund:

$ 5,192,617

Ownership

12. Minimum investment commitment required of an investor in the private fund:

$ 1,000,000

NOTE: Report the amount routinely required of investors who are not your related persons (even if different from the amount set forth in the

organizational documents of the fund).
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13. Approximate number of the private fund's beneficial owners:

35

14. What is the approximate percentage of the private fund beneficially owned by you and your related persons:

0%

15. What is the approximate percentage of the private fund beneficially owned (in the aggregate) by funds of funds:

9%

16. What is the approximate percentage of the private fund beneficially owned by non-United States persons:

21%

Your Advisory Services

Yes No

17. (a) Are you a subadviser to this private fund?

(b) If the answer to question 17(a) is "yes," provide the name and SEC file number, if any, of the adviser of the private fund. If the answer to

question 17(a) is "no," leave this question blank.

No Information Filed

Yes No

18. (a) Do any other investment advisers advise the private fund?

(b) If the answer to question 18(a) is "yes," provide the name and SEC file number, if any, of the other advisers to the private fund. If the answer

to question 18(a) is "no," leave this question blank.

No Information Filed

Yes No

19. Are your clients solicited to invest in the private fund?

20. Approximately what percentage of your clients has invested in the private fund?

0%

Private Offering

Yes No

21. Does the private fund rely on an exemption from registration of its securities under Regulation D of the Securities Act of 1933?

22. If yes, provide the private fund's Form D file number (if any):

No Information Filed

B. SERVICE PROVIDERS

Auditors

Yes No

23. (a) (1) Are the private fund's financial statements subject to an annual audit?

(2) Are the financial statements prepared in accordance with U.S. GAAP?

If the answer to 23(a)(1) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one auditing firm, you must

complete questions (b) through (f) separately for each auditing firm.

Additional Auditor Information : 1 Record(s) Filed.

If the answer to 23(a)(1) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one auditing firm, you

must complete questions (b) through (f) separately for each auditing firm.

(b) Name of the auditing firm:

ERNST & YOUNG LTD

(c) The location of the auditing firm's office responsible for the private fund's audit (city, state and country):

City:

HAMILTON

State: Country:

BERMUDA

Yes No

(d) Is the auditing firm an independent public accountant?

(e) Is the auditing firm registered with the Public Company Accounting Oversight Board?
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(f) If "yes" to (e) above, is the auditing firm subject to regular inspection by the Public Company Accounting Oversight Board in

accordance with its rules?

Yes No

(g) Are the private fund's audited financial statements distributed to the private fund's investors?

(h) Does the report prepared by the auditing firm contain an unqualified opinion?

Yes No Report Not Yet Received

If you check "Report Not Yet Received," you must promptly file an amendment to your Form ADV to update your response when the report is available.

Prime Broker

Yes No

24. (a) Does the private fund use one or more prime brokers?

If the answer to 24(a) is "yes," respond to questions (b) through (e) below for each prime broker the private fund uses. If the private fund uses

more than one prime broker, you must complete questions (b) through (e) separately for each prime broker.

Additional Prime Broker Information : 1 Record(s) Filed.

If the answer to 24(a) is "yes," respond to questions (b) through (e) below for each prime broker the private fund uses. If the private fund
uses more than one prime broker, you must complete questions (b) through (e) separately for each prime broker.

(b) Name of the prime broker: 

MORGAN STANLEY & CO. LLC

(c) If the prime broker is registered with the SEC, its registration number:

8 - 15869

CRD Number (if any): 

8209

(d) Location of prime broker's office used principally by the private fund (city, state and country):

City:

NEW YORK

State:

New York

Country:

UNITED STATES

Yes No

(e) Does this prime broker act as custodian for some or all of the private fund's assets?

Custodian

Yes No

25. (a) Does the private fund use any custodians (including the prime brokers listed above) to hold some or all of its assets?

If the answer to 25(a) is "yes," respond to questions (b) through (f) below for each custodian the private fund uses. If the private fund uses

more than one custodian, you must complete questions (b) through (f) separately for each custodian.

Additional Custodian Information : 1 Record(s) Filed.

If the answer to 25(a) is "yes," respond to questions (b) through (f) below for each custodian the private fund uses. If the private fund uses

more than one custodian, you must complete questions (b) through (f) separately for each custodian.

(b) Legal name of custodian: 

MORGAN STANLEY & CO. LLC

(c) Primary business name of custodian: 

MORGAN STANLEY & CO. LLC

(d) The location of the custodian's office responsible for custody of the private fund's assets (city, state and country):

City:

NEW YORK

State:

New York

Country:

UNITED STATES

Yes No

(e) Is the custodian a related person of your firm?

(f) If the custodian is a broker-dealer, provide its SEC registration number (if any)

8 - 15869
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CRD Number (if any): 

8209

Administrator

Yes No

26. (a) Does the private fund use an administrator other than your firm?

If the answer to 26(a) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one administrator, you must

complete questions (b) through (f) separately for each administrator.

Additional Administrator Information : 1 Record(s) Filed.

If the answer to 26(a) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one administrator, you must

complete questions (b) through (f) separately for each administrator.

(b) Name of the administrator:

CITI FUND SERVICES (BERMUDA) LTD.

(c) Location of administrator (city, state and country):

City:

HAMILTON

State: Country:

BERMUDA

Yes No

(d) Is the administrator a related person of your firm?

(e) Does the administrator prepare and send investor account statements to the private fund's investors?

Yes (provided to all investors) Some (provided to some but not all investors) No (provided to no investors)

(f) If the answer to 26(e) is "no" or "some," who sends the investor account statements to the (rest of the) private fund's investors? If

investor account statements are not sent to the (rest of the) private fund's investors, respond "not applicable." 

27. During your last fiscal year, what percentage of the private fund's assets (by value) was valued by a person, such as an administrator, that is not

your related person?

42%

Include only those assets where (i) such person carried out the valuation procedure established for that asset, if any, including obtaining any

relevant quotes, and (ii) the valuation used for purposes of investor subscriptions, redemptions or distributions, and fee calculations (including

allocations) was the valuation determined by such person.

Marketers

Yes No

28. (a) Does the private fund use the services of someone other than you or your employees for marketing purposes?

You must answer "yes" whether the person acts as a placement agent, consultant, finder, introducer, municipal advisor or other solicitor, or

similar person. If the answer to 28(a) is "yes", respond to questions (b) through (g) below for each such marketer the private fund uses. If the

private fund uses more than one marketer you must complete questions (b) through (g) separately for each marketer.

No Information Filed

A. PRIVATE FUND

Information About the Private Fund

1. (a) Name of the private fund:

DEERFIELD PDI FINANCING, L.P.

(b) Private fund identification number: 

(include the "805-" prefix also)

805-1892367232

2. Under the laws of what state or country is the private fund organized:
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State: Country:

BRITISH VIRGIN ISLANDS

3. Name(s) of General Partner, Manager, Trustee, or Directors (or persons serving in a similar capacity):

Name of General Partner, Manager, Trustee, or Director

DEERFIELD MGMT, L.P., GENERAL PARTNER

4. The private fund (check all that apply; you must check at least one):

  (1) qualifies for the exclusion from the definition of investment company under section 3(c)(1) of the Investment Company Act of 1940

  (2) qualifies for the exclusion from the definition of investment company under section 3(c)(7) of the Investment Company Act of 1940

5. List the name and country, in English, of each foreign financial regulatory authority with which the private fund is registered.

No Information Filed

Yes No

6. (a) Is this a "master fund" in a master-feeder arrangement?

(b) If yes, what is the name and private fund identification number (if any) of the feeder funds investing in this private fund?

No Information Filed

Yes No

(c) Is this a "feeder fund" in a master-feeder arrangement?

(d) If yes, what is the name and private fund identification number (if any) of the master fund in which this private fund invests?

Name of the Private Fund:

Private Fund Identification Number: 

(include the "805-" prefix also)

NOTE: You must complete question 6 for each master-feeder arrangement regardless of whether you are filing a single Schedule D, Section 7.B.(1).

for the master-feeder arrangement or reporting on the funds separately.

7. If you are filing a single Schedule D, Section 7.B.(1) for a master-feeder arrangement according to the instructions to this Section 7.B.(1), for each of

the feeder funds answer the following questions:

No Information Filed

NOTE: For purposes of questions 6 and 7, in a master-feeder arrangement, one or more funds ("feeder funds") invest all or substantially all of their

assets in a single fund ("master fund"). A fund would also be a "feeder fund" investing in a "master fund" for purposes of this question if it issued

multiple classes (or series) of shares or interests, and each class (or series) invests substantially all of its assets in a single master fund.

Yes No

8. (a) Is this private fund a "fund of funds"?

(b) If yes, does the private fund invest in funds managed by you or by a related person?

NOTE: For purposes of this question only, answer "yes" if the fund invests 10 percent or more of its total assets in other pooled investment

vehicles, whether or not they are also private funds, or registered investment companies.

Yes No

9. During your last fiscal year, did the private fund invest in securities issued by investment companies registered under the Investment

Company Act of 1940 (other than "money market funds," to the extent provided in Instruction 6.e.)?

10. What type of fund is the private fund?

hedge fund liquidity fund private equity fund real estate fund securitized asset fund venture capital fund Other private fund

NOTE: For funds of funds, refer to the funds in which the private fund invests. For definitions of these fund types, please see Instruction 6 of the

Instructions to Part 1A.

11. Current gross asset value of the private fund:

$ 5,105,830

Ownership

12. Minimum investment commitment required of an investor in the private fund:
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$ 1,000,000

NOTE: Report the amount routinely required of investors who are not your related persons (even if different from the amount set forth in the

organizational documents of the fund).

13. Approximate number of the private fund's beneficial owners:

12

14. What is the approximate percentage of the private fund beneficially owned by you and your related persons:

2%

15. What is the approximate percentage of the private fund beneficially owned (in the aggregate) by funds of funds:

42%

16. What is the approximate percentage of the private fund beneficially owned by non-United States persons:

30%

Your Advisory Services

Yes No

17. (a) Are you a subadviser to this private fund?

(b) If the answer to question 17(a) is "yes," provide the name and SEC file number, if any, of the adviser of the private fund. If the answer to

question 17(a) is "no," leave this question blank.

No Information Filed

Yes No

18. (a) Do any other investment advisers advise the private fund?

(b) If the answer to question 18(a) is "yes," provide the name and SEC file number, if any, of the other advisers to the private fund. If the answer

to question 18(a) is "no," leave this question blank.

No Information Filed

Yes No

19. Are your clients solicited to invest in the private fund?

20. Approximately what percentage of your clients has invested in the private fund?

0%

Private Offering

Yes No

21. Does the private fund rely on an exemption from registration of its securities under Regulation D of the Securities Act of 1933?

22. If yes, provide the private fund's Form D file number (if any):

No Information Filed

B. SERVICE PROVIDERS

Auditors

Yes No

23. (a) (1) Are the private fund's financial statements subject to an annual audit?

(2) Are the financial statements prepared in accordance with U.S. GAAP?

If the answer to 23(a)(1) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one auditing firm, you must

complete questions (b) through (f) separately for each auditing firm.

Additional Auditor Information : 1 Record(s) Filed.

If the answer to 23(a)(1) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one auditing firm, you

must complete questions (b) through (f) separately for each auditing firm.

(b) Name of the auditing firm:

ERNST & YOUNG LTD

(c) The location of the auditing firm's office responsible for the private fund's audit (city, state and country):

City:

HAMILTON

State: Country:

BERMUDA
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Yes No

(d) Is the auditing firm an independent public accountant?

(e) Is the auditing firm registered with the Public Company Accounting Oversight Board?

(f) If "yes" to (e) above, is the auditing firm subject to regular inspection by the Public Company Accounting Oversight Board in

accordance with its rules?

Yes No

(g) Are the private fund's audited financial statements distributed to the private fund's investors?

(h) Does the report prepared by the auditing firm contain an unqualified opinion?

Yes No Report Not Yet Received

If you check "Report Not Yet Received," you must promptly file an amendment to your Form ADV to update your response when the report is available.

Prime Broker

Yes No

24. (a) Does the private fund use one or more prime brokers?

If the answer to 24(a) is "yes," respond to questions (b) through (e) below for each prime broker the private fund uses. If the private fund uses

more than one prime broker, you must complete questions (b) through (e) separately for each prime broker.

Additional Prime Broker Information : 1 Record(s) Filed.

If the answer to 24(a) is "yes," respond to questions (b) through (e) below for each prime broker the private fund uses. If the private fund
uses more than one prime broker, you must complete questions (b) through (e) separately for each prime broker.

(b) Name of the prime broker: 

MORGAN STANLEY & CO. LLC

(c) If the prime broker is registered with the SEC, its registration number:

8 - 15869

CRD Number (if any): 

8209

(d) Location of prime broker's office used principally by the private fund (city, state and country):

City:

NEW YORK

State:

New York

Country:

UNITED STATES

Yes No

(e) Does this prime broker act as custodian for some or all of the private fund's assets?

Custodian

Yes No

25. (a) Does the private fund use any custodians (including the prime brokers listed above) to hold some or all of its assets?

If the answer to 25(a) is "yes," respond to questions (b) through (f) below for each custodian the private fund uses. If the private fund uses

more than one custodian, you must complete questions (b) through (f) separately for each custodian.

Additional Custodian Information : 1 Record(s) Filed.

If the answer to 25(a) is "yes," respond to questions (b) through (f) below for each custodian the private fund uses. If the private fund uses

more than one custodian, you must complete questions (b) through (f) separately for each custodian.

(b) Legal name of custodian: 

MORGAN STANLEY & CO. LLC

(c) Primary business name of custodian: 

MORGAN STANLEY & CO. LLC

(d) The location of the custodian's office responsible for custody of the private fund's assets (city, state and country):

City:

NEW YORK

State:

New York

Country:

UNITED STATES

Yes No
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(e) Is the custodian a related person of your firm?

(f) If the custodian is a broker-dealer, provide its SEC registration number (if any)

8 - 15869

CRD Number (if any): 

8209

Administrator

Yes No

26. (a) Does the private fund use an administrator other than your firm?

If the answer to 26(a) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one administrator, you must

complete questions (b) through (f) separately for each administrator.

Additional Administrator Information : 1 Record(s) Filed.

If the answer to 26(a) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one administrator, you must

complete questions (b) through (f) separately for each administrator.

(b) Name of the administrator:

CITI FUND SERVICES (BERMUDA) LTD.

(c) Location of administrator (city, state and country):

City:

HAMILTON

State: Country:

BERMUDA

Yes No

(d) Is the administrator a related person of your firm?

(e) Does the administrator prepare and send investor account statements to the private fund's investors?

Yes (provided to all investors) Some (provided to some but not all investors) No (provided to no investors)

(f) If the answer to 26(e) is "no" or "some," who sends the investor account statements to the (rest of the) private fund's investors? If

investor account statements are not sent to the (rest of the) private fund's investors, respond "not applicable." 

27. During your last fiscal year, what percentage of the private fund's assets (by value) was valued by a person, such as an administrator, that is not

your related person?

27%

Include only those assets where (i) such person carried out the valuation procedure established for that asset, if any, including obtaining any

relevant quotes, and (ii) the valuation used for purposes of investor subscriptions, redemptions or distributions, and fee calculations (including

allocations) was the valuation determined by such person.

Marketers

Yes No

28. (a) Does the private fund use the services of someone other than you or your employees for marketing purposes?

You must answer "yes" whether the person acts as a placement agent, consultant, finder, introducer, municipal advisor or other solicitor, or

similar person. If the answer to 28(a) is "yes", respond to questions (b) through (g) below for each such marketer the private fund uses. If the

private fund uses more than one marketer you must complete questions (b) through (g) separately for each marketer.

No Information Filed

A. PRIVATE FUND

Information About the Private Fund

1. (a) Name of the private fund:

DEERFIELD PRIVATE DESIGN FUND II, L.P.

(b) Private fund identification number: 

(include the "805-" prefix also)

32 of 76



805-1993905903

2. Under the laws of what state or country is the private fund organized:

State:

Delaware

Country:

UNITED STATES

3. Name(s) of General Partner, Manager, Trustee, or Directors (or persons serving in a similar capacity):

Name of General Partner, Manager, Trustee, or Director

DEERFIELD MGMT, L.P., GENERAL PARTNER

4. The private fund (check all that apply; you must check at least one):

  (1) qualifies for the exclusion from the definition of investment company under section 3(c)(1) of the Investment Company Act of 1940

  (2) qualifies for the exclusion from the definition of investment company under section 3(c)(7) of the Investment Company Act of 1940

5. List the name and country, in English, of each foreign financial regulatory authority with which the private fund is registered.

No Information Filed

Yes No

6. (a) Is this a "master fund" in a master-feeder arrangement?

(b) If yes, what is the name and private fund identification number (if any) of the feeder funds investing in this private fund?

No Information Filed

Yes No

(c) Is this a "feeder fund" in a master-feeder arrangement?

(d) If yes, what is the name and private fund identification number (if any) of the master fund in which this private fund invests?

Name of the Private Fund:

Private Fund Identification Number: 

(include the "805-" prefix also)

NOTE: You must complete question 6 for each master-feeder arrangement regardless of whether you are filing a single Schedule D, Section 7.B.(1).

for the master-feeder arrangement or reporting on the funds separately.

7. If you are filing a single Schedule D, Section 7.B.(1) for a master-feeder arrangement according to the instructions to this Section 7.B.(1), for each of

the feeder funds answer the following questions:

No Information Filed

NOTE: For purposes of questions 6 and 7, in a master-feeder arrangement, one or more funds ("feeder funds") invest all or substantially all of their

assets in a single fund ("master fund"). A fund would also be a "feeder fund" investing in a "master fund" for purposes of this question if it issued

multiple classes (or series) of shares or interests, and each class (or series) invests substantially all of its assets in a single master fund.

Yes No

8. (a) Is this private fund a "fund of funds"?

(b) If yes, does the private fund invest in funds managed by you or by a related person?

NOTE: For purposes of this question only, answer "yes" if the fund invests 10 percent or more of its total assets in other pooled investment

vehicles, whether or not they are also private funds, or registered investment companies.

Yes No

9. During your last fiscal year, did the private fund invest in securities issued by investment companies registered under the Investment

Company Act of 1940 (other than "money market funds," to the extent provided in Instruction 6.e.)?

10. What type of fund is the private fund?

hedge fund liquidity fund private equity fund real estate fund securitized asset fund venture capital fund Other private fund

NOTE: For funds of funds, refer to the funds in which the private fund invests. For definitions of these fund types, please see Instruction 6 of the

Instructions to Part 1A.

11. Current gross asset value of the private fund:

$ 537,772,429
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Ownership

12. Minimum investment commitment required of an investor in the private fund:

$ 1,000,000

NOTE: Report the amount routinely required of investors who are not your related persons (even if different from the amount set forth in the

organizational documents of the fund).

13. Approximate number of the private fund's beneficial owners:

53

14. What is the approximate percentage of the private fund beneficially owned by you and your related persons:

2%

15. What is the approximate percentage of the private fund beneficially owned (in the aggregate) by funds of funds:

42%

16. What is the approximate percentage of the private fund beneficially owned by non-United States persons:

30%

Your Advisory Services

Yes No

17. (a) Are you a subadviser to this private fund?

(b) If the answer to question 17(a) is "yes," provide the name and SEC file number, if any, of the adviser of the private fund. If the answer to

question 17(a) is "no," leave this question blank.

No Information Filed

Yes No

18. (a) Do any other investment advisers advise the private fund?

(b) If the answer to question 18(a) is "yes," provide the name and SEC file number, if any, of the other advisers to the private fund. If the answer

to question 18(a) is "no," leave this question blank.

No Information Filed

Yes No

19. Are your clients solicited to invest in the private fund?

20. Approximately what percentage of your clients has invested in the private fund?

0%

Private Offering

Yes No

21. Does the private fund rely on an exemption from registration of its securities under Regulation D of the Securities Act of 1933?

22. If yes, provide the private fund's Form D file number (if any):

Form D file number

021-152140

B. SERVICE PROVIDERS

Auditors

Yes No

23. (a) (1) Are the private fund's financial statements subject to an annual audit?

(2) Are the financial statements prepared in accordance with U.S. GAAP?

If the answer to 23(a)(1) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one auditing firm, you must

complete questions (b) through (f) separately for each auditing firm.

Additional Auditor Information : 1 Record(s) Filed.

If the answer to 23(a)(1) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one auditing firm, you

must complete questions (b) through (f) separately for each auditing firm.

(b) Name of the auditing firm:
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ERNST & YOUNG LTD

(c) The location of the auditing firm's office responsible for the private fund's audit (city, state and country):

City:

HAMILTON

State: Country:

BERMUDA

Yes No

(d) Is the auditing firm an independent public accountant?

(e) Is the auditing firm registered with the Public Company Accounting Oversight Board?

(f) If "yes" to (e) above, is the auditing firm subject to regular inspection by the Public Company Accounting Oversight Board in

accordance with its rules?

Yes No

(g) Are the private fund's audited financial statements distributed to the private fund's investors?

(h) Does the report prepared by the auditing firm contain an unqualified opinion?

Yes No Report Not Yet Received

If you check "Report Not Yet Received," you must promptly file an amendment to your Form ADV to update your response when the report is available.

Prime Broker

Yes No

24. (a) Does the private fund use one or more prime brokers?

If the answer to 24(a) is "yes," respond to questions (b) through (e) below for each prime broker the private fund uses. If the private fund uses

more than one prime broker, you must complete questions (b) through (e) separately for each prime broker.

Additional Prime Broker Information : 2 Record(s) Filed.

If the answer to 24(a) is "yes," respond to questions (b) through (e) below for each prime broker the private fund uses. If the private fund
uses more than one prime broker, you must complete questions (b) through (e) separately for each prime broker.

(b) Name of the prime broker: 

GOLDMAN, SACHS & CO.

(c) If the prime broker is registered with the SEC, its registration number:

8 - 129

CRD Number (if any): 

361

(d) Location of prime broker's office used principally by the private fund (city, state and country):

City:

NEW YORK

State:

New York

Country:

UNITED STATES

Yes No

(e) Does this prime broker act as custodian for some or all of the private fund's assets?

If the answer to 24(a) is "yes," respond to questions (b) through (e) below for each prime broker the private fund uses. If the private fund
uses more than one prime broker, you must complete questions (b) through (e) separately for each prime broker.

(b) Name of the prime broker: 

MORGAN STANLEY & CO. LLC

(c) If the prime broker is registered with the SEC, its registration number:

8 - 15869

CRD Number (if any): 

8209

(d) Location of prime broker's office used principally by the private fund (city, state and country):

City:

NEW YORK

State:

New York

Country:

UNITED STATES

Yes No
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(e) Does this prime broker act as custodian for some or all of the private fund's assets?

Custodian

Yes No

25. (a) Does the private fund use any custodians (including the prime brokers listed above) to hold some or all of its assets?

If the answer to 25(a) is "yes," respond to questions (b) through (f) below for each custodian the private fund uses. If the private fund uses

more than one custodian, you must complete questions (b) through (f) separately for each custodian.

Additional Custodian Information : 2 Record(s) Filed.

If the answer to 25(a) is "yes," respond to questions (b) through (f) below for each custodian the private fund uses. If the private fund uses

more than one custodian, you must complete questions (b) through (f) separately for each custodian.

(b) Legal name of custodian: 

GOLDMAN, SACHS & CO.

(c) Primary business name of custodian: 

GOLDMAN, SACHS & CO.

(d) The location of the custodian's office responsible for custody of the private fund's assets (city, state and country):

City:

NEW YORK

State:

New York

Country:

UNITED STATES

Yes No

(e) Is the custodian a related person of your firm?

(f) If the custodian is a broker-dealer, provide its SEC registration number (if any)

8 - 129

CRD Number (if any): 

361

If the answer to 25(a) is "yes," respond to questions (b) through (f) below for each custodian the private fund uses. If the private fund uses

more than one custodian, you must complete questions (b) through (f) separately for each custodian.

(b) Legal name of custodian: 

MORGAN STANLEY & CO. LLC

(c) Primary business name of custodian: 

MORGAN STANLEY & CO. LLC

(d) The location of the custodian's office responsible for custody of the private fund's assets (city, state and country):

City:

NEW YORK

State:

New York

Country:

UNITED STATES

Yes No

(e) Is the custodian a related person of your firm?

(f) If the custodian is a broker-dealer, provide its SEC registration number (if any)

8 - 15869

CRD Number (if any): 

8209

Administrator

Yes No

26. (a) Does the private fund use an administrator other than your firm?

If the answer to 26(a) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one administrator, you must

complete questions (b) through (f) separately for each administrator.

Additional Administrator Information : 1 Record(s) Filed.
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If the answer to 26(a) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one administrator, you must

complete questions (b) through (f) separately for each administrator.

(b) Name of the administrator:

CITI FUND SERVICES (BERMUDA) LTD.

(c) Location of administrator (city, state and country):

City:

HAMILTON

State: Country:

BERMUDA

Yes No

(d) Is the administrator a related person of your firm?

(e) Does the administrator prepare and send investor account statements to the private fund's investors?

Yes (provided to all investors) Some (provided to some but not all investors) No (provided to no investors)

(f) If the answer to 26(e) is "no" or "some," who sends the investor account statements to the (rest of the) private fund's investors? If

investor account statements are not sent to the (rest of the) private fund's investors, respond "not applicable." 

27. During your last fiscal year, what percentage of the private fund's assets (by value) was valued by a person, such as an administrator, that is not

your related person?

42%

Include only those assets where (i) such person carried out the valuation procedure established for that asset, if any, including obtaining any

relevant quotes, and (ii) the valuation used for purposes of investor subscriptions, redemptions or distributions, and fee calculations (including

allocations) was the valuation determined by such person.

Marketers

Yes No

28. (a) Does the private fund use the services of someone other than you or your employees for marketing purposes?

You must answer "yes" whether the person acts as a placement agent, consultant, finder, introducer, municipal advisor or other solicitor, or

similar person. If the answer to 28(a) is "yes", respond to questions (b) through (g) below for each such marketer the private fund uses. If the

private fund uses more than one marketer you must complete questions (b) through (g) separately for each marketer.

No Information Filed

A. PRIVATE FUND

Information About the Private Fund

1. (a) Name of the private fund:

DEERFIELD PRIVATE DESIGN FUND III, L.P.

(b) Private fund identification number: 

(include the "805-" prefix also)

805-7675685138

2. Under the laws of what state or country is the private fund organized:

State:

Delaware

Country:

UNITED STATES

3. Name(s) of General Partner, Manager, Trustee, or Directors (or persons serving in a similar capacity):

Name of General Partner, Manager, Trustee, or Director

DEERFIELD MGMT III, L.P., GENERAL PARTNER

4. The private fund (check all that apply; you must check at least one):

  (1) qualifies for the exclusion from the definition of investment company under section 3(c)(1) of the Investment Company Act of 1940

  (2) qualifies for the exclusion from the definition of investment company under section 3(c)(7) of the Investment Company Act of 1940

5. List the name and country, in English, of each foreign financial regulatory authority with which the private fund is registered.
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No Information Filed

Yes No

6. (a) Is this a "master fund" in a master-feeder arrangement?

(b) If yes, what is the name and private fund identification number (if any) of the feeder funds investing in this private fund?

No Information Filed

Yes No

(c) Is this a "feeder fund" in a master-feeder arrangement?

(d) If yes, what is the name and private fund identification number (if any) of the master fund in which this private fund invests?

Name of the Private Fund:

Private Fund Identification Number: 

(include the "805-" prefix also)

NOTE: You must complete question 6 for each master-feeder arrangement regardless of whether you are filing a single Schedule D, Section 7.B.(1).

for the master-feeder arrangement or reporting on the funds separately.

7. If you are filing a single Schedule D, Section 7.B.(1) for a master-feeder arrangement according to the instructions to this Section 7.B.(1), for each of

the feeder funds answer the following questions:

No Information Filed

NOTE: For purposes of questions 6 and 7, in a master-feeder arrangement, one or more funds ("feeder funds") invest all or substantially all of their

assets in a single fund ("master fund"). A fund would also be a "feeder fund" investing in a "master fund" for purposes of this question if it issued

multiple classes (or series) of shares or interests, and each class (or series) invests substantially all of its assets in a single master fund.

Yes No

8. (a) Is this private fund a "fund of funds"?

(b) If yes, does the private fund invest in funds managed by you or by a related person?

NOTE: For purposes of this question only, answer "yes" if the fund invests 10 percent or more of its total assets in other pooled investment

vehicles, whether or not they are also private funds, or registered investment companies.

Yes No

9. During your last fiscal year, did the private fund invest in securities issued by investment companies registered under the Investment

Company Act of 1940 (other than "money market funds," to the extent provided in Instruction 6.e.)?

10. What type of fund is the private fund?

hedge fund liquidity fund private equity fund real estate fund securitized asset fund venture capital fund Other private fund

NOTE: For funds of funds, refer to the funds in which the private fund invests. For definitions of these fund types, please see Instruction 6 of the

Instructions to Part 1A.

11. Current gross asset value of the private fund:

$ 1,667,124,016

Ownership

12. Minimum investment commitment required of an investor in the private fund:

$ 1,000,000

NOTE: Report the amount routinely required of investors who are not your related persons (even if different from the amount set forth in the

organizational documents of the fund).

13. Approximate number of the private fund's beneficial owners:

124

14. What is the approximate percentage of the private fund beneficially owned by you and your related persons:

2%

15. What is the approximate percentage of the private fund beneficially owned (in the aggregate) by funds of funds:

19%
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16. What is the approximate percentage of the private fund beneficially owned by non-United States persons:

12%

Your Advisory Services

Yes No

17. (a) Are you a subadviser to this private fund?

(b) If the answer to question 17(a) is "yes," provide the name and SEC file number, if any, of the adviser of the private fund. If the answer to

question 17(a) is "no," leave this question blank.

No Information Filed

Yes No

18. (a) Do any other investment advisers advise the private fund?

(b) If the answer to question 18(a) is "yes," provide the name and SEC file number, if any, of the other advisers to the private fund. If the answer

to question 18(a) is "no," leave this question blank.

No Information Filed

Yes No

19. Are your clients solicited to invest in the private fund?

20. Approximately what percentage of your clients has invested in the private fund?

0%

Private Offering

Yes No

21. Does the private fund rely on an exemption from registration of its securities under Regulation D of the Securities Act of 1933?

22. If yes, provide the private fund's Form D file number (if any):

Form D file number

021-214736

B. SERVICE PROVIDERS

Auditors

Yes No

23. (a) (1) Are the private fund's financial statements subject to an annual audit?

(2) Are the financial statements prepared in accordance with U.S. GAAP?

If the answer to 23(a)(1) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one auditing firm, you must

complete questions (b) through (f) separately for each auditing firm.

Additional Auditor Information : 1 Record(s) Filed.

If the answer to 23(a)(1) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one auditing firm, you

must complete questions (b) through (f) separately for each auditing firm.

(b) Name of the auditing firm:

ERNST & YOUNG LTD

(c) The location of the auditing firm's office responsible for the private fund's audit (city, state and country):

City:

HAMILTON

State: Country:

BERMUDA

Yes No

(d) Is the auditing firm an independent public accountant?

(e) Is the auditing firm registered with the Public Company Accounting Oversight Board?

(f) If "yes" to (e) above, is the auditing firm subject to regular inspection by the Public Company Accounting Oversight Board in

accordance with its rules?

Yes No

(g) Are the private fund's audited financial statements distributed to the private fund's investors?

(h) Does the report prepared by the auditing firm contain an unqualified opinion?
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Yes No Report Not Yet Received

If you check "Report Not Yet Received," you must promptly file an amendment to your Form ADV to update your response when the report is available.

Prime Broker

Yes No

24. (a) Does the private fund use one or more prime brokers?

If the answer to 24(a) is "yes," respond to questions (b) through (e) below for each prime broker the private fund uses. If the private fund uses

more than one prime broker, you must complete questions (b) through (e) separately for each prime broker.

Additional Prime Broker Information : 2 Record(s) Filed.

If the answer to 24(a) is "yes," respond to questions (b) through (e) below for each prime broker the private fund uses. If the private fund
uses more than one prime broker, you must complete questions (b) through (e) separately for each prime broker.

(b) Name of the prime broker: 

GOLDMAN, SACHS & CO.

(c) If the prime broker is registered with the SEC, its registration number:

8 - 129

CRD Number (if any): 

361

(d) Location of prime broker's office used principally by the private fund (city, state and country):

City:

NEW YORK

State:

New York

Country:

UNITED STATES

Yes No

(e) Does this prime broker act as custodian for some or all of the private fund's assets?

If the answer to 24(a) is "yes," respond to questions (b) through (e) below for each prime broker the private fund uses. If the private fund
uses more than one prime broker, you must complete questions (b) through (e) separately for each prime broker.

(b) Name of the prime broker: 

MORGAN STANLEY & CO. LLC

(c) If the prime broker is registered with the SEC, its registration number:

8 - 15869

CRD Number (if any): 

8209

(d) Location of prime broker's office used principally by the private fund (city, state and country):

City:

NEW YORK

State:

New York

Country:

UNITED STATES

Yes No

(e) Does this prime broker act as custodian for some or all of the private fund's assets?

Custodian

Yes No

25. (a) Does the private fund use any custodians (including the prime brokers listed above) to hold some or all of its assets?

If the answer to 25(a) is "yes," respond to questions (b) through (f) below for each custodian the private fund uses. If the private fund uses

more than one custodian, you must complete questions (b) through (f) separately for each custodian.

Additional Custodian Information : 2 Record(s) Filed.

If the answer to 25(a) is "yes," respond to questions (b) through (f) below for each custodian the private fund uses. If the private fund uses

more than one custodian, you must complete questions (b) through (f) separately for each custodian.

(b) Legal name of custodian: 

GOLDMAN, SACHS & CO.
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(c) Primary business name of custodian: 

GOLDMAN, SACHS & CO.

(d) The location of the custodian's office responsible for custody of the private fund's assets (city, state and country):

City:

NEW YORK

State:

New York

Country:

UNITED STATES

Yes No

(e) Is the custodian a related person of your firm?

(f) If the custodian is a broker-dealer, provide its SEC registration number (if any)

8 - 129

CRD Number (if any): 

361

If the answer to 25(a) is "yes," respond to questions (b) through (f) below for each custodian the private fund uses. If the private fund uses

more than one custodian, you must complete questions (b) through (f) separately for each custodian.

(b) Legal name of custodian: 

MORGAN STANLEY & CO. LLC

(c) Primary business name of custodian: 

MORGAN STANLEY & CO. LLC

(d) The location of the custodian's office responsible for custody of the private fund's assets (city, state and country):

City:

NEW YORK

State:

New York

Country:

UNITED STATES

Yes No

(e) Is the custodian a related person of your firm?

(f) If the custodian is a broker-dealer, provide its SEC registration number (if any)

8 - 15869

CRD Number (if any): 

8209

Administrator

Yes No

26. (a) Does the private fund use an administrator other than your firm?

If the answer to 26(a) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one administrator, you must

complete questions (b) through (f) separately for each administrator.

Additional Administrator Information : 1 Record(s) Filed.

If the answer to 26(a) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one administrator, you must

complete questions (b) through (f) separately for each administrator.

(b) Name of the administrator:

CITI FUND SERVICES (BERMUDA) LTD.

(c) Location of administrator (city, state and country):

City:

HAMILTON

State: Country:

BERMUDA

Yes No

(d) Is the administrator a related person of your firm?

(e) Does the administrator prepare and send investor account statements to the private fund's investors?

Yes (provided to all investors) Some (provided to some but not all investors) No (provided to no investors)

(f) If the answer to 26(e) is "no" or "some," who sends the investor account statements to the (rest of the) private fund's investors? If

investor account statements are not sent to the (rest of the) private fund's investors, respond "not applicable." 
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27. During your last fiscal year, what percentage of the private fund's assets (by value) was valued by a person, such as an administrator, that is not

your related person?

81%

Include only those assets where (i) such person carried out the valuation procedure established for that asset, if any, including obtaining any

relevant quotes, and (ii) the valuation used for purposes of investor subscriptions, redemptions or distributions, and fee calculations (including

allocations) was the valuation determined by such person.

Marketers

Yes No

28. (a) Does the private fund use the services of someone other than you or your employees for marketing purposes?

You must answer "yes" whether the person acts as a placement agent, consultant, finder, introducer, municipal advisor or other solicitor, or

similar person. If the answer to 28(a) is "yes", respond to questions (b) through (g) below for each such marketer the private fund uses. If the

private fund uses more than one marketer you must complete questions (b) through (g) separately for each marketer.

No Information Filed

A. PRIVATE FUND

Information About the Private Fund

1. (a) Name of the private fund:

DEERFIELD PRIVATE DESIGN FUND, L.P.

(b) Private fund identification number: 

(include the "805-" prefix also)

805-4713392781

2. Under the laws of what state or country is the private fund organized:

State:

Delaware

Country:

UNITED STATES

3. Name(s) of General Partner, Manager, Trustee, or Directors (or persons serving in a similar capacity):

Name of General Partner, Manager, Trustee, or Director

DEERFIELD MGMT, L.P., GENERAL PARTNER

4. The private fund (check all that apply; you must check at least one):

  (1) qualifies for the exclusion from the definition of investment company under section 3(c)(1) of the Investment Company Act of 1940

  (2) qualifies for the exclusion from the definition of investment company under section 3(c)(7) of the Investment Company Act of 1940

5. List the name and country, in English, of each foreign financial regulatory authority with which the private fund is registered.

No Information Filed

Yes No

6. (a) Is this a "master fund" in a master-feeder arrangement?

(b) If yes, what is the name and private fund identification number (if any) of the feeder funds investing in this private fund?

No Information Filed

Yes No

(c) Is this a "feeder fund" in a master-feeder arrangement?

(d) If yes, what is the name and private fund identification number (if any) of the master fund in which this private fund invests?

Name of the Private Fund:

Private Fund Identification Number: 

(include the "805-" prefix also)

NOTE: You must complete question 6 for each master-feeder arrangement regardless of whether you are filing a single Schedule D, Section 7.B.(1).

for the master-feeder arrangement or reporting on the funds separately.
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7. If you are filing a single Schedule D, Section 7.B.(1) for a master-feeder arrangement according to the instructions to this Section 7.B.(1), for each of

the feeder funds answer the following questions:

No Information Filed

NOTE: For purposes of questions 6 and 7, in a master-feeder arrangement, one or more funds ("feeder funds") invest all or substantially all of their

assets in a single fund ("master fund"). A fund would also be a "feeder fund" investing in a "master fund" for purposes of this question if it issued

multiple classes (or series) of shares or interests, and each class (or series) invests substantially all of its assets in a single master fund.

Yes No

8. (a) Is this private fund a "fund of funds"?

(b) If yes, does the private fund invest in funds managed by you or by a related person?

NOTE: For purposes of this question only, answer "yes" if the fund invests 10 percent or more of its total assets in other pooled investment

vehicles, whether or not they are also private funds, or registered investment companies.

Yes No

9. During your last fiscal year, did the private fund invest in securities issued by investment companies registered under the Investment

Company Act of 1940 (other than "money market funds," to the extent provided in Instruction 6.e.)?

10. What type of fund is the private fund?

hedge fund liquidity fund private equity fund real estate fund securitized asset fund venture capital fund Other private fund

NOTE: For funds of funds, refer to the funds in which the private fund invests. For definitions of these fund types, please see Instruction 6 of the

Instructions to Part 1A.

11. Current gross asset value of the private fund:

$ 58,939,925

Ownership

12. Minimum investment commitment required of an investor in the private fund:

$ 1,000,000

NOTE: Report the amount routinely required of investors who are not your related persons (even if different from the amount set forth in the

organizational documents of the fund).

13. Approximate number of the private fund's beneficial owners:

35

14. What is the approximate percentage of the private fund beneficially owned by you and your related persons:

2%

15. What is the approximate percentage of the private fund beneficially owned (in the aggregate) by funds of funds:

50%

16. What is the approximate percentage of the private fund beneficially owned by non-United States persons:

25%

Your Advisory Services

Yes No

17. (a) Are you a subadviser to this private fund?

(b) If the answer to question 17(a) is "yes," provide the name and SEC file number, if any, of the adviser of the private fund. If the answer to

question 17(a) is "no," leave this question blank.

No Information Filed

Yes No

18. (a) Do any other investment advisers advise the private fund?

(b) If the answer to question 18(a) is "yes," provide the name and SEC file number, if any, of the other advisers to the private fund. If the answer

to question 18(a) is "no," leave this question blank.

No Information Filed

Yes No

19. Are your clients solicited to invest in the private fund?
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20. Approximately what percentage of your clients has invested in the private fund?

0%

Private Offering

Yes No

21. Does the private fund rely on an exemption from registration of its securities under Regulation D of the Securities Act of 1933?

22. If yes, provide the private fund's Form D file number (if any):

Form D file number

021-102406

B. SERVICE PROVIDERS

Auditors

Yes No

23. (a) (1) Are the private fund's financial statements subject to an annual audit?

(2) Are the financial statements prepared in accordance with U.S. GAAP?

If the answer to 23(a)(1) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one auditing firm, you must

complete questions (b) through (f) separately for each auditing firm.

Additional Auditor Information : 1 Record(s) Filed.

If the answer to 23(a)(1) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one auditing firm, you

must complete questions (b) through (f) separately for each auditing firm.

(b) Name of the auditing firm:

ERNST & YOUNG LTD

(c) The location of the auditing firm's office responsible for the private fund's audit (city, state and country):

City:

HAMILTON

State: Country:

BERMUDA

Yes No

(d) Is the auditing firm an independent public accountant?

(e) Is the auditing firm registered with the Public Company Accounting Oversight Board?

(f) If "yes" to (e) above, is the auditing firm subject to regular inspection by the Public Company Accounting Oversight Board in

accordance with its rules?

Yes No

(g) Are the private fund's audited financial statements distributed to the private fund's investors?

(h) Does the report prepared by the auditing firm contain an unqualified opinion?

Yes No Report Not Yet Received

If you check "Report Not Yet Received," you must promptly file an amendment to your Form ADV to update your response when the report is available.

Prime Broker

Yes No

24. (a) Does the private fund use one or more prime brokers?

If the answer to 24(a) is "yes," respond to questions (b) through (e) below for each prime broker the private fund uses. If the private fund uses

more than one prime broker, you must complete questions (b) through (e) separately for each prime broker.

Additional Prime Broker Information : 1 Record(s) Filed.

If the answer to 24(a) is "yes," respond to questions (b) through (e) below for each prime broker the private fund uses. If the private fund
uses more than one prime broker, you must complete questions (b) through (e) separately for each prime broker.

(b) Name of the prime broker: 

MORGAN STANLEY & CO. LLC

(c) If the prime broker is registered with the SEC, its registration number:
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8 - 15869

CRD Number (if any): 

8209

(d) Location of prime broker's office used principally by the private fund (city, state and country):

City:

NEW YORK

State:

New York

Country:

UNITED STATES

Yes No

(e) Does this prime broker act as custodian for some or all of the private fund's assets?

Custodian

Yes No

25. (a) Does the private fund use any custodians (including the prime brokers listed above) to hold some or all of its assets?

If the answer to 25(a) is "yes," respond to questions (b) through (f) below for each custodian the private fund uses. If the private fund uses

more than one custodian, you must complete questions (b) through (f) separately for each custodian.

Additional Custodian Information : 1 Record(s) Filed.

If the answer to 25(a) is "yes," respond to questions (b) through (f) below for each custodian the private fund uses. If the private fund uses

more than one custodian, you must complete questions (b) through (f) separately for each custodian.

(b) Legal name of custodian: 

MORGAN STANLEY & CO. LLC

(c) Primary business name of custodian: 

MORGAN STANLEY & CO. LLC

(d) The location of the custodian's office responsible for custody of the private fund's assets (city, state and country):

City:

NEW YORK

State:

New York

Country:

UNITED STATES

Yes No

(e) Is the custodian a related person of your firm?

(f) If the custodian is a broker-dealer, provide its SEC registration number (if any)

8 - 15869

CRD Number (if any): 

8209

Administrator

Yes No

26. (a) Does the private fund use an administrator other than your firm?

If the answer to 26(a) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one administrator, you must

complete questions (b) through (f) separately for each administrator.

Additional Administrator Information : 1 Record(s) Filed.

If the answer to 26(a) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one administrator, you must

complete questions (b) through (f) separately for each administrator.

(b) Name of the administrator:

CITI FUND SERVICES (BERMUDA) LTD.

(c) Location of administrator (city, state and country):

City:

HAMILTON

State: Country:

BERMUDA

Yes No

(d) Is the administrator a related person of your firm?

(e) Does the administrator prepare and send investor account statements to the private fund's investors?
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Yes (provided to all investors) Some (provided to some but not all investors) No (provided to no investors)

(f) If the answer to 26(e) is "no" or "some," who sends the investor account statements to the (rest of the) private fund's investors? If

investor account statements are not sent to the (rest of the) private fund's investors, respond "not applicable." 

27. During your last fiscal year, what percentage of the private fund's assets (by value) was valued by a person, such as an administrator, that is not

your related person?

26%

Include only those assets where (i) such person carried out the valuation procedure established for that asset, if any, including obtaining any

relevant quotes, and (ii) the valuation used for purposes of investor subscriptions, redemptions or distributions, and fee calculations (including

allocations) was the valuation determined by such person.

Marketers

Yes No

28. (a) Does the private fund use the services of someone other than you or your employees for marketing purposes?

You must answer "yes" whether the person acts as a placement agent, consultant, finder, introducer, municipal advisor or other solicitor, or

similar person. If the answer to 28(a) is "yes", respond to questions (b) through (g) below for each such marketer the private fund uses. If the

private fund uses more than one marketer you must complete questions (b) through (g) separately for each marketer.

No Information Filed

A. PRIVATE FUND

Information About the Private Fund

1. (a) Name of the private fund:

DEERFIELD PRIVATE DESIGN INTERNATIONAL II, L.P.

(b) Private fund identification number: 

(include the "805-" prefix also)

805-4528215818

2. Under the laws of what state or country is the private fund organized:

State: Country:

BRITISH VIRGIN ISLANDS

3. Name(s) of General Partner, Manager, Trustee, or Directors (or persons serving in a similar capacity):

Name of General Partner, Manager, Trustee, or Director

DEERFIELD MGMT, L.P., GENERAL PARTNER

4. The private fund (check all that apply; you must check at least one):

  (1) qualifies for the exclusion from the definition of investment company under section 3(c)(1) of the Investment Company Act of 1940

  (2) qualifies for the exclusion from the definition of investment company under section 3(c)(7) of the Investment Company Act of 1940

5. List the name and country, in English, of each foreign financial regulatory authority with which the private fund is registered.

No Information Filed

Yes No

6. (a) Is this a "master fund" in a master-feeder arrangement?

(b) If yes, what is the name and private fund identification number (if any) of the feeder funds investing in this private fund?

No Information Filed

Yes No

(c) Is this a "feeder fund" in a master-feeder arrangement?

(d) If yes, what is the name and private fund identification number (if any) of the master fund in which this private fund invests?

Name of the Private Fund:

Private Fund Identification Number: 

(include the "805-" prefix also)
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NOTE: You must complete question 6 for each master-feeder arrangement regardless of whether you are filing a single Schedule D, Section 7.B.(1).

for the master-feeder arrangement or reporting on the funds separately.

7. If you are filing a single Schedule D, Section 7.B.(1) for a master-feeder arrangement according to the instructions to this Section 7.B.(1), for each of

the feeder funds answer the following questions:

Additional Feeder Fund Information : 1 Record(s) Filed.

7. If you are filing a single Schedule D, Section 7.B.(1) for a master-feeder arrangement according to the instructions to this Section 7.B.(1), for

each of the feeder funds answer the following questions:

(a) Name of the private fund:

DEERFIELD PRIVATE DESIGN INTERNATIONAL II, LIMITED

(b) Private fund identification number: 

(include the "805-" prefix also)

805-5959365851

(c) Under the laws of what state or country is the private fund organized:

State: Country:

BRITISH VIRGIN ISLANDS

(d) Name(s) of General Partner, Manager, Trustee, or Directors (or persons serving in a similar capacity):

Name of General Partner, Manager, Trustee, or Director

JAMES E. FLYNN, DIRECTOR

NICHOLAS LANE, DIRECTOR

PETER YOUNG, DIRECTOR

(e) The private fund (check all that apply; you must check at least one):

  (1) qualifies for the exclusion from the definition of investment company under section 3(c)(1) of the Investment Company Act of

1940

  (2) qualifies for the exclusion from the definition of investment company under section 3(c)(7) of the Investment Company Act of

1940

(f) List the name and country, in English, of each foreign financial regulatory authority with which the private fund is registered.

No Information Filed

NOTE: For purposes of questions 6 and 7, in a master-feeder arrangement, one or more funds ("feeder funds") invest all or substantially all of their

assets in a single fund ("master fund"). A fund would also be a "feeder fund" investing in a "master fund" for purposes of this question if it issued

multiple classes (or series) of shares or interests, and each class (or series) invests substantially all of its assets in a single master fund.

Yes No

8. (a) Is this private fund a "fund of funds"?

(b) If yes, does the private fund invest in funds managed by you or by a related person?

NOTE: For purposes of this question only, answer "yes" if the fund invests 10 percent or more of its total assets in other pooled investment

vehicles, whether or not they are also private funds, or registered investment companies.

Yes No

9. During your last fiscal year, did the private fund invest in securities issued by investment companies registered under the Investment

Company Act of 1940 (other than "money market funds," to the extent provided in Instruction 6.e.)?

10. What type of fund is the private fund?

hedge fund liquidity fund private equity fund real estate fund securitized asset fund venture capital fund Other private fund

NOTE: For funds of funds, refer to the funds in which the private fund invests. For definitions of these fund types, please see Instruction 6 of the

Instructions to Part 1A.

11. Current gross asset value of the private fund:

$ 605,468,292
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Ownership

12. Minimum investment commitment required of an investor in the private fund:

$ 1,000,000

NOTE: Report the amount routinely required of investors who are not your related persons (even if different from the amount set forth in the

organizational documents of the fund).

13. Approximate number of the private fund's beneficial owners:

35

14. What is the approximate percentage of the private fund beneficially owned by you and your related persons:

0%

15. What is the approximate percentage of the private fund beneficially owned (in the aggregate) by funds of funds:

9%

16. What is the approximate percentage of the private fund beneficially owned by non-United States persons:

21%

Your Advisory Services

Yes No

17. (a) Are you a subadviser to this private fund?

(b) If the answer to question 17(a) is "yes," provide the name and SEC file number, if any, of the adviser of the private fund. If the answer to

question 17(a) is "no," leave this question blank.

No Information Filed

Yes No

18. (a) Do any other investment advisers advise the private fund?

(b) If the answer to question 18(a) is "yes," provide the name and SEC file number, if any, of the other advisers to the private fund. If the answer

to question 18(a) is "no," leave this question blank.

No Information Filed

Yes No

19. Are your clients solicited to invest in the private fund?

20. Approximately what percentage of your clients has invested in the private fund?

0%

Private Offering

Yes No

21. Does the private fund rely on an exemption from registration of its securities under Regulation D of the Securities Act of 1933?

22. If yes, provide the private fund's Form D file number (if any):

Form D file number

021-152138

B. SERVICE PROVIDERS

Auditors

Yes No

23. (a) (1) Are the private fund's financial statements subject to an annual audit?

(2) Are the financial statements prepared in accordance with U.S. GAAP?

If the answer to 23(a)(1) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one auditing firm, you must

complete questions (b) through (f) separately for each auditing firm.

Additional Auditor Information : 1 Record(s) Filed.

If the answer to 23(a)(1) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one auditing firm, you

must complete questions (b) through (f) separately for each auditing firm.

(b) Name of the auditing firm:

ERNST & YOUNG LTD
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(c) The location of the auditing firm's office responsible for the private fund's audit (city, state and country):

City:

HAMILTON

State: Country:

BERMUDA

Yes No

(d) Is the auditing firm an independent public accountant?

(e) Is the auditing firm registered with the Public Company Accounting Oversight Board?

(f) If "yes" to (e) above, is the auditing firm subject to regular inspection by the Public Company Accounting Oversight Board in

accordance with its rules?

Yes No

(g) Are the private fund's audited financial statements distributed to the private fund's investors?

(h) Does the report prepared by the auditing firm contain an unqualified opinion?

Yes No Report Not Yet Received

If you check "Report Not Yet Received," you must promptly file an amendment to your Form ADV to update your response when the report is available.

Prime Broker

Yes No

24. (a) Does the private fund use one or more prime brokers?

If the answer to 24(a) is "yes," respond to questions (b) through (e) below for each prime broker the private fund uses. If the private fund uses

more than one prime broker, you must complete questions (b) through (e) separately for each prime broker.

Additional Prime Broker Information : 2 Record(s) Filed.

If the answer to 24(a) is "yes," respond to questions (b) through (e) below for each prime broker the private fund uses. If the private fund
uses more than one prime broker, you must complete questions (b) through (e) separately for each prime broker.

(b) Name of the prime broker: 

GOLDMAN, SACHS & CO.

(c) If the prime broker is registered with the SEC, its registration number:

8 - 129

CRD Number (if any): 

361

(d) Location of prime broker's office used principally by the private fund (city, state and country):

City:

NEW YORK

State:

New York

Country:

UNITED STATES

Yes No

(e) Does this prime broker act as custodian for some or all of the private fund's assets?

If the answer to 24(a) is "yes," respond to questions (b) through (e) below for each prime broker the private fund uses. If the private fund
uses more than one prime broker, you must complete questions (b) through (e) separately for each prime broker.

(b) Name of the prime broker: 

MORGAN STANLEY & CO. LLC

(c) If the prime broker is registered with the SEC, its registration number:

8 - 15869

CRD Number (if any): 

8209

(d) Location of prime broker's office used principally by the private fund (city, state and country):

City:

NEW YORK

State:

New York

Country:

UNITED STATES

Yes No

(e) Does this prime broker act as custodian for some or all of the private fund's assets?
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Custodian

Yes No

25. (a) Does the private fund use any custodians (including the prime brokers listed above) to hold some or all of its assets?

If the answer to 25(a) is "yes," respond to questions (b) through (f) below for each custodian the private fund uses. If the private fund uses

more than one custodian, you must complete questions (b) through (f) separately for each custodian.

Additional Custodian Information : 2 Record(s) Filed.

If the answer to 25(a) is "yes," respond to questions (b) through (f) below for each custodian the private fund uses. If the private fund uses

more than one custodian, you must complete questions (b) through (f) separately for each custodian.

(b) Legal name of custodian: 

GOLDMAN, SACHS & CO.

(c) Primary business name of custodian: 

GOLDMAN, SACHS & CO.

(d) The location of the custodian's office responsible for custody of the private fund's assets (city, state and country):

City:

NEW YORK

State:

New York

Country:

UNITED STATES

Yes No

(e) Is the custodian a related person of your firm?

(f) If the custodian is a broker-dealer, provide its SEC registration number (if any)

8 - 129

CRD Number (if any): 

361

If the answer to 25(a) is "yes," respond to questions (b) through (f) below for each custodian the private fund uses. If the private fund uses

more than one custodian, you must complete questions (b) through (f) separately for each custodian.

(b) Legal name of custodian: 

MORGAN STANLEY & CO. LLC

(c) Primary business name of custodian: 

MORGAN STANLEY & CO. LLC

(d) The location of the custodian's office responsible for custody of the private fund's assets (city, state and country):

City:

NEW YORK

State:

New York

Country:

UNITED STATES

Yes No

(e) Is the custodian a related person of your firm?

(f) If the custodian is a broker-dealer, provide its SEC registration number (if any)

8 - 15869

CRD Number (if any): 

8209

Administrator

Yes No

26. (a) Does the private fund use an administrator other than your firm?

If the answer to 26(a) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one administrator, you must

complete questions (b) through (f) separately for each administrator.

Additional Administrator Information : 1 Record(s) Filed.

If the answer to 26(a) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one administrator, you must

complete questions (b) through (f) separately for each administrator.
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(b) Name of the administrator:

CITI FUND SERVICES (BERMUDA) LTD.

(c) Location of administrator (city, state and country):

City:

HAMILTON

State: Country:

BERMUDA

Yes No

(d) Is the administrator a related person of your firm?

(e) Does the administrator prepare and send investor account statements to the private fund's investors?

Yes (provided to all investors) Some (provided to some but not all investors) No (provided to no investors)

(f) If the answer to 26(e) is "no" or "some," who sends the investor account statements to the (rest of the) private fund's investors? If

investor account statements are not sent to the (rest of the) private fund's investors, respond "not applicable." 

27. During your last fiscal year, what percentage of the private fund's assets (by value) was valued by a person, such as an administrator, that is not

your related person?

42%

Include only those assets where (i) such person carried out the valuation procedure established for that asset, if any, including obtaining any

relevant quotes, and (ii) the valuation used for purposes of investor subscriptions, redemptions or distributions, and fee calculations (including

allocations) was the valuation determined by such person.

Marketers

Yes No

28. (a) Does the private fund use the services of someone other than you or your employees for marketing purposes?

You must answer "yes" whether the person acts as a placement agent, consultant, finder, introducer, municipal advisor or other solicitor, or

similar person. If the answer to 28(a) is "yes", respond to questions (b) through (g) below for each such marketer the private fund uses. If the

private fund uses more than one marketer you must complete questions (b) through (g) separately for each marketer.

No Information Filed

A. PRIVATE FUND

Information About the Private Fund

1. (a) Name of the private fund:

DEERFIELD PRIVATE DESIGN INTERNATIONAL, L.P.

(b) Private fund identification number: 

(include the "805-" prefix also)

805-3854168611

2. Under the laws of what state or country is the private fund organized:

State: Country:

BRITISH VIRGIN ISLANDS

3. Name(s) of General Partner, Manager, Trustee, or Directors (or persons serving in a similar capacity):

Name of General Partner, Manager, Trustee, or Director

DEERFIELD MGMT, L.P., GENERAL PARTNER

4. The private fund (check all that apply; you must check at least one):

  (1) qualifies for the exclusion from the definition of investment company under section 3(c)(1) of the Investment Company Act of 1940

  (2) qualifies for the exclusion from the definition of investment company under section 3(c)(7) of the Investment Company Act of 1940

5. List the name and country, in English, of each foreign financial regulatory authority with which the private fund is registered.

No Information Filed

Yes No
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6. (a) Is this a "master fund" in a master-feeder arrangement?

(b) If yes, what is the name and private fund identification number (if any) of the feeder funds investing in this private fund?

No Information Filed

Yes No

(c) Is this a "feeder fund" in a master-feeder arrangement?

(d) If yes, what is the name and private fund identification number (if any) of the master fund in which this private fund invests?

Name of the Private Fund:

Private Fund Identification Number: 

(include the "805-" prefix also)

NOTE: You must complete question 6 for each master-feeder arrangement regardless of whether you are filing a single Schedule D, Section 7.B.(1).

for the master-feeder arrangement or reporting on the funds separately.

7. If you are filing a single Schedule D, Section 7.B.(1) for a master-feeder arrangement according to the instructions to this Section 7.B.(1), for each of

the feeder funds answer the following questions:

Additional Feeder Fund Information : 1 Record(s) Filed.

7. If you are filing a single Schedule D, Section 7.B.(1) for a master-feeder arrangement according to the instructions to this Section 7.B.(1), for

each of the feeder funds answer the following questions:

(a) Name of the private fund:

DEERFIELD PRIVATE DESIGN INTERNATIONAL, LIMITED

(b) Private fund identification number: 

(include the "805-" prefix also)

805-7048160541

(c) Under the laws of what state or country is the private fund organized:

State: Country:

BRITISH VIRGIN ISLANDS

(d) Name(s) of General Partner, Manager, Trustee, or Directors (or persons serving in a similar capacity):

Name of General Partner, Manager, Trustee, or Director

JAMES E. FLYNN, DIRECTOR

NICHOLAS LANE, DIRECTOR

PETER YOUNG, DIRECTOR

(e) The private fund (check all that apply; you must check at least one):

  (1) qualifies for the exclusion from the definition of investment company under section 3(c)(1) of the Investment Company Act of

1940

  (2) qualifies for the exclusion from the definition of investment company under section 3(c)(7) of the Investment Company Act of

1940

(f) List the name and country, in English, of each foreign financial regulatory authority with which the private fund is registered.

No Information Filed

NOTE: For purposes of questions 6 and 7, in a master-feeder arrangement, one or more funds ("feeder funds") invest all or substantially all of their

assets in a single fund ("master fund"). A fund would also be a "feeder fund" investing in a "master fund" for purposes of this question if it issued

multiple classes (or series) of shares or interests, and each class (or series) invests substantially all of its assets in a single master fund.

Yes No

8. (a) Is this private fund a "fund of funds"?

(b) If yes, does the private fund invest in funds managed by you or by a related person?

NOTE: For purposes of this question only, answer "yes" if the fund invests 10 percent or more of its total assets in other pooled investment

vehicles, whether or not they are also private funds, or registered investment companies.

Yes No

9. During your last fiscal year, did the private fund invest in securities issued by investment companies registered under the Investment
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Company Act of 1940 (other than "money market funds," to the extent provided in Instruction 6.e.)?

10. What type of fund is the private fund?

hedge fund liquidity fund private equity fund real estate fund securitized asset fund venture capital fund Other private fund

NOTE: For funds of funds, refer to the funds in which the private fund invests. For definitions of these fund types, please see Instruction 6 of the

Instructions to Part 1A.

11. Current gross asset value of the private fund:

$ 90,339,882

Ownership

12. Minimum investment commitment required of an investor in the private fund:

$ 1,000,000

NOTE: Report the amount routinely required of investors who are not your related persons (even if different from the amount set forth in the

organizational documents of the fund).

13. Approximate number of the private fund's beneficial owners:

12

14. What is the approximate percentage of the private fund beneficially owned by you and your related persons:

2%

15. What is the approximate percentage of the private fund beneficially owned (in the aggregate) by funds of funds:

42%

16. What is the approximate percentage of the private fund beneficially owned by non-United States persons:

30%

Your Advisory Services

Yes No

17. (a) Are you a subadviser to this private fund?

(b) If the answer to question 17(a) is "yes," provide the name and SEC file number, if any, of the adviser of the private fund. If the answer to

question 17(a) is "no," leave this question blank.

No Information Filed

Yes No

18. (a) Do any other investment advisers advise the private fund?

(b) If the answer to question 18(a) is "yes," provide the name and SEC file number, if any, of the other advisers to the private fund. If the answer

to question 18(a) is "no," leave this question blank.

No Information Filed

Yes No

19. Are your clients solicited to invest in the private fund?

20. Approximately what percentage of your clients has invested in the private fund?

0%

Private Offering

Yes No

21. Does the private fund rely on an exemption from registration of its securities under Regulation D of the Securities Act of 1933?

22. If yes, provide the private fund's Form D file number (if any):

Form D file number

021-102405

B. SERVICE PROVIDERS

Auditors

Yes No

23. (a) (1) Are the private fund's financial statements subject to an annual audit?
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(2) Are the financial statements prepared in accordance with U.S. GAAP?

If the answer to 23(a)(1) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one auditing firm, you must

complete questions (b) through (f) separately for each auditing firm.

Additional Auditor Information : 1 Record(s) Filed.

If the answer to 23(a)(1) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one auditing firm, you

must complete questions (b) through (f) separately for each auditing firm.

(b) Name of the auditing firm:

ERNST & YOUNG LTD

(c) The location of the auditing firm's office responsible for the private fund's audit (city, state and country):

City:

HAMILTON

State: Country:

BERMUDA

Yes No

(d) Is the auditing firm an independent public accountant?

(e) Is the auditing firm registered with the Public Company Accounting Oversight Board?

(f) If "yes" to (e) above, is the auditing firm subject to regular inspection by the Public Company Accounting Oversight Board in

accordance with its rules?

Yes No

(g) Are the private fund's audited financial statements distributed to the private fund's investors?

(h) Does the report prepared by the auditing firm contain an unqualified opinion?

Yes No Report Not Yet Received

If you check "Report Not Yet Received," you must promptly file an amendment to your Form ADV to update your response when the report is available.

Prime Broker

Yes No

24. (a) Does the private fund use one or more prime brokers?

If the answer to 24(a) is "yes," respond to questions (b) through (e) below for each prime broker the private fund uses. If the private fund uses

more than one prime broker, you must complete questions (b) through (e) separately for each prime broker.

Additional Prime Broker Information : 1 Record(s) Filed.

If the answer to 24(a) is "yes," respond to questions (b) through (e) below for each prime broker the private fund uses. If the private fund
uses more than one prime broker, you must complete questions (b) through (e) separately for each prime broker.

(b) Name of the prime broker: 

MORGAN STANLEY & CO. LLC

(c) If the prime broker is registered with the SEC, its registration number:

8 - 15869

CRD Number (if any): 

8209

(d) Location of prime broker's office used principally by the private fund (city, state and country):

City:

NEW YORK

State:

New York

Country:

UNITED STATES

Yes No

(e) Does this prime broker act as custodian for some or all of the private fund's assets?

Custodian

Yes No

25. (a) Does the private fund use any custodians (including the prime brokers listed above) to hold some or all of its assets?

If the answer to 25(a) is "yes," respond to questions (b) through (f) below for each custodian the private fund uses. If the private fund uses

more than one custodian, you must complete questions (b) through (f) separately for each custodian.
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Additional Custodian Information : 1 Record(s) Filed.

If the answer to 25(a) is "yes," respond to questions (b) through (f) below for each custodian the private fund uses. If the private fund uses

more than one custodian, you must complete questions (b) through (f) separately for each custodian.

(b) Legal name of custodian: 

MORGAN STANLEY & CO. LLC

(c) Primary business name of custodian: 

MORGAN STANLEY & CO. LLC

(d) The location of the custodian's office responsible for custody of the private fund's assets (city, state and country):

City:

NEW YORK

State:

New York

Country:

UNITED STATES

Yes No

(e) Is the custodian a related person of your firm?

(f) If the custodian is a broker-dealer, provide its SEC registration number (if any)

8 - 15869

CRD Number (if any): 

8209

Administrator

Yes No

26. (a) Does the private fund use an administrator other than your firm?

If the answer to 26(a) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one administrator, you must

complete questions (b) through (f) separately for each administrator.

Additional Administrator Information : 1 Record(s) Filed.

If the answer to 26(a) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one administrator, you must

complete questions (b) through (f) separately for each administrator.

(b) Name of the administrator:

CITI FUND SERVICES (BERMUDA) LTD.

(c) Location of administrator (city, state and country):

City:

HAMILTON

State: Country:

BERMUDA

Yes No

(d) Is the administrator a related person of your firm?

(e) Does the administrator prepare and send investor account statements to the private fund's investors?

Yes (provided to all investors) Some (provided to some but not all investors) No (provided to no investors)

(f) If the answer to 26(e) is "no" or "some," who sends the investor account statements to the (rest of the) private fund's investors? If

investor account statements are not sent to the (rest of the) private fund's investors, respond "not applicable." 

27. During your last fiscal year, what percentage of the private fund's assets (by value) was valued by a person, such as an administrator, that is not

your related person?

27%

Include only those assets where (i) such person carried out the valuation procedure established for that asset, if any, including obtaining any

relevant quotes, and (ii) the valuation used for purposes of investor subscriptions, redemptions or distributions, and fee calculations (including

allocations) was the valuation determined by such person.

Marketers

Yes No

28. (a) Does the private fund use the services of someone other than you or your employees for marketing purposes?

You must answer "yes" whether the person acts as a placement agent, consultant, finder, introducer, municipal advisor or other solicitor, or
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similar person. If the answer to 28(a) is "yes", respond to questions (b) through (g) below for each such marketer the private fund uses. If the

private fund uses more than one marketer you must complete questions (b) through (g) separately for each marketer.

No Information Filed

A. PRIVATE FUND

Information About the Private Fund

1. (a) Name of the private fund:

DEERFIELD SPECIAL SITUATIONS FUND, L.P.

(b) Private fund identification number: 

(include the "805-" prefix also)

805-1085590115

2. Under the laws of what state or country is the private fund organized:

State:

Delaware

Country:

UNITED STATES

3. Name(s) of General Partner, Manager, Trustee, or Directors (or persons serving in a similar capacity):

Name of General Partner, Manager, Trustee, or Director

DEERFIELD MGMT, L.P., GENERAL PARTNER

4. The private fund (check all that apply; you must check at least one):

  (1) qualifies for the exclusion from the definition of investment company under section 3(c)(1) of the Investment Company Act of 1940

  (2) qualifies for the exclusion from the definition of investment company under section 3(c)(7) of the Investment Company Act of 1940

5. List the name and country, in English, of each foreign financial regulatory authority with which the private fund is registered.

No Information Filed

Yes No

6. (a) Is this a "master fund" in a master-feeder arrangement?

(b) If yes, what is the name and private fund identification number (if any) of the feeder funds investing in this private fund?

No Information Filed

Yes No

(c) Is this a "feeder fund" in a master-feeder arrangement?

(d) If yes, what is the name and private fund identification number (if any) of the master fund in which this private fund invests?

Name of the Private Fund:

Private Fund Identification Number: 

(include the "805-" prefix also)

NOTE: You must complete question 6 for each master-feeder arrangement regardless of whether you are filing a single Schedule D, Section 7.B.(1).

for the master-feeder arrangement or reporting on the funds separately.

7. If you are filing a single Schedule D, Section 7.B.(1) for a master-feeder arrangement according to the instructions to this Section 7.B.(1), for each of

the feeder funds answer the following questions:

No Information Filed

NOTE: For purposes of questions 6 and 7, in a master-feeder arrangement, one or more funds ("feeder funds") invest all or substantially all of their

assets in a single fund ("master fund"). A fund would also be a "feeder fund" investing in a "master fund" for purposes of this question if it issued

multiple classes (or series) of shares or interests, and each class (or series) invests substantially all of its assets in a single master fund.

Yes No

8. (a) Is this private fund a "fund of funds"?

(b) If yes, does the private fund invest in funds managed by you or by a related person?
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NOTE: For purposes of this question only, answer "yes" if the fund invests 10 percent or more of its total assets in other pooled investment

vehicles, whether or not they are also private funds, or registered investment companies.

Yes No

9. During your last fiscal year, did the private fund invest in securities issued by investment companies registered under the Investment

Company Act of 1940 (other than "money market funds," to the extent provided in Instruction 6.e.)?

10. What type of fund is the private fund?

hedge fund liquidity fund private equity fund real estate fund securitized asset fund venture capital fund Other private fund

NOTE: For funds of funds, refer to the funds in which the private fund invests. For definitions of these fund types, please see Instruction 6 of the

Instructions to Part 1A.

11. Current gross asset value of the private fund:

$ 371,780,766

Ownership

12. Minimum investment commitment required of an investor in the private fund:

$ 1,000,000

NOTE: Report the amount routinely required of investors who are not your related persons (even if different from the amount set forth in the

organizational documents of the fund).

13. Approximate number of the private fund's beneficial owners:

45

14. What is the approximate percentage of the private fund beneficially owned by you and your related persons:

9%

15. What is the approximate percentage of the private fund beneficially owned (in the aggregate) by funds of funds:

37%

16. What is the approximate percentage of the private fund beneficially owned by non-United States persons:

0%

Your Advisory Services

Yes No

17. (a) Are you a subadviser to this private fund?

(b) If the answer to question 17(a) is "yes," provide the name and SEC file number, if any, of the adviser of the private fund. If the answer to

question 17(a) is "no," leave this question blank.

No Information Filed

Yes No

18. (a) Do any other investment advisers advise the private fund?

(b) If the answer to question 18(a) is "yes," provide the name and SEC file number, if any, of the other advisers to the private fund. If the answer

to question 18(a) is "no," leave this question blank.

No Information Filed

Yes No

19. Are your clients solicited to invest in the private fund?

20. Approximately what percentage of your clients has invested in the private fund?

0%

Private Offering

Yes No

21. Does the private fund rely on an exemption from registration of its securities under Regulation D of the Securities Act of 1933?

22. If yes, provide the private fund's Form D file number (if any):

Form D file number

021-128349
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B. SERVICE PROVIDERS

Auditors

Yes No

23. (a) (1) Are the private fund's financial statements subject to an annual audit?

(2) Are the financial statements prepared in accordance with U.S. GAAP?

If the answer to 23(a)(1) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one auditing firm, you must

complete questions (b) through (f) separately for each auditing firm.

Additional Auditor Information : 1 Record(s) Filed.

If the answer to 23(a)(1) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one auditing firm, you

must complete questions (b) through (f) separately for each auditing firm.

(b) Name of the auditing firm:

ERNST & YOUNG LTD

(c) The location of the auditing firm's office responsible for the private fund's audit (city, state and country):

City:

HAMILTON

State: Country:

BERMUDA

Yes No

(d) Is the auditing firm an independent public accountant?

(e) Is the auditing firm registered with the Public Company Accounting Oversight Board?

(f) If "yes" to (e) above, is the auditing firm subject to regular inspection by the Public Company Accounting Oversight Board in

accordance with its rules?

Yes No

(g) Are the private fund's audited financial statements distributed to the private fund's investors?

(h) Does the report prepared by the auditing firm contain an unqualified opinion?

Yes No Report Not Yet Received

If you check "Report Not Yet Received," you must promptly file an amendment to your Form ADV to update your response when the report is available.

Prime Broker

Yes No

24. (a) Does the private fund use one or more prime brokers?

If the answer to 24(a) is "yes," respond to questions (b) through (e) below for each prime broker the private fund uses. If the private fund uses

more than one prime broker, you must complete questions (b) through (e) separately for each prime broker.

Additional Prime Broker Information : 3 Record(s) Filed.

If the answer to 24(a) is "yes," respond to questions (b) through (e) below for each prime broker the private fund uses. If the private fund
uses more than one prime broker, you must complete questions (b) through (e) separately for each prime broker.

(b) Name of the prime broker: 

GOLDMAN, SACHS & CO.

(c) If the prime broker is registered with the SEC, its registration number:

8 - 129

CRD Number (if any): 

361

(d) Location of prime broker's office used principally by the private fund (city, state and country):

City:

NEW YORK

State:

New York

Country:

UNITED STATES

Yes No

(e) Does this prime broker act as custodian for some or all of the private fund's assets?
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If the answer to 24(a) is "yes," respond to questions (b) through (e) below for each prime broker the private fund uses. If the private fund
uses more than one prime broker, you must complete questions (b) through (e) separately for each prime broker.

(b) Name of the prime broker: 

MORGAN STANLEY & CO. LLC

(c) If the prime broker is registered with the SEC, its registration number:

8 - 15869

CRD Number (if any): 

8209

(d) Location of prime broker's office used principally by the private fund (city, state and country):

City:

NEW YORK

State:

New York

Country:

UNITED STATES

Yes No

(e) Does this prime broker act as custodian for some or all of the private fund's assets?

If the answer to 24(a) is "yes," respond to questions (b) through (e) below for each prime broker the private fund uses. If the private fund
uses more than one prime broker, you must complete questions (b) through (e) separately for each prime broker.

(b) Name of the prime broker: 

UBS SECURITIES LLC

(c) If the prime broker is registered with the SEC, its registration number:

8 - 22651

CRD Number (if any): 

7654

(d) Location of prime broker's office used principally by the private fund (city, state and country):

City:

STAMFORD

State:

Connecticut

Country:

UNITED STATES

Yes No

(e) Does this prime broker act as custodian for some or all of the private fund's assets?

Custodian

Yes No

25. (a) Does the private fund use any custodians (including the prime brokers listed above) to hold some or all of its assets?

If the answer to 25(a) is "yes," respond to questions (b) through (f) below for each custodian the private fund uses. If the private fund uses

more than one custodian, you must complete questions (b) through (f) separately for each custodian.

Additional Custodian Information : 3 Record(s) Filed.

If the answer to 25(a) is "yes," respond to questions (b) through (f) below for each custodian the private fund uses. If the private fund uses

more than one custodian, you must complete questions (b) through (f) separately for each custodian.

(b) Legal name of custodian: 

GOLDMAN, SACHS & CO.

(c) Primary business name of custodian: 

GOLDMAN, SACHS & CO.

(d) The location of the custodian's office responsible for custody of the private fund's assets (city, state and country):

City:

NEW YORK

State:

New York

Country:

UNITED STATES

Yes No

(e) Is the custodian a related person of your firm?

(f) If the custodian is a broker-dealer, provide its SEC registration number (if any)

8 - 129
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CRD Number (if any): 

361

If the answer to 25(a) is "yes," respond to questions (b) through (f) below for each custodian the private fund uses. If the private fund uses

more than one custodian, you must complete questions (b) through (f) separately for each custodian.

(b) Legal name of custodian: 

MORGAN STANLEY & CO. LLC

(c) Primary business name of custodian: 

MORGAN STANLEY & CO. LLC

(d) The location of the custodian's office responsible for custody of the private fund's assets (city, state and country):

City:

NEW YORK

State:

New York

Country:

UNITED STATES

Yes No

(e) Is the custodian a related person of your firm?

(f) If the custodian is a broker-dealer, provide its SEC registration number (if any)

8 - 15869

CRD Number (if any): 

8209

If the answer to 25(a) is "yes," respond to questions (b) through (f) below for each custodian the private fund uses. If the private fund uses

more than one custodian, you must complete questions (b) through (f) separately for each custodian.

(b) Legal name of custodian: 

UBS SECURITIES LLC

(c) Primary business name of custodian: 

UBS SECURITIES LLC

(d) The location of the custodian's office responsible for custody of the private fund's assets (city, state and country):

City:

STAMFORD

State:

Connecticut

Country:

UNITED STATES

Yes No

(e) Is the custodian a related person of your firm?

(f) If the custodian is a broker-dealer, provide its SEC registration number (if any)

8 - 22651

CRD Number (if any): 

7654

Administrator

Yes No

26. (a) Does the private fund use an administrator other than your firm?

If the answer to 26(a) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one administrator, you must

complete questions (b) through (f) separately for each administrator.

Additional Administrator Information : 1 Record(s) Filed.

If the answer to 26(a) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one administrator, you must

complete questions (b) through (f) separately for each administrator.

(b) Name of the administrator:

CITI FUND SERVICES (BERMUDA) LTD.

(c) Location of administrator (city, state and country):
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City:

HAMILTON

State: Country:

BERMUDA

Yes No

(d) Is the administrator a related person of your firm?

(e) Does the administrator prepare and send investor account statements to the private fund's investors?

Yes (provided to all investors) Some (provided to some but not all investors) No (provided to no investors)

(f) If the answer to 26(e) is "no" or "some," who sends the investor account statements to the (rest of the) private fund's investors? If

investor account statements are not sent to the (rest of the) private fund's investors, respond "not applicable." 

27. During your last fiscal year, what percentage of the private fund's assets (by value) was valued by a person, such as an administrator, that is not

your related person?

88%

Include only those assets where (i) such person carried out the valuation procedure established for that asset, if any, including obtaining any

relevant quotes, and (ii) the valuation used for purposes of investor subscriptions, redemptions or distributions, and fee calculations (including

allocations) was the valuation determined by such person.

Marketers

Yes No

28. (a) Does the private fund use the services of someone other than you or your employees for marketing purposes?

You must answer "yes" whether the person acts as a placement agent, consultant, finder, introducer, municipal advisor or other solicitor, or

similar person. If the answer to 28(a) is "yes", respond to questions (b) through (g) below for each such marketer the private fund uses. If the

private fund uses more than one marketer you must complete questions (b) through (g) separately for each marketer.

No Information Filed

A. PRIVATE FUND

Information About the Private Fund

1. (a) Name of the private fund:

DEERFIELD SPECIAL SITUATIONS INTERNATIONAL MASTER FUND, L.P.

(b) Private fund identification number: 

(include the "805-" prefix also)

805-8559564218

2. Under the laws of what state or country is the private fund organized:

State: Country:

BRITISH VIRGIN ISLANDS

3. Name(s) of General Partner, Manager, Trustee, or Directors (or persons serving in a similar capacity):

Name of General Partner, Manager, Trustee, or Director

DEERFIELD MGMT, L.P., GENERAL PARTNER

4. The private fund (check all that apply; you must check at least one):

  (1) qualifies for the exclusion from the definition of investment company under section 3(c)(1) of the Investment Company Act of 1940

  (2) qualifies for the exclusion from the definition of investment company under section 3(c)(7) of the Investment Company Act of 1940

5. List the name and country, in English, of each foreign financial regulatory authority with which the private fund is registered.

No Information Filed

Yes No

6. (a) Is this a "master fund" in a master-feeder arrangement?

(b) If yes, what is the name and private fund identification number (if any) of the feeder funds investing in this private fund?

No Information Filed

Yes No
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(c) Is this a "feeder fund" in a master-feeder arrangement?

(d) If yes, what is the name and private fund identification number (if any) of the master fund in which this private fund invests?

Name of the Private Fund:

Private Fund Identification Number: 

(include the "805-" prefix also)

NOTE: You must complete question 6 for each master-feeder arrangement regardless of whether you are filing a single Schedule D, Section 7.B.(1).

for the master-feeder arrangement or reporting on the funds separately.

7. If you are filing a single Schedule D, Section 7.B.(1) for a master-feeder arrangement according to the instructions to this Section 7.B.(1), for each of

the feeder funds answer the following questions:

Additional Feeder Fund Information : 1 Record(s) Filed.

7. If you are filing a single Schedule D, Section 7.B.(1) for a master-feeder arrangement according to the instructions to this Section 7.B.(1), for

each of the feeder funds answer the following questions:

(a) Name of the private fund:

DEERFIELD SPECIAL SITUATIONS FUND INTERNATIONAL, LIMITED

(b) Private fund identification number: 

(include the "805-" prefix also)

805-3433455176

(c) Under the laws of what state or country is the private fund organized:

State: Country:

BRITISH VIRGIN ISLANDS

(d) Name(s) of General Partner, Manager, Trustee, or Directors (or persons serving in a similar capacity):

Name of General Partner, Manager, Trustee, or Director

JAMES E. FLYNN, DIRECTOR

NICHOLAS LANE, DIRECTOR

PETER YOUNG, DIRECTOR

(e) The private fund (check all that apply; you must check at least one):

  (1) qualifies for the exclusion from the definition of investment company under section 3(c)(1) of the Investment Company Act of

1940

  (2) qualifies for the exclusion from the definition of investment company under section 3(c)(7) of the Investment Company Act of

1940

(f) List the name and country, in English, of each foreign financial regulatory authority with which the private fund is registered.

No Information Filed

NOTE: For purposes of questions 6 and 7, in a master-feeder arrangement, one or more funds ("feeder funds") invest all or substantially all of their

assets in a single fund ("master fund"). A fund would also be a "feeder fund" investing in a "master fund" for purposes of this question if it issued

multiple classes (or series) of shares or interests, and each class (or series) invests substantially all of its assets in a single master fund.

Yes No

8. (a) Is this private fund a "fund of funds"?

(b) If yes, does the private fund invest in funds managed by you or by a related person?

NOTE: For purposes of this question only, answer "yes" if the fund invests 10 percent or more of its total assets in other pooled investment

vehicles, whether or not they are also private funds, or registered investment companies.

Yes No

9. During your last fiscal year, did the private fund invest in securities issued by investment companies registered under the Investment

Company Act of 1940 (other than "money market funds," to the extent provided in Instruction 6.e.)?

10. What type of fund is the private fund?

hedge fund liquidity fund private equity fund real estate fund securitized asset fund venture capital fund Other private fund
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NOTE: For funds of funds, refer to the funds in which the private fund invests. For definitions of these fund types, please see Instruction 6 of the

Instructions to Part 1A.

11. Current gross asset value of the private fund:

$ 313,654,847

Ownership

12. Minimum investment commitment required of an investor in the private fund:

$ 1,000,000

NOTE: Report the amount routinely required of investors who are not your related persons (even if different from the amount set forth in the

organizational documents of the fund).

13. Approximate number of the private fund's beneficial owners:

15

14. What is the approximate percentage of the private fund beneficially owned by you and your related persons:

13%

15. What is the approximate percentage of the private fund beneficially owned (in the aggregate) by funds of funds:

0%

16. What is the approximate percentage of the private fund beneficially owned by non-United States persons:

0%

Your Advisory Services

Yes No

17. (a) Are you a subadviser to this private fund?

(b) If the answer to question 17(a) is "yes," provide the name and SEC file number, if any, of the adviser of the private fund. If the answer to

question 17(a) is "no," leave this question blank.

No Information Filed

Yes No

18. (a) Do any other investment advisers advise the private fund?

(b) If the answer to question 18(a) is "yes," provide the name and SEC file number, if any, of the other advisers to the private fund. If the answer

to question 18(a) is "no," leave this question blank.

No Information Filed

Yes No

19. Are your clients solicited to invest in the private fund?

20. Approximately what percentage of your clients has invested in the private fund?

0%

Private Offering

Yes No

21. Does the private fund rely on an exemption from registration of its securities under Regulation D of the Securities Act of 1933?

22. If yes, provide the private fund's Form D file number (if any):

Form D file number

021-102409

B. SERVICE PROVIDERS

Auditors

Yes No

23. (a) (1) Are the private fund's financial statements subject to an annual audit?

(2) Are the financial statements prepared in accordance with U.S. GAAP?

If the answer to 23(a)(1) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one auditing firm, you must

complete questions (b) through (f) separately for each auditing firm.

Additional Auditor Information : 1 Record(s) Filed.
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If the answer to 23(a)(1) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one auditing firm, you

must complete questions (b) through (f) separately for each auditing firm.

(b) Name of the auditing firm:

ERNST & YOUNG LTD

(c) The location of the auditing firm's office responsible for the private fund's audit (city, state and country):

City:

HAMILTON

State: Country:

BERMUDA

Yes No

(d) Is the auditing firm an independent public accountant?

(e) Is the auditing firm registered with the Public Company Accounting Oversight Board?

(f) If "yes" to (e) above, is the auditing firm subject to regular inspection by the Public Company Accounting Oversight Board in

accordance with its rules?

Yes No

(g) Are the private fund's audited financial statements distributed to the private fund's investors?

(h) Does the report prepared by the auditing firm contain an unqualified opinion?

Yes No Report Not Yet Received

If you check "Report Not Yet Received," you must promptly file an amendment to your Form ADV to update your response when the report is available.

Prime Broker

Yes No

24. (a) Does the private fund use one or more prime brokers?

If the answer to 24(a) is "yes," respond to questions (b) through (e) below for each prime broker the private fund uses. If the private fund uses

more than one prime broker, you must complete questions (b) through (e) separately for each prime broker.

Additional Prime Broker Information : 3 Record(s) Filed.

If the answer to 24(a) is "yes," respond to questions (b) through (e) below for each prime broker the private fund uses. If the private fund
uses more than one prime broker, you must complete questions (b) through (e) separately for each prime broker.

(b) Name of the prime broker: 

GOLDMAN, SACHS & CO.

(c) If the prime broker is registered with the SEC, its registration number:

8 - 129

CRD Number (if any): 

361

(d) Location of prime broker's office used principally by the private fund (city, state and country):

City:

NEW YORK

State:

New York

Country:

UNITED STATES

Yes No

(e) Does this prime broker act as custodian for some or all of the private fund's assets?

If the answer to 24(a) is "yes," respond to questions (b) through (e) below for each prime broker the private fund uses. If the private fund
uses more than one prime broker, you must complete questions (b) through (e) separately for each prime broker.

(b) Name of the prime broker: 

MORGAN STANLEY & CO. LLC

(c) If the prime broker is registered with the SEC, its registration number:

8 - 15869

CRD Number (if any): 

8209
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(d) Location of prime broker's office used principally by the private fund (city, state and country):

City:

NEW YORK

State:

New York

Country:

UNITED STATES

Yes No

(e) Does this prime broker act as custodian for some or all of the private fund's assets?

If the answer to 24(a) is "yes," respond to questions (b) through (e) below for each prime broker the private fund uses. If the private fund
uses more than one prime broker, you must complete questions (b) through (e) separately for each prime broker.

(b) Name of the prime broker: 

UBS SECURITIES LLC

(c) If the prime broker is registered with the SEC, its registration number:

8 - 22651

CRD Number (if any): 

7654

(d) Location of prime broker's office used principally by the private fund (city, state and country):

City:

STAMFORD

State:

Connecticut

Country:

UNITED STATES

Yes No

(e) Does this prime broker act as custodian for some or all of the private fund's assets?

Custodian

Yes No

25. (a) Does the private fund use any custodians (including the prime brokers listed above) to hold some or all of its assets?

If the answer to 25(a) is "yes," respond to questions (b) through (f) below for each custodian the private fund uses. If the private fund uses

more than one custodian, you must complete questions (b) through (f) separately for each custodian.

Additional Custodian Information : 3 Record(s) Filed.

If the answer to 25(a) is "yes," respond to questions (b) through (f) below for each custodian the private fund uses. If the private fund uses

more than one custodian, you must complete questions (b) through (f) separately for each custodian.

(b) Legal name of custodian: 

GOLDMAN, SACHS & CO.

(c) Primary business name of custodian: 

GOLDMAN, SACHS & CO.

(d) The location of the custodian's office responsible for custody of the private fund's assets (city, state and country):

City:

NEW YORK

State:

New York

Country:

UNITED STATES

Yes No

(e) Is the custodian a related person of your firm?

(f) If the custodian is a broker-dealer, provide its SEC registration number (if any)

8 - 129

CRD Number (if any): 

361

If the answer to 25(a) is "yes," respond to questions (b) through (f) below for each custodian the private fund uses. If the private fund uses

more than one custodian, you must complete questions (b) through (f) separately for each custodian.

(b) Legal name of custodian: 

MORGAN STANLEY & CO. LLC
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(c) Primary business name of custodian: 

MORGAN STANLEY & CO. LLC

(d) The location of the custodian's office responsible for custody of the private fund's assets (city, state and country):

City:

NEW YORK

State:

New York

Country:

UNITED STATES

Yes No

(e) Is the custodian a related person of your firm?

(f) If the custodian is a broker-dealer, provide its SEC registration number (if any)

8 - 15869

CRD Number (if any): 

8209

If the answer to 25(a) is "yes," respond to questions (b) through (f) below for each custodian the private fund uses. If the private fund uses

more than one custodian, you must complete questions (b) through (f) separately for each custodian.

(b) Legal name of custodian: 

UBS SECURITIES LLC

(c) Primary business name of custodian: 

UBS SECURITIES LLC

(d) The location of the custodian's office responsible for custody of the private fund's assets (city, state and country):

City:

STAMFORD

State:

Connecticut

Country:

UNITED STATES

Yes No

(e) Is the custodian a related person of your firm?

(f) If the custodian is a broker-dealer, provide its SEC registration number (if any)

8 - 22651

CRD Number (if any): 

7654

Administrator

Yes No

26. (a) Does the private fund use an administrator other than your firm?

If the answer to 26(a) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one administrator, you must

complete questions (b) through (f) separately for each administrator.

Additional Administrator Information : 1 Record(s) Filed.

If the answer to 26(a) is "yes," respond to questions (b) through (f) below. If the private fund uses more than one administrator, you must

complete questions (b) through (f) separately for each administrator.

(b) Name of the administrator:

CITI FUND SERVICES (BERMUDA) LTD.

(c) Location of administrator (city, state and country):

City:

HAMILTON

State: Country:

BERMUDA

Yes No

(d) Is the administrator a related person of your firm?

(e) Does the administrator prepare and send investor account statements to the private fund's investors?

Yes (provided to all investors) Some (provided to some but not all investors) No (provided to no investors)

(f) If the answer to 26(e) is "no" or "some," who sends the investor account statements to the (rest of the) private fund's investors? If

investor account statements are not sent to the (rest of the) private fund's investors, respond "not applicable." 
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27. During your last fiscal year, what percentage of the private fund's assets (by value) was valued by a person, such as an administrator, that is not

your related person?

88%

Include only those assets where (i) such person carried out the valuation procedure established for that asset, if any, including obtaining any

relevant quotes, and (ii) the valuation used for purposes of investor subscriptions, redemptions or distributions, and fee calculations (including

allocations) was the valuation determined by such person.

Marketers

Yes No

28. (a) Does the private fund use the services of someone other than you or your employees for marketing purposes?

You must answer "yes" whether the person acts as a placement agent, consultant, finder, introducer, municipal advisor or other solicitor, or

similar person. If the answer to 28(a) is "yes", respond to questions (b) through (g) below for each such marketer the private fund uses. If the

private fund uses more than one marketer you must complete questions (b) through (g) separately for each marketer.

No Information Filed

SECTION 7.B.(2) Private Fund Reporting

No Information Filed

Item 8 Participation or Interest in Client Transactions

In this Item, we request information about your participation and interest in your clients' transactions. This information identifies additional areas in which

conflicts of interest may occur between you and your clients.

Like Item 7, Item 8 requires you to provide information about you and your related persons, including foreign affiliates.

Proprietary Interest in Client Transactions

A. Do you or any related person: Yes No

(1) buy securities for yourself from advisory clients, or sell securities you own to advisory clients (principal transactions)?

(2) buy or sell for yourself securities (other than shares of mutual funds) that you also recommend to advisory clients?

(3) recommend securities (or other investment products) to advisory clients in which you or any related person has some other proprietary

(ownership) interest (other than those mentioned in Items 8.A.(1) or (2))?

Sales Interest in Client Transactions

B. Do you or any related person: Yes No

(1) as a broker-dealer or registered representative of a broker-dealer, execute securities trades for brokerage customers in which advisory

client securities are sold to or bought from the brokerage customer (agency cross transactions)?

(2) recommend purchase of securities to advisory clients for which you or any related person serves as underwriter, general or managing

partner, or purchaser representative?

(3) recommend purchase or sale of securities to advisory clients for which you or any related person has any other sales interest (other than

the receipt of sales commissions as a broker or registered representative of a broker-dealer)?

Investment or Brokerage Discretion

C. Do you or any related person have discretionary authority to determine the: Yes No

(1) securities to be bought or sold for a client's account?

(2) amount of securities to be bought or sold for a client's account?

(3) broker or dealer to be used for a purchase or sale of securities for a client's account?

(4) commission rates to be paid to a broker or dealer for a client's securities transactions?

D. If you answer "yes" to C.(3) above, are any of the brokers or dealers related persons?

E. Do you or any related person recommend brokers or dealers to clients?

F. If you answer "yes" to E above, are any of the brokers or dealers related persons?

G. (1) Do you or any related person receive research or other products or services other than execution from a broker-dealer or a third party

("soft dollar benefits") in connection with client securities transactions?

(2) If "yes" to G.(1) above, are all the "soft dollar benefits" you or any related persons receive eligible "research or brokerage services" under
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section 28(e) of the Securities Exchange Act of 1934?

H. Do you or any related person, directly or indirectly, compensate any person for client referrals?

I. Do you or any related person, directly or indirectly, receive compensation from any person for client referrals?

In responding to Items 8.H and 8.I., consider all cash and non-cash compensation that you or a related person gave to (in answering Item 8.H) or received
from (in answering Item 8.I) any person in exchange for client referrals, including any bonus that is based, at least in part, on the number or amount of client
referrals.

Item 9 Custody

In this Item, we ask you whether you or a related person has custody of client (other than clients that are investment companies registered under the

Investment Company Act of 1940) assets and about your custodial practices.

A. (1) Do you have custody of any advisory clients': Yes No

(a)  cash or bank accounts?

(b)  securities?

If you are registering or registered with the SEC, answer "No" to Item 9.A.(1)(a) and (b) if you have custody solely because (i) you deduct your advisory fees
directly from your clients' accounts, or (ii) a related person has custody of client assets in connection with advisory services you provide to clients, but you have
overcome the presumption that you are not operationally independent (pursuant to Advisers Act rule 206(4)-(2)(d)(5)) from the related person.

(2) If you checked "yes" to Item 9.A.(1)(a) or (b), what is the approximate amount of client funds and securities and total number of clients for which

you have custody:

U.S. Dollar Amount Total Number of Clients

(a) $ 7,451,975,725 (b) 15

If you are registering or registered with the SEC and you have custody solely because you deduct your advisory fees directly from your clients’ accounts, do not
include the amount of those assets and the number of those clients in your response to Item 9.A.(2). If your related person has custody of client assets in
connection with advisory services you provide to clients, do not include the amount of those assets and number of those clients in your response to 9.A.(2).
Instead, include that information in your response to Item 9.B.(2).

B. (1) In connection with advisory services you provide to clients, do any of your related persons have custody of any of your advisory clients': Yes No

(a)  cash or bank accounts?

(b)  securities?

You are required to answer this item regardless of how you answered Item 9.A.(1)(a) or (b).

(2) If you checked "yes" to Item 9.B.(1)(a) or (b), what is the approximate amount of client funds and securities and total number of clients for which

your related persons have custody:

U.S. Dollar Amount Total Number of Clients

(a) $ 7,345,951,336 (b) 11

C. If you or your related persons have custody of client funds or securities in connection with advisory services you provide to clients, check all the following

that apply:

(1) A qualified custodian(s) sends account statements at least quarterly to the investors in the pooled investment vehicle(s) you manage.

(2) An independent public accountant audits annually the pooled investment vehicle(s) that you manage and the audited financial statements

are distributed to the investors in the pools.

(3) An independent public accountant conducts an annual surprise examination of client funds and securities.

(4) An independent public accountant prepares an internal control report with respect to custodial services when you or your related persons
are qualified custodians for client funds and securities.

If you checked Item 9.C.(2), C.(3) or C.(4), list in Section 9.C. of Schedule D the accountants that are engaged to perform the audit or examination or prepare
an internal control report. (If you checked Item 9.C.(2), you do not have to list auditor information in Section 9.C. of Schedule D if you already provided this
information with respect to the private funds you advise in Section 7.B.(1) of Schedule D).

D. Do you or your related person(s) act as qualified custodians for your clients in connection with advisory services you provide to clients? Yes No

(1) you act as a qualified custodian

(2) your related person(s) act as qualified custodian(s)

If you checked "yes" to Item 9.D.(2), all related persons that act as qualified custodians (other than any mutual fund transfer agent pursuant to rule
206(4)-2(b)(1)) must be identified in Section 7.A. of Schedule D, regardless of whether you have determined the related person to be operationally independent
under rule 206(4)-2 of the Advisers Act.
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E. If you are filing your annual updating amendment and you were subject to a surprise examination by an independent public accountant during your last

fiscal year, provide the date (MM/YYYY) the examination commenced:

F. If you or your related persons have custody of client funds or securities, how many persons, including, but not limited to, you and your related persons, act

as qualified custodians for your clients in connection with advisory services you provide to clients?
3

SECTION 9.C. Independent Public Accountant

You must complete the following information for each independent public accountant engaged to perform a surprise examination, perform an audit of a

pooled investment vehicle that you manage, or prepare an internal control report. You must complete a separate Schedule D Section 9.C. for each

independent public accountant.

(1) Name of the independent public accountant:
ERNST & YOUNG LTD

(2) The location of the independent public accountant's office responsible for the services provided:

Number and Street 1: Number and Street 2:

3 BERMUDIANA ROAD

City: State: Country: ZIP+4/Postal Code:

HAMILTON BERMUDA HM11

Yes No

(3) Is the independent public accountant registered with the Public Company Accounting Oversight Board?

(4) If yes to (3) above, is the independent public accountant subject to regular inspection by the Public Company Accounting Oversight Board in

accordance with its rules?

(5) The independent public accountant is engaged to:

A.  audit a pooled investment vehicle

B.  perform a surprise examination of clients' assets

C.  prepare an internal control report

(6) Does any report prepared by the independent public accountant that audited the pooled investment vehicle or that examined internal controls contain

an unqualified opinion?

Yes

No

Report Not Yet Received

If you check "Report Not Yet Received", you must promptly file an amendment to your Form ADV to update your response when the accountant's report is
available.

Item 10 Control Persons

In this Item, we ask you to identify every person that, directly or indirectly, controls you.

If you are submitting an initial application or report, you must complete Schedule A and Schedule B. Schedule A asks for information about your direct owners

and executive officers. Schedule B asks for information about your indirect owners. If this is an amendment and you are updating information you reported

on either Schedule A or Schedule B (or both) that you filed with your initial application or report, you must complete Schedule C.

Yes No

A. Does any person not named in Item 1.A. or Schedules A, B, or C, directly or indirectly, control your management or policies?

If yes, complete Section 10.A. of Schedule D.

B. If any person named in Schedules A, B, or C or in Section 10.A. of Schedule D is a public reporting company under Sections 12 or 15(d) of the Securities

Exchange Act of 1934, please complete Section 10.B. of Schedule D.

SECTION 10.A. Control Persons

No Information Filed

SECTION 10.B. Control Person Public Reporting Companies
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No Information Filed

Item 11 Disclosure Information

In this Item, we ask for information about your disciplinary history and the disciplinary history of all your advisory affiliates. We use this information to

determine whether to grant your application for registration, to decide whether to revoke your registration or to place limitations on your activities as an

investment adviser, and to identify potential problem areas to focus on during our on-site examinations. One event may result in "yes" answers to more than

one of the questions below.

Your advisory affiliates are: (1) all of your current employees (other than employees performing only clerical, administrative, support or similar functions); (2) all

of your officers, partners, or directors (or any person performing similar functions); and (3) all persons directly or indirectly controlling you or controlled by you.

If you are a "separately identifiable department or division" (SID) of a bank, see the Glossary of Terms to determine who your advisory affiliates are.

If you are registered or registering with the SEC or if you are an exempt reporting adviser, you may limit your disclosure of any event listed in Item 11 to ten years
following the date of the event. If you are registered or registering with a state, you must respond to the questions as posed; you may, therefore, limit your
disclosure to ten years following the date of an event only in responding to Items 11.A.(1), 11.A.(2), 11.B.(1), 11.B.(2), 11.D.(4), and 11.H.(1)(a). For purposes of
calculating this ten-year period, the date of an event is the date the final order, judgment, or decree was entered, or the date any rights of appeal from preliminary
orders, judgments, or decrees lapsed.

You must complete the appropriate Disclosure Reporting Page ("DRP") for "yes" answers to the questions in this Item 11.

Yes No

Do any of the events below involve you or any of your supervised persons?

For "yes" answers to the following questions, complete a Criminal Action DRP:

A. In the past ten years, have you or any advisory affiliate: Yes No

(1) been convicted of or pled guilty or nolo contendere ("no contest") in a domestic, foreign, or military court to any felony?

(2) been charged with any felony?

If you are registered or registering with the SEC, or if you are reporting as an exempt reporting adviser, you may limit your response to Item 11.A.(2) to
charges that are currently pending.

B. In the past ten years, have you or any advisory affiliate:

(1) been convicted of or pled guilty or nolo contendere ("no contest") in a domestic, foreign, or military court to a misdemeanor involving:

investments or an investment-related business, or any fraud, false statements, or omissions, wrongful taking of property, bribery, perjury,

forgery, counterfeiting, extortion, or a conspiracy to commit any of these offenses?

(2) been charged with a misdemeanor listed in Item 11.B.(1)?

If you are registered or registering with the SEC, or if you are reporting as an exempt reporting adviser, you may limit your response to Item 11.B.(2) to
charges that are currently pending.

For "yes" answers to the following questions, complete a Regulatory Action DRP:

C. Has the SEC or the Commodity Futures Trading Commission (CFTC) ever: Yes No

(1) found you or any advisory affiliate to have made a false statement or omission?

(2) found you or any advisory affiliate to have been involved in a violation of SEC or CFTC regulations or statutes?

(3) found you or any advisory affiliate to have been a cause of an investment-related business having its authorization to do business denied,

suspended, revoked, or restricted?

(4) entered an order against you or any advisory affiliate in connection with investment-related activity?

(5) imposed a civil money penalty on you or any advisory affiliate, or ordered you or any advisory affiliate to cease and desist from any activity?

D. Has any other federal regulatory agency, any state regulatory agency, or any foreign financial regulatory authority:

(1) ever found you or any advisory affiliate to have made a false statement or omission, or been dishonest, unfair, or unethical?

(2) ever found you or any advisory affiliate to have been involved in a violation of investment-related regulations or statutes?

(3) ever found you or any advisory affiliate to have been a cause of an investment-related business having its authorization to do business

denied, suspended, revoked, or restricted?

(4) in the past ten years, entered an order against you or any advisory affiliate in connection with an investment-related activity?

(5) ever denied, suspended, or revoked your or any advisory affiliate's registration or license, or otherwise prevented you or any advisory
affiliate, by order, from associating with an investment-related business or restricted your or any advisory affiliate's activity?

E. Has any self-regulatory organization or commodities exchange ever:

(1) found you or any advisory affiliate to have made a false statement or omission?

(2) found you or any advisory affiliate to have been involved in a violation of its rules (other than a violation designated as a "minor rule
violation" under a plan approved by the SEC)?

(3) found you or any advisory affiliate to have been the cause of an investment-related business having its authorization to do business denied,

suspended, revoked, or restricted?

(4) disciplined you or any advisory affiliate by expelling or suspending you or the advisory affiliate from membership, barring or suspending you
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or the advisory affiliate from association with other members, or otherwise restricting your or the advisory affiliate's activities?

F. Has an authorization to act as an attorney, accountant, or federal contractor granted to you or any advisory affiliate ever been revoked or

suspended?

G. Are you or any advisory affiliate now the subject of any regulatory proceeding that could result in a "yes" answer to any part of Item 11.C.,

11.D., or 11.E.?

For "yes" answers to the following questions, complete a Civil Judicial Action DRP:

H. (1) Has any domestic or foreign court: Yes No

(a) in the past ten years, enjoined you or any advisory affiliate in connection with any investment-related activity?

(b) ever found that you or any advisory affiliate were involved in a violation of investment-related statutes or regulations?

(c) ever dismissed, pursuant to a settlement agreement, an investment-related civil action brought against you or any advisory affiliate by a

state or foreign financial regulatory authority?

(2) Are you or any advisory affiliate now the subject of any civil proceeding that could result in a "yes" answer to any part of Item 11.H.(1)?

Item 12 Small Businesses

The SEC is required by the Regulatory Flexibility Act to consider the effect of its regulations on small entities. In order to do this, we need to determine

whether you meet the definition of "small business" or "small organization" under rule 0-7.

Answer this Item 12 only if you are registered or registering with the SEC and you indicated in response to Item 5.F.(2)(c) that you have regulatory assets

under management of less than $25 million. You are not required to answer this Item 12 if you are filing for initial registration as a state adviser, amending a

current state registration, or switching from SEC to state registration.

For purposes of this Item 12 only:

Total Assets refers to the total assets of a firm, rather than the assets managed on behalf of clients. In determining your or another person's total

assets, you may use the total assets shown on a current balance sheet (but use total assets reported on a consolidated balance sheet with

subsidiaries included, if that amount is larger).

Control means the power to direct or cause the direction of the management or policies of a person, whether through ownership of securities, by

contract, or otherwise. Any person that directly or indirectly has the right to vote 25 percent or more of the voting securities, or is entitled to 25 percent

or more of the profits, of another person is presumed to control the other person.

Yes No

A. Did you have total assets of $5 million or more on the last day of your most recent fiscal year?

If "yes," you do not need to answer Items 12.B. and 12.C.

B. Do you:

(1) control another investment adviser that had regulatory assets under management (calculated in response to Item 5.F.(2)(c) of Form ADV)

of $25 million or more on the last day of its most recent fiscal year?

(2) control another person (other than a natural person) that had total assets of $5 million or more on the last day of its most recent fiscal

year?

C. Are you:

(1) controlled by or under common control with another investment adviser that had regulatory assets under management (calculated in

response to Item 5.F.(2)(c) of Form ADV) of $25 million or more on the last day of its most recent fiscal year?

(2) controlled by or under common control with another person (other than a natural person) that had total assets of $5 million or more on the

last day of its most recent fiscal year?

Schedule A
Direct Owners and Executive Officers
1. Complete Schedule A only if you are submitting an initial application or report. Schedule A asks for information about your direct owners and executive

officers. Use Schedule C to amend this information.

2. Direct Owners and Executive Officers. List below the names of:

(a) each Chief Executive Officer, Chief Financial Officer, Chief Operations Officer, Chief Legal Officer, Chief Compliance Officer(Chief Compliance Officer is

required if you are registered or applying for registration and cannot be more than one individual), director, and any other individuals with similar

status or functions;

(b) if you are organized as a corporation, each shareholder that is a direct owner of 5% or more of a class of your voting securities, unless you are a

public reporting company (a company subject to Section 12 or 15(d) of the Exchange Act); 

Direct owners include any person that owns, beneficially owns, has the right to vote, or has the power to sell or direct the sale of, 5% or more of a

class of your voting securities. For purposes of this Schedule, a person beneficially owns any securities: (i) owned by his/her child, stepchild, grandchild,

parent, stepparent, grandparent, spouse, sibling, mother-in-law, father-in-law, son-in-law, daughter-in-law, brother-in-law, or sister-in-law, sharing

the same residence; or (ii) that he/she has the right to acquire, within 60 days, through the exercise of any option, warrant, or right to purchase the

security.

(c) if you are organized as a partnership, all general partners and those limited and special partners that have the right to receive upon dissolution, or

have contributed, 5% or more of your capital;
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(d) in the case of a trust that directly owns 5% or more of a class of your voting securities, or that has the right to receive upon dissolution, or has

contributed, 5% or more of your capital, the trust and each trustee; and

(e) if you are organized as a limited liability company ("LLC"), (i) those members that have the right to receive upon dissolution, or have contributed, 5%

or more of your capital, and (ii) if managed by elected managers, all elected managers.

3. Do you have any indirect owners to be reported on Schedule B? Yes No

4. In the DE/FE/I column below, enter "DE" if the owner is a domestic entity, "FE" if the owner is an entity incorporated or domiciled in a foreign country, or

"I" if the owner or executive officer is an individual.

5. Complete the Title or Status column by entering board/management titles; status as partner, trustee, sole proprietor, elected manager, shareholder, or

member; and for shareholders or members, the class of securities owned (if more than one is issued).

6. Ownership codes are: NA - less than 5% B - 10% but less than 25% D - 50% but less than 75%

A - 5% but less than 10% C - 25% but less than 50% E - 75% or more

7. (a) In the Control Person column, enter "Yes" if the person has control as defined in the Glossary of Terms to Form ADV, and enter "No" if the person does

not have control. Note that under this definition, most executive officers and all 25% owners, general partners, elected managers, and trustees are

control persons.
(b) In the PR column, enter "PR" if the owner is a public reporting company under Sections 12 or 15(d) of the Exchange Act.

(c) Complete each column.

FULL LEGAL NAME (Individuals: Last
Name, First Name, Middle Name)

DE/FE/I Status Date Status
Acquired
MM/YYYY

Ownership
Code

Control
Person

PR CRD No. If None: S.S. No. and Date of
Birth, IRS Tax No. or Employer ID No.

FLYNN MANAGEMENT LLC DE GENERAL

PARTNER

01/2005 E Y N 20-3764638

FLYNN, JAMES, EDWARD I PRESIDENT 01/2005 NA Y N 2743396

CLARK, DAVID, JUSTUS I GENERAL

COUNSEL

01/2011 NA Y N 5931602

ISLER, JONATHAN, DAVID I CHIEF FINANCIAL

OFFICER

07/2012 NA Y N 6103527

BRANCACCIO, MARIAN, LYIA I CHIEF

COMPLIANCE

OFFICER

01/2014 NA Y N 5072052

NOY, KAREN, ARNONE I CHIEF

ADMINISTRATIVE

OFFICER

01/2005 NA Y N 4385879

Schedule B

Indirect Owners

1. Complete Schedule B only if you are submitting an initial application. Schedule B asks for information about your indirect owners; you must first complete

Schedule A, which asks for information about your direct owners. Use Schedule C to amend this information.

2. Indirect Owners. With respect to each owner listed on Schedule A (except individual owners), list below:

(a) in the case of an owner that is a corporation, each of its shareholders that beneficially owns, has the right to vote, or has the power to sell or direct

the sale of, 25% or more of a class of a voting security of that corporation; 

For purposes of this Schedule, a person beneficially owns any securities: (i) owned by his/her child, stepchild, grandchild, parent, stepparent,

grandparent, spouse, sibling, mother-in-law, father-in-law, son-in-law, daughter-in-law, brother-in-law, or sister-in-law, sharing the same residence;

or (ii) that he/she has the right to acquire, within 60 days, through the exercise of any option, warrant, or right to purchase the security.

(b) in the case of an owner that is a partnership, all general partners and those limited and special partners that have the right to receive upon

dissolution, or have contributed, 25% or more of the partnership's capital;

(c) in the case of an owner that is a trust, the trust and each trustee; and

(d) in the case of an owner that is a limited liability company ("LLC"), (i) those members that have the right to receive upon dissolution, or have

contributed, 25% or more of the LLC's capital, and (ii) if managed by elected managers, all elected managers.

3. Continue up the chain of ownership listing all 25% owners at each level. Once a public reporting company (a company subject to Sections 12 or 15(d) of

the Exchange Act) is reached, no further ownership information need be given.

4. In the DE/FE/I column below, enter "DE" if the owner is a domestic entity, "FE" if the owner is an entity incorporated or domiciled in a foreign country, or

"I" if the owner is an individual.

5. Complete the Status column by entering the owner's status as partner, trustee, elected manager, shareholder, or member; and for shareholders or

members, the class of securities owned (if more than one is issued).

6. Ownership codes are: C - 25% but less than 50% E - 75% or more

D - 50% but less than 75% F - Other (general partner, trustee, or elected manager)

7. (a) In the Control Person column, enter "Yes" if the person has control as defined in the Glossary of Terms to Form ADV, and enter "No" if the person does

not have control. Note that under this definition, most executive officers and all 25% owners, general partners, elected managers, and trustees are

control persons.

(b) In the PR column, enter "PR" if the owner is a public reporting company under Sections 12 or 15(d) of the Exchange Act.

(c) Complete each column.

FULL LEGAL NAME (Individuals: Last
Name, First Name, Middle Name)

DE/FE/I Entity in Which
Interest is
Owned

Status Date Status
Acquired
MM/YYYY

Ownership
Code

Control
Person

PR CRD No. If None: S.S. No. and Date
of Birth, IRS Tax No. or Employer ID
No.

FLYNN, JAMES, EDWARD I FLYNN

MANAGEMENT LLC

SOLE

MEMBER

01/2005 E Y N 2743396
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Schedule D - Miscellaneous

You may use the space below to explain a response to an Item or to provide any other information.

Effective as of January 1, 2015, Deerfield Special Situations International Master Fund, L.P. transferred all assets and liabilities with an aggregate net asset

value of $267,203,097 into Deerfield Special Situations Fund, L.P. in exchange for partnership interests in Deerfield Special Situations Fund, L.P. Deerfield

Special Situations Fund, L.P. is an investment fund that uses the same investment strategy as Deerfield Special Situations International Master Fund, L.P.

DRP Pages

CRIMINAL DISCLOSURE REPORTING PAGE (ADV)

No Information Filed

REGULATORY ACTION DISCLOSURE REPORTING PAGE (ADV)

GENERAL INSTRUCTIONS
This Disclosure Reporting Page (DRP ADV) is an INITIAL OR AMENDED response used to report details for affirmative responses to Items 11.C., 11.D.,

11.E., 11.F. or 11.G. of Form ADV.

Regulatory Action

Check item(s) being responded to:

11.C(1) 11.C(2) 11.C(3) 11.C(4) 11.C(5)

11.D(1) 11.D(2) 11.D(3) 11.D(4) 11.D(5)

11.E(1) 11.E(2) 11.E(3) 11.E(4)

11.F. 11.G.

Use a separate DRP for each event or proceeding . The same event or proceeding may be reported for more than one person or entity using one DRP. File

with a completed Execution Page. 

One event may result in more than one affirmative answer to Items 11.C., 11.D., 11.E., 11.F. or 11.G. Use only one DRP to report details related to the

same event. If an event gives rise to actions by more than one regulator, provide details to each action on a separate DRP.

PART I

A. The person(s) or entity(ies) for whom this DRP is being filed is (are):

You (the advisory firm)

You and one or more of your advisory affiliates

One or more of your advisory affiliates

If this DRP is being filed for an advisory affiliate, give the full name of the advisory affiliate below (for individuals, Last name, First name, Middle name). 

If the advisory affiliate has a CRD number, provide that number. If not, indicate "non-registered" by checking the appropriate box.

ADV DRP - ADVISORY AFFILIATE

No Information Filed

This DRP should be removed from the ADV record because the advisory affiliate(s) is no longer associated with the adviser.

This DRP should be removed from the ADV record because: (1) the event or proceeding occurred more than ten years ago or (2) the adviser is

registered or applying for registration with the SEC and the event was resolved in the adviser's or advisory affiliate's favor.

If you are registered or registering with a state securities authority , you may remove a DRP for an event you reported only in response to Item

11.D(4), and only if that event occurred more than ten years ago. If you are registered or registering with the SEC, you may remove a DRP for any

event listed in Item 11 that occurred more than ten years ago.

This DRP should be removed from the ADV record because it was filed in error, such as due to a clerical or data-entry mistake. Explain the

circumstances:

B. If the advisory affiliate is registered through the IARD system or CRD system, has the advisory affiliate submitted a DRP (with Form ADV, BD or U-4) to

the IARD or CRD for the event? If the answer is "Yes," no other information on this DRP must be provided.

 Yes  No

NOTE: The completion of this form does not relieve the advisory affiliate of its obligation to update its IARD or CRD records.

PART II

1. Regulatory Action initiated by:
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g y y

SEC Other Federal State SRO Foreign

(Full name of regulator, foreign financial regulatory authority, federal, state, or SRO)

SECURITIES AND EXCHANGE COMMISSION

2. Principal Sanction:

Cease and Desist

Other Sanctions: 

CENSURE, CIVIL AND ADMINISTRATIVE PENALTY/FINE, DISGORGEMENT

3. Date Initiated (MM/DD/YYYY): 

03/19/2013  Exact  Explanation

If not exact, provide explanation:

4. Docket/Case Number:

3-15477

5. Advisory Affiliate Employing Firm when activity occurred which led to the regulatory action (if applicable):

6. Principal Product Type:

Equity Listed (Common & Preferred Stock)

Other Product Types: 

7. Describe the allegations related to this regulatory action (your response must fit within the space provided):

IN SEPTEMBER 2013, DEERFIELD MANAGEMENT COMPANY, L.P. VOLUNTARILY AGREED TO SETTLE AN SEC INQUIRY RELATING TO SIX ALLEGED

VIOLATIONS OF RULE 105 OF REGULATION M UNDER THE SECURITIES EXCHANGE ACT OF 1934 WITHOUT ADMITTING OR DENYING THE SEC'S

ALLEGATIONS. THE VIOLATIONS ALLEGEDLY OCCURRED BETWEEN DECEMBER 2010 AND JANUARY 2013. RULE 105 GENERALLY PROHIBITS PURCHASING

AN EQUITY SECURITY IN A REGISTERED SECONDARY OFFERING IF THE PURCHASER SOLD SHORT THE SAME SECURITY DURING A RESTRICTED PERIOD

(GENERALLY DEFINED AS FIVE BUSINESS DAYS BEFORE THE PRICING OF THE OFFERING). RULE 105'S PROHIBITION APPLIES IRRESPECTIVE OF ANY

INTENT TO VIOLATE THE RULE.

8. Current Status?  Pending  On Appeal  Final

9. If on appeal, regulatory action appealed to (SEC, SRO, Federal or State Court) and Date Appeal Filed:

If Final or On Appeal, complete all items below. For Pending Actions, complete Item 13 only.

10. How was matter resolved:

Decision & Order of Offer of Settlement

11. Resolution Date (MM/DD/YYYY):

09/17/2013  Exact  Explanation

If not exact, provide explanation:

12. Resolution Detail:

A. Were any of the following Sanctions Ordered (check all appropriate items)?

 Monetary/Fine Amount: $ 609,482.00

 Revocation/Expulsion/Denial  Disgorgement/Restitution

 Censure  Cease and Desist/Injunction

 Bar  Suspension

B. Other Sanctions Ordered:

Sanction detail: if suspended, enjoined or barred, provide duration including start date and capacities affected (General Securities Principal,

Financial Operations Principal, etc.). If requalification by exam/retraining was a condition of the sanction, provide length of time given to

requalify/retrain, type of exam required and whether condition has been satisfied. If disposition resulted in a fine, penalty, restitution,

disgorgement or monetary compensation, provide total amount, portion levied against you or an advisory affiliate date paid and if any portion of

penalty was waived:

THE CIVIL PENALTY OF $609,482, DISGORGEMENT OF $1,273,707, PREJUDGMENT INTEREST OF $19,035 WAS PAID TO AN ESCROW ACCOUNT

FOR THE BENEFIT OF THE UNITED STATES TREASURY BEFORE SEPTEMBER 16, 2013, THE DATE OF THE CEASE AND DESIST ORDER.

13. Provide a brief summary of details related to the action status and (or) disposition and include relevant terms, conditions and dates (your response

must fit within the space provided).

IN SEPTEMBER 2013, DEERFIELD MANAGEMENT COMPANY, L.P. VOLUNTARILY AGREED TO SETTLE AN SEC INQUIRY RELATING TO RULE 105 OF

REGULATION M UNDER THE SECURITIES EXCHANGE ACT OF 1934 WITHOUT ADMITTING OR DENYING THE SEC'S ALLEGATIONS. RULE 105 GENERALLY
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PROHIBITS PURCHASING AN EQUITY SECURITY IN A REGISTERED SECONDARY OFFERING IF THE PURCHASER SOLD SHORT THE SAME SECURITY DURING

A RESTRICTED PERIOD (GENERALLY DEFINED AS FIVE BUSINESS DAYS BEFORE THE PRICING OF THE OFFERING). RULE 105'S PROHIBITION APPLIES

IRRESPECTIVE OF ANY INTENT TO VIOLATE THE RULE. UNDER THE TERMS OF THE SETTLEMENT, DEERFIELD MANAGEMENT COMPANY, L.P. WAS

CENSURED AND AGREED TO CEASE AND DESIST FROM COMMITTING OR CAUSING ANY FUTURE VIOLATIONS OF RULE 105 OF REGULATION M. IT ALSO

AGREED TO PAY DISGORGEMENT OF $1,273,707, PREJUDGEMENT INTERST OF $19,035, AND A CIVIL MONETARY PENALTY IN THE AMOUNT OF $609,482

(FOR A TOTAL OF $1,902,224) TO THE UNITED STATES TREASURY.

CIVIL JUDICIAL ACTION DISCLOSURE REPORTING PAGE (ADV)

No Information Filed

Part 2

Exemption from brochure delivery requirements for SEC-registered advisers

SEC rules exempt SEC-registered advisers from delivering a firm brochure to some kinds of clients.  If these exemptions excuse you from delivering a
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Yes No
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If no, complete the ADV Part 2 filing below.
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Brochure ID Brochure Name Brochure Type(s)
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BROCHURE MARCH 2014

Private funds or pools

Execution Pages
DOMESTIC INVESTMENT ADVISER EXECUTION PAGE

You must complete the following Execution Page to Form ADV. This execution page must be signed and attached to your initial submission of Form ADV to
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Appointment of Agent for Service of Process

By signing this Form ADV Execution Page, you, the undersigned adviser, irrevocably appoint the Secretary of State or other legally designated officer, of the

state in which you maintain your principal office and place of business and any other state in which you are submitting a notice filing, as your agents to

receive service, and agree that such persons may accept service on your behalf, of any notice, subpoena, summons, order instituting proceedings, demand

for arbitration, or other process or papers, and you further agree that such service may be made by registered or certified mail, in any federal or state

action, administrative proceeding or arbitration brought against you in any place subject to the jurisdiction of the United States, if the action, proceeding, or

arbitration (a) arises out of any activity in connection with your investment advisory business that is subject to the jurisdiction of the United States, and (b)

is founded, directly or indirectly, upon the provisions of: (i) the Securities Act of 1933, the Securities Exchange Act of 1934, the Trust Indenture Act of 1939,

the Investment Company Act of 1940, or the Investment Advisers Act of 1940, or any rule or regulation under any of these acts, or (ii) the laws of the state
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information submitted, are true and correct, and that I am signing this Form ADV Execution Page as a free and voluntary act.
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1. Appointment of Agent for Service of Process

By signing this Form ADV Execution Page, you, the undersigned adviser, irrevocably appoint each of the Secretary of the SEC, and the Secretary of State or

other legally designated officer, of any other state in which you are submitting a notice filing, as your agents to receive service, and agree that such

persons may accept service on your behalf, of any notice, subpoena, summons, order instituting proceedings, demand for arbitration, or other process or

papers, and you further agree that such service may be made by registered or certified mail, in any federal or state action, administrative proceeding or

arbitration brought against you in any place subject to the jurisdiction of the United States, if the action, proceeding or arbitration (a) arises out of any

activity in connection with your investment advisory business that is subject to the jurisdiction of the United States, and (b) is founded, directly or indirectly,

upon the provisions of: (i) the Securities Act of 1933, the Securities Exchange Act of 1934, the Trust Indenture Act of 1939, the Investment Company Act of

1940, or the Investment Advisers Act of 1940, or any rule or regulation under any of these acts, or (ii) the laws of any state in which you are submitting a

notice filing.

2. Appointment and Consent: Effect on Partnerships
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By signing this Form ADV, you also agree to provide, at your own expense, to the U.S. Securities and Exchange Commission at its principal office in

Washington D.C., at any Regional or District Office of the Commission, or at any one of its offices in the United States, as specified by the Commission,

correct, current, and complete copies of any or all records that you are required to maintain under Rule 204-2 under the Investment Advisers Act of 1940.

This undertaking shall be binding upon you, your heirs, successors and assigns, and any person subject to your written irrevocable consents or powers of

attorney or any of your general partners and managing agents.

Signature

I, the undersigned, sign this Form ADV on behalf of, and with the authority of, the non-resident investment adviser. The investment adviser and I both

certify, under penalty of perjury under the laws of the United States of America, that the information and statements made in this ADV, including exhibits

and any other information submitted, are true and correct, and that I am signing this Form ADV Execution Page as a free and voluntary act.

I certify that the adviser's books and records will be preserved and available for inspection as required by law. Finally, I authorize any person having

custody or possession of these books and records to make them available to federal and state regulatory representatives.

Signature: Date: MM/DD/YYYY

Printed Name: Title:

Adviser CRD Number: 

157876
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REFERRAL AGREEMENT 

RECOVERY CENTERS OF AMERICA 

610.239.6100 

2701 Renaissance Boulevard, Fourth floor 

King of Prussia, Pennsylvania 19406 

The undersigned acknowledges that a reciprocal agreement has been established 
between Recovery Centers of America (RCA) and Addictions Recovery Inc., dlbla 
Hope House. Hope House agrees to receive referrals from RCA for detoxification 
services. In addition both parties agree to refer patients to the other If there Is a clinical, 
administrative or geographic need. 
This agreement Is for all RCA program IOcations that are checked below. 

RecoV!!IV Cenm of Amalie• 
314 Grove Neck Rd 
Earleville, MD 21919 

Recoysa Centers of Amet!ca 
11100 Biiiingsiey Road 
Waldorf, MD 20602 

Reco!l!!J( Centen ofAmerlca 
4620 Melwood Road 
Upper Marlboro MD 20772 

RCA provides comprehens~ addiction treatment and dual diagnosis services. RCA 
programs provide inpatient rehabilitation, partial hospitalization and outpatient services. 

Both Parties agree to refer appropriate patients In accordance with program policy and 
procedures and to abide by federal, state and county standards dealing with ~e 
confidentiality of patient information. Any lnforma11on needed for continuity of care will be 
furnished upon request provided that all confidentiality requirements have been met. In 
addition, it is understood that patients appropriate for admission shall be treated without 
regard to race, religion, sex, sexual preference, national origin, or physical disability. 

Nothing in this agreement shall be construed as limiting the rights of either party to enter 
into similar agreements with any other facility. This agreemert may be terminated by 
either party within 30 days of written notice to the other. This agreement becomes 
effective on the date signed below and will remain In effect for two years unless 
terminated in writing by either party. 

REFERRAL AGENCY 

SIGNAlij 
CfO 

TITLE 

DATE DATE ~-3, 15 

i 
·' 
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August 24, 2015 
 
 
 

Larry Hogan 
Governor, State of Maryland 
100 State Circle 
Annapolis, MD 21401 
 
Dear Governor Hogan: 
 
Through our travels during the 2014 gubernatorial campaign, we heard stories from families, law 

enforcement, and healthcare professionals of the devastation heroin and opioid abuse has 

wreaked on communities.  As a candidate, you stood alone in publicly recognizing the crisis that 

has engulfed our State.   

 

I applaud your leadership in creating the Heroin and Opioid Emergency Task Force and thank 

you for appointing me as Chair.  Over the past six months, the Task Force has brought together 

hundreds of stakeholders in order to develop a plan to tackle this emergency and provide you 

with holistic and comprehensive recommendations.   

 

Enclosed is our Interim Report, which includes our findings and Task Force workgroup updates.  

Though final recommendations are not due until later this year, the Interim Report includes 10 

recommendations, which can be implemented by the relevant state agency within a few weeks.  It 

also includes 10 funding announcements: seven Department of Health and Mental Hygiene 

allocations to improve access to treatment and quality of care and three Governor’s Office of 

Crime, Control, and Prevention grants to support law enforcement efforts. 

 

Thank you for your continued leadership and support.  We look forward to submitting our Final 

Report on December 1, 2015. 

 

 
Sincerely,  

 
Boyd K. Rutherford 
Lieutenant Governor, State of Maryland 
Chair, Heroin and Opioid Emergency Task Force 

  



I. EXECUTIVE SUMMARY 

On February 24, 2015, Governor Hogan issued Executive Order 01.01.2015.12, which created 

the Heroin and Opioid Emergency Task Force.  The Task Force is composed of 11 members with 

expertise in addiction treatment, law enforcement, education, and prevention.  Lieutenant 

Governor Boyd K. Rutherford serves as the Chair.  The Task Force was charged with advising and 

assisting Governor Hogan in establishing a coordinated statewide and multi-jurisdictional effort to 

prevent, treat, and significantly reduce heroin and opioid abuse.   

In addition, the Task Force must provide recommendations for policy, regulations, or legislation to 

address the following:  

a) Improvement in access to heroin and opioid drug addiction treatment and recovery 

services across the State, including in our detention and correctional facilities, as well as 

development of specific metrics to track progress; 

b) Improvement and standardization of the quality of care for heroin and opioid drug 

addiction treatment and recovery services across the State, as well as development of 

specific metrics to track progress; 

c) Improvement in federal, state, and local law enforcement coordination to address the 

trafficking and distribution of heroin and opioids throughout the State; 

d) Improvement of coordination between federal, state, county, and municipal agencies to 

more effectively share public health information and reduce duplicative research and 

reporting; 

e) Help for parents, educators, community groups, and others to prevent youth and 

adolescent use of heroin and opioids; 

f) Development of alternatives to incarceration for nonviolent offenders whose crimes are 

driven primarily by their drug addiction; and 

g) Increased public awareness of the heroin and opioid abuse crisis, including ways to 

remove prejudices associated with persons suffering from substance use disorders. 

 

This Interim Report details the Task Force’s findings from the regional field summits relating to the 

impact of heroin and opioid drug use on public health, law enforcement, addiction treatment 

professionals, families, and communities at large.  It is divided into four major sections: Summit 

Findings, Workgroup Areas of Further Study, Preliminary Recommendations, and Approved 

Resource Allocations. 

The Summit Findings section reflects information provided by the hundreds of stakeholders who 

testified at the regional summits and in subsequent stakeholder conversations with members of the 



Task Force.  There are five subsections: a) Access to Treatment; b) Quality of Care; c) Law 

Enforcement; d) Drug Courts and Reentry; and e) Education and Prevention.  Major themes 

reflected in this section include: insufficient federal, state, and local funding; a critical shortage of 

residential and outpatient treatment options; inconsistent quality of care standards; an increase in 

heroin- and opioid-related criminal activity; the promising preliminary outcomes of day reporting 

centers and jail-based Vivitrol (i.e. naltrexone) programs; and the need to raise public awareness 

and reach young people earlier in more innovative ways. 

The Task Force subdivided into five workgroups, which mirrored the five major categories of 

information provided to the Task Force at the regional summits and through electronic submissions: 

a) Access to Treatment and Overdose Prevention; b) Quality of Care and Workforce 

Development; c) Intergovernmental Law Enforcement Coordination; d) Drug Courts and Reentry; 

and e) Education, Public Awareness, and Prevention.  The Workgroup Areas of Further Study 

section details the objectives, guiding principles, and specific issues under consideration by each 

workgroup. 

The Preliminary Recommendations section details 10 recommendations that can be implemented 

within a few weeks at little or nominal cost to the relevant state agency.  Five recommendations 

relate to improving prevention and education efforts for youth and adolescents, two relate to law 

enforcement and the jail-based population, one relates to quality of care in hospital emergency 

rooms, another relates to highlighting and leveraging faith-based resources, and the last relates 

to an immediate weeklong public awareness push.   

The Approved Resource Allocations section details how $2,000,000 in additional treatment and 

prevention funding, released by Governor Hogan for fiscal 2016, will be spent.  Generally, funds 

will be spent on naloxone training and distribution to local health departments and local detention 

centers, overdose survivor outreach programs in hospital emergency departments, prescriber 

education to improve quality of care, recovery housing for women with children, detoxification 

services for women with children, and to increase bed capacity at the A.F. Whitsitt Center, a 

state-operated residential treatment facility on the Eastern Shore.  It also details how $189,000 

in Governor’s Office of Crime Control and Prevention grant funding to local law enforcement will 

be spent for overtime pay, gang and heroin disruption efforts, and license plate reader 

technology. 

The final report is due on December 1, 2015, and will contain further recommendations. 

  



II. SYNOPSIS OF PRELIMINARY RECOMMENDATIONS  

Below are synopses of the Heroin and Opioid Task Force’s preliminary recommendations to 

Governor Hogan that can be implemented within weeks upon authorization. 

 

1. Earlier and Broader Incorporation of Heroin and Opioid Prevention into the Health 

Curriculum  

The Task Force recommends that the Maryland State Department of Education’s Division of 

Curriculum, Assessment, and Accountability develop age-appropriate lessons and resources on 

heroin and opioid use in support of the Maryland Comprehensive Health Curriculum. 

2. Infusion of Heroin and Opioid Prevention into Additional Disciplines 

The Task Force recommends that MSDE’s Division of Curriculum, Assessment, and Accountability 

develop Disciplinary Literacy lessons integrating education on heroin and opioid use with 

College and Career-Ready Standards.   

3. Heroin and Opioid Addiction Integrated into Service Learning Projects  

The Task Force recommends that MSDE’s Service-Learning Office create service learning 

curriculum-based projects that engage students in addressing the heroin and opioid public 

health crisis. 

4. Student-based Heroin and Opioid Prevention Campaign 

The Task Force recommends that MSDE partner with the Office of the Governor and state 

agencies on a coordinated, multi-tiered public education campaign that discourages students 

from using heroin or abusing opioids. 

5. Video PSA Campaign 

The Task Force recommends the recruitment of university film students to develop and produce 

Public Service Announcements (PSA) to be distributed for broadcast and State social media 

platforms. 

6. Maryland Emergency Department Opioid Prescribing Guidelines 

The Task Force recommends that each acute care hospital work with its Emergency 

Department personnel to implement, as medically appropriate, the opioid prescribing 

guidelines developed by the Maryland Hospital Association. 

7. Maryland State Police Training on the Good Samaritan Law 

The Task Force recommends that the Maryland State Police provide training to field and 

investigative personnel on the legal requirements of the Good Samaritan Law.    



8. Maryland State Police Help Cards and Health Care Follow-Up Unit 

The Task Force recommends that the Maryland State Police provide heroin and opioid “Help 

Cards” to all MSP troopers and develop, in conjunction with the Department of Health and 

Mental Hygiene, a healthcare follow-up unit. 

9. Faith-based Addiction Treatment Database 

The Task Force recommends that the Governor’s Office of Community Initiatives’ Interfaith 

Coordinator develop a comprehensive database of faith-based organizations that provide 

addiction treatment services. 

10. Overdose Awareness Week 

The Task Force recommends that the first week of September be declared Maryland 

Overdose Awareness Week, which will include a conference for Overdose Response Program 

(ORP) entities and other local events to raise awareness of the addiction and overdose 

problem. 

 

  



III. SYNOPSIS OF APPROVED RESOURCE ALLOCATIONS  

Below are synopses of approved resource allocations that Governor Hogan, in consultation with the Heroin 

and Opioid Emergency Task Force, has prioritized in the effort to combat the heroin and opioid public 

health crisis. 

1. Restoring the A.F. Whitsitt Center to a 40-bed Capacity 

Governor Hogan will allocate an additional $800,000 in fiscal 2016 to the A.F. Whitsitt 

Center to restore capacity to 40 beds, allowing an additional 240 patients to receive 

treatment each year.   

2. Providing Community-Based Naloxone Training and Distribution 

Governor Hogan has directed $500,000 in supplemental grant awards to Local Health 

Departments (LHD) to support ORP trainings. 

3. Piloting Overdose Survivor Outreach Program in Hospital Emergency Departments 

Governor Hogan has directed the Behavioral Health Administration (BHA) to allocate 

$300,000 towards establishing a pilot Overdose Survivor Outreach Program (OSOP) in 

Baltimore City. 

4. Piloting Naloxone Distribution to Individuals Screened Positive for Opioid Use Disorder at 

Release from Local Detention Centers 

Governor Hogan has directed BHA to provide $150,000 through supplemental awards to 

three Southern Maryland LHDs - Calvert, Charles, and St. Mary’s Counties - to implement 

overdose education and naloxone distribution programs for individuals released from local 

detention centers.  

5. Expanding Supportive Recovery Housing for Women with Children 

Governor Hogan has directed BHA to allocate $100,000 for recovery housing, prioritizing 

those jurisdictions that currently do not have recovery housing for women with children and 

those with a significant waiting list. 

6. Supporting Detoxification Services for Women with Children 

Governor Hogan has directed BHA to make an additional $50,000 available to residential 

detoxification services with childcare services on site in Baltimore City. 



7. Targeted Outreach and Education to Aberrant/High-Risk Opioid and Other Controlled 

Substance Prescribers 

Governor Hogan has directed BHA to allocate $100,000 to conduct targeted outreach and 

education for practitioners identified as engaging in high-risk prescribing practices. 

 

8. Overtime for Dorchester County Law Enforcement 

Governor Hogan, through the Office of Crime Control and Prevention (GOCCP), will provide 

Dorchester County with $24,700 to provide overtime for law enforcement to address the 

opioid and heroin epidemic. 

 

9. Maryland State Police Gang/Heroin Disruption Project 

Governor Hogan, through GOCCP, will provide Maryland State Police (MSP) with $40,000 to 

support MSP’s Gang/Heroin Disruption Project. 

 

10. License Plate Reader Technology 

Governor Hogan, through GOCCP, will provide the Ocean City Police Department with 

$124,635 to fund license plate reader (LPR) technology at the northern end of Ocean City to 

target heroin entering Maryland across state lines. 

 

 



 

 

 

 

 

IV. INTRODUCTION  

Throughout the 2014 gubernatorial campaign, then-candidates Larry Hogan and Boyd K. 

Rutherford visited every corner of the State and everywhere they traveled, heard the same tragic 

stories of how the heroin and opioid epidemic was 

destroying families and communities.  It was clear 

that it was a public health crisis affecting 

Marylanders of all walks of life, regardless of socio-

economic status, race, religion, education, or any 

other demographic.  The State’s prior response 

focused almost entirely on overdose prevention.  

Such efforts are important given that fatal overdoses 

from heroin outpaced the State’s homicide rate and 

deaths from automobile accidents.1  However, this 

administration is taking a comprehensive approach 

through education, treatment, quality of care, law 

enforcement, alternatives to incarceration, and 

overdose prevention.   

On February 24, 2015, after only a month in office, 

Governor Hogan issued Executive Order 

01.01.2015.12, formally creating the Heroin and 

Opioid Emergency Task Force. The Task Force was authorized to employ every resource 

available to take a holistic approach to address this public health emergency.   

 

1 In 2014, there were 578 heroin overdose deaths versus 421 homicides and 511 motor vehicle fatalities.  See 

DHMH: Drug- and Alcohol-Related Intoxication Deaths in Maryland, 2014, and DHMH Vital Statistics 

Administration, Unpublished data, 2015.  In 2013, there were 464 heroin overdose deaths versus 387 homicides and 

482 motor vehicle fatalities.  See DHMH: Drug- and Alcohol-Related Intoxication Deaths in Maryland, 2013, and 

DHMH: Maryland Vital Statistics Annual Report, 2013. 
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Task Force members include: 

 Lieutenant Governor Boyd K. Rutherford, Chair 

 Circuit Court Judge Julie S. Solt, Frederick County 

 Sheriff Timothy Cameron, St. Mary’s County 

 Senator Katherine Klausmeier, District 8, Baltimore County 

 Delegate Brett Wilson, District 2B, Washington County 

 Nancy Wittier Dudley, President, Resilient Soul Services, Inc. 

 Elizabeth Embry, Chief of the Criminal Division, Office of the Attorney General  

 Dr. Michael B. Finegan, Peninsula Mental Health Services 

 Dr. Bankole Johnson, Psychiatry Department Chair, UMD School of Medicine 

 Tracey Myers-Preston, Executive Director, MD Addiction Directors Council 

 Linda Williams, Executive Director, Addiction Connections Resource, Inc. 

 

Pursuant to the Executive Order, the Task Force is required to submit recommendations on ways to 

improve public awareness, access to treatment, quality of care, alternatives to incarceration for 

non-violent drug abusers, and law enforcement 

coordination.  The Task Force held six regional 

summits throughout the State to hear testimony 

from persons with substance use disorders, 

family members, educators, faith leaders, 

elected officials, law enforcement, addiction 

treatment professionals, and other 

stakeholders.  The summits were held in Elkton, Baltimore City, Prince Frederick, Hagerstown, 

Salisbury, and Silver Spring.  Participants offered unique perspectives into this public health crisis.  

An approximate total of 223 people testified before the Task Force—21 elected officials, 31 

law enforcement officials, 78 addiction treatment professionals, and 93 members of the general 

public.  In addition, dozens of people submitted written testimony, suggestions, and comments to 

the Task Force through its Web portal and email address. 

This interim report reflects the Task Force’s findings, the ongoing efforts of its workgroups, 

preliminary recommendations, and approved resource allocations with the understanding that a 

final report with further recommendations will be submitted to Governor Hogan on December 1, 

2015. 

 

  

"As I travel throughout our State, I 
hear the devastating stories from our 
families and friends who hurt from the 
devastation heroin has wreaked on 
our communities.” 

–Governor Larry Hogan 



V. SUMMIT FINDINGS 

The Heroin and Opioid Emergency Task Force held six regional summits to solicit input and 

guidance from a wide variety of sources.  Testimony delivered at the summits can broadly be 

categorized into five areas: a) Access to Treatment; b) Quality of Care; c) Law Enforcement; d) 

Drug Courts and Reentry; and e) Education and Prevention.  Below is a summary of the findings 

from the regional summits. 

 

a. Access to Treatment 

A strong recurring theme in the testimony delivered at the summits was the lack of sufficient 

resources to address the heroin and opioid epidemic and the serious issues Marylanders face 

as they try to access care.  Stakeholders across the State reported a critical shortage of 

qualified treatment professionals and insufficient capacity at both inpatient and outpatient 

treatment facilities.  The problem is acute in rural counties, where it is difficult to attract and 

retain treatment professionals.  These challenges, among others, highlighted the need to 

realign and secure additional funding and launch efforts to expand the capacity and 

collaboration of the treatment system.   

At each summit, there was compelling 

testimony that addressed the 

overwhelming inability to access 

treatment immediately.  Families 

consistently reported experiencing 

multiple and repeated barriers, such as 

excessively long waiting periods, high 

deductibles and co-pays, delayed 

insurance authorization challenges, lack 

of appropriate levels of care in their 

respective county or region, among 

others. Such delays can result in serious 

consequences including death.   

Health department and other county officials reported a shortage of long-term residential 

treatment options, though long-term rehabilitation is not always essential or necessary for 

every patient. Relatedly, testimony delivered to the Task Force highlighted the need to 

improve the transition of care for patients when they move from high-intensity residential 

DATA SOURCE: MARYLAND DEPARTMENT OF HEALTH AND MENTAL HYGIENE 2014 ANNUAL REPORT  



treatment to lower-intensity outpatient treatment to ensure high-quality and seamless 

continuity of patient care.   

Stakeholders offered a variety of opinions about the most appropriate treatment needed in 

the community.  Many cited limited or no availability of treatment that includes medication 

and advocated for the need for additional resources to utilize medication as an important 

component of treatment.  On the other hand, some local parent coalitions were disturbed that 

medication usage during treatment has seemingly emerged as the sole option to address 

heroin and opioid dependency and that long-term abstinence-based residential treatment 

appears to have largely vanished as a valuable treatment option.  The testimony also 

highlighted competing views in the community between those that would like to increase 

capacity and local treatment options and those that have voiced resistance to new or 

expanding programs in their communities. 

b. Quality of Care 

Individuals, families, community groups, and others from the private sector expressed deep 

concern regarding the increased challenges of providing effective substance use disorder 

treatment for heroin and opioid dependency.  Established standards of care for addiction 

medicine and practice are not applied at all treatment facilities, resulting in inconsistent 

quality of care across providers in the State.  Currently, notions of quality of care are often 

based on diagnoses, availability of services, and provider comfort rather than an evidence-

based, outcome-driven approach.  Additionally, person-centered care is often missing in 

Maryland’s approach to behavioral health, which highlights the active involvement of patients 

and their families in the design of new care models and in decision-making about individual 

options for treatment.     

Testimony from the public, including parents of children who overdosed and/or died, raised 

concerns with questionable prescribing practices of some physicians and dentists as well as the 

quality of some substance use disorder treatment programs, which were not diligent in 

monitoring the prescribing of opioid replacement medications and providing inadequate 

medication-only care.  At the same time, there appeared to be some confusion by the public 

as to realistic expectations of the substance use disorder treatment system and what kinds of 

treatments are best for whom.  Finally, there was great dissatisfaction regarding standards of 

care generally, gaps in communication and collaboration between health care services and 

law enforcement, and lack of accountability for outcomes.  

A broad range of opinions were expressed regarding the use of medications to treat opioid 

dependency.  There was general consensus on the value of Vivitrol (i.e. naltrexone), an opioid 



antagonist, when dispensed in the context of a comprehensive treatment program.  Yet there 

is concern that the public might be led to believe that naltrexone is a cure-all, which is not yet 

borne out by sufficient data.  Opinions were decidedly mixed regarding opioid replacement 

interventions, such as methadone and buprenorphine.  For example, these medications were 

described as “an essential component in the long-term treatment of opioid dependency”; 

“helpful for short-term use only”; “destructive to the patient seeking long-term recovery”; 

“useful as a ‘stabilizing agent’ only to prepare the patient to receive treatment”; and 

“extremely problematic to the operation of treatment programs and other community-based 

programs since the replacement medications are so often sold by patients for cash to then 

purchase heroin.”  A number of people stressed that a key component for addiction treatment 

and successful recovery is the assumption of personal responsibility.  They go on to argue that 

many patients enter treatment as passive recipients and many treatment regimens involving 

medication-assisted drug treatment programs fail to promote the theme of personal 

responsibility. 

Nevertheless, there is data on the effectiveness of opioid replacement in the treatment of 

opioid addiction from decades of research and endorsed by government agencies, including 

the federal Substance Abuse and Mental Health Services Administration (SAMHSA).  

According to SAMHSA, opioid replacement therapies have been shown to increase treatment 

retention while decreasing mortality, criminality, and risk of infectious disease. 

Incidents of abuse by both prescribers and patients were reported in most counties.  Some 

recurring concerns that point to the potential for medication diversion or abuse include: the 

worker’s compensation system where medications are reimbursed at 100 percent with no co-

pay; in physicians’ offices, where medications are marked up at a rate of 500-600 percent; 

and in some medication-assisted drug treatment programs that maintain patients at higher 

doses and for a longer period of time than may be medically necessary.  

c. Law Enforcement 

Though it is evident that we cannot arrest our way out of the State’s heroin and opioid 

problem, law enforcement still plays a very important role in combating this public health 

crisis.  The scale of the heroin and opioid crisis is swamping law enforcement and depleting 

their resources, leaving local law enforcement 

ill-equipped to respond to the magnitude of 

the heroin and opioid problem in Maryland.  

Sheriffs and police chiefs across the State 

explained that they are devoting more and more of their resources to fighting heroin 

trafficking and related crime.  In Kent County, 75-80 percent of drug enforcement activity 

“We can’t arrest our way out of this 
problem.”  

–St. Mary’s County Sheriff Tim Cameron 



focuses on stemming the flow of heroin into the county.  In St. Mary’s County, 34 percent of all 

arrests are opioid-related.  In Queen Anne’s County, heroin is the driving force behind car 

thefts, thefts from autos, and burglaries.  In Calvert County, more than half of all burglaries, 

sexual assaults, and homicides are related to heroin and opiates.  In Allegany County, open-

air drug markets are now common.  To combat this problem, local jurisdictions have increased 

the numbers of sheriffs and prosecutors and created new intervention teams.  

One of the key strategies presented at the summits is inter-agency collaboration.  In Carroll 

County, prosecutors, sheriffs, members of the health department, and others have formed an 

overdose response team that focuses on prevention and education, prosecution of repeat drug 

trafficking offenders, and early intervention for those with minor offenses (treatment and 

education).  They are also adding five detectives to the sheriff’s office.  Anne Arundel County 

has a similar collaboration and works closely with Anne Arundel County police and the United 

States Drug Enforcement Administration to bring cases against distributors and interrupt 

supply networks.  In Caroline County, the Maryland State Police, collaborating with five local 

police departments, built a 25 co-defendant case.  Cecil County has increased funding for 

their forensic lab.  These collaborations were widely praised, but a common theme emerged 

that additional help is needed with heroin trafficking across State borders.  

Some law enforcement officials suggested initiating a criminal investigation in response to 

every heroin or opioid overdose to identify whether the person who supplied the drugs should 

be criminally charged and to learn more about the supply network.  In the meantime, some 

counties are referring every fatal overdose to federal authorities for prosecution of the 

supplier for homicide, since Maryland does not have an equivalent statute that would allow 

for a homicide charge.  On the legislative front, many sheriffs and prosecutors were in favor 

of a change to Maryland statute to allow for prosecution of suppliers in the case of a fatal 

overdose and expressed concern about the decriminalization of small amounts of marijuana. 

The mandatory minimum sentencing laws for repeat offenders were met with mixed reactions.  

Some wanted stricter mandatory minimums while others praised the General Assembly for 

relaxing the mandatory minimum sentencing laws.  Advocates also praised legislation signed 

by Governor Hogan that shields certain criminal records to help people obtain housing and 

employment, and legislation that created the Justice Reinvestment Council. 

d. Drug Courts and Reentry 

While many of the stakeholders who testified at the summits agreed that incarcerating an 

offender is not the appropriate way to solve the heroin and opioid epidemic, the criminal 

justice system does offer an interface to intervene and connect the individual with the 

resources needed for recovery.  Drug courts represent one such opportunity for an offender to 



connect with substance use disorder services.  Drug court eligibility requirements vary in each 

jurisdiction, as do the available resources.  These programs include needs assessments on 

arrest, diversion, jail-based substance use disorder treatment, and reentry programs.   

Circuit Court Judge Nelson Rupp testified about the extensive conditions for completing the 

Montgomery County Drug Court program.  This program highlighted the value of rapid 

communication and decisive action by the court and treatment program to deal with non-

compliance.  The program requires a minimum 30 days in a pre-release center, attending 

night court weekly, counseling two to three times a week, obtaining a job before moving into 

a sober home, living in a sober home, and getting slips signed by a sponsor and human 

services partner.  A probation agent also makes periodic home checks.  The program takes 

about two years to complete.  Since its inception in 2004, approximately 163 participants 

have graduated from the Montgomery County Drug Court. 

According to Retired Circuit Court Judge Ellen Heller, the Baltimore City Drug Court program 

includes addiction and mental health treatment, job training, housing, and education.  She 

emphasized the cost savings for treating offenders instead of incarcerating them, but noted 

that the availability of quality programs, delays in accessing treatment, and the prevalence of 

co-occurring disorders remain prominent challenges for drug courts.  She also identified other 

alternatives to incarceration for addicted offenders, including pre-charge and pre-booking 

programs in other jurisdictions.   

Howard County State’s Attorney Dario Broccolino testified that his county has both a drug 

court and a reentry program through the Howard County Detention Center.  While the reentry 

program is new, it features drug treatment referral and occupational therapy.  Baltimore 

County State’s Attorney Scott Shellenberger identified diversion programs that are being 

expanded to include offenses other than marijuana.  Calvert County State’s Attorney Laura 

Martin noted the sizeable increase in addicted offenders in her county.  Calvert County has a 

drug court; however, it has less than 30 participants.  Calvert County is interested in increasing 

the number of participants because the success of the program makes the community 

safer.  Sheriff Evans from Calvert County noted that forcing addicts into treatment through the 

criminal justice system is effective.  

Testimony delivered at the Western Maryland summit discussed the use of Vivitrol (i.e. 

naltrexone) as part of law enforcement treatment options, particularly in Washington County 

where the Vivitrol pilot program has resulted in zero recidivism or failed tests thus 

far.  Washington County has also been exploring a day reporting center to assist with 

wraparound services, such as drug and mental health treatment, job training, drug testing, life 



skills, and other services, outside of the jail.  Frederick County recently received a grant from 

the Governor’s Office of Crime Control and Prevention to include Vivitrol as part of the 

detention center treatment options.  It is important to note, however, that use of extended-

release naltrexone in opioid addiction treatment is relatively novel when compared to opioid 

replacement therapy, and therefore less research exists to describe its effectiveness.     

Other stakeholders recommended increased decriminalization efforts, reducing mandatory 

sentencing, expanding expungement availability, and enhancing reentry services for 

incarcerated inmates with sentences longer than 18 months.  These services include mental 

health and substance use disorder treatment, housing, and other community benefits.  It was 

also noted that individuals in recovery often have an added hurdle of criminal records to 

further frustrate employment and housing challenges.  

e. Education and Prevention   

At each regional summit, people expressed the need to start educating children at a younger 

age about the dangers of prescription medications, heroin, and other opioids.  It was pointed 

out that there has been a 

growing problem of young 

people stealing prescription 

medications from family 

members and distributing them 

at parties (i.e. pill parties), with 

no idea of the medication’s 

prescribed use or effect.  

Relatedly, it was suggested 

that parents need to become 

educated on heroin and opioid 

abuse, specifically how to talk 

with their children about drugs 

and what signs to look for that 

may indicate drug abuse.  

Similarly, teachers, law 

enforcement, judges, and even health care professionals need additional training to more 

effectively identify substance use disorders.   

Stakeholders recommended that the State undertake a large-scale, coordinated media 

campaign employing all forms of media in order to educate the public and reduce the stigma 

associated with substance use disorders and addiction treatment.  A number of creative ideas 

SOURCE: MARYLAND DEPARTMENT OF HEALTH AND MENTAL HYGIENE 2014 ANNUAL REPORT  



were discussed to involve young people in the development of media campaigns in order to 

reach target populations.  Others suggested that the State should publicize how to safely 

store and dispose of unused prescription medications.   

Earlier this year, Governor Hogan signed legislation to extend civil immunity under the Good 

Samaritan Act to rescue and emergency care personnel administering medications or 

treatment in response to an apparent drug overdose.  Despite the expanded protections, 

stakeholders suggested that additional education is needed to clarify the law for the public so 

that there is no resistance to offer help to a person overdosing on illicit drugs.   

Summit participants urged the expansion of peer recovery coaches, resource centers, and 

naloxone training.  It was also recommended that the State do a better job of reaching out to 

faith-based community organizations because they reach diverse communities and provide 

counseling services.  Such services can be critically important for individuals that are trying to 

maintain recovery. 

 

 

 

 

 

 

 



VI. WORKGROUP AREAS OF FURTHER STUDY 

Following the regional summits, the Task Force 

subdivided into five workgroups to further study 

the main areas of concern raised during the 

summits: a) Access to Treatment and Overdose 

Prevention; b) Quality of Care and Workforce 

Development; c) Intergovernmental Law 

Enforcement Coordination; d) Drug Courts and 

Reentry; and e) Education, Public Awareness, 

and Prevention.  The policy areas to be studied 

by each workgroup reflect the duties assigned 

to the Task Force in the underlying Executive 

Order.  Each workgroup is co-chaired by two 

Task Force members who solicited the 

participation of stakeholders interested in the 

particular subject area.  Below are specific 

issues under consideration by each respective 

workgroup. 

 

a. Access to Treatment and Overdose Prevention Workgroup 

Task Force members Dr. Michael Finegan and Tracey Myers-Preston serve as co-chairs of the 

Access to Treatment and Overdose Prevention Workgroup.  The workgroup is supported by 

staff from the Department of Health and Mental Hygiene, Department of Human Resources, 

Maryland Insurance Administration, Department of Juvenile Services, Governor’s Office of 

Crime Control and Prevention, and the Governor’s Office of Children.  The workgroup is 

focusing on the challenges individuals and families face with regard to accessing treatment, 

financial barriers to accessing treatment, and identifying and prioritizing target populations, 

such as adolescents, pregnant women, and the justice-involved population.  Currently, 

individuals and families lack sufficient information regarding how to access treatment and how 

best to navigate the treatment system.  Further compounding this problem is insufficient access 

to outpatient and residential treatment, especially for youth and adolescents.   

Data provided by the Department of Health and Mental Hygiene indicates that serious 

deficiencies exist in the treatment system that prevent an individual from accessing the full 

range of care settings and levels of care.  The admission data for fiscal year 2014 by level 

of care indicates inconsistent use and lack of availability of the full continuum of care in each 
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part of the State.  With the exception of Baltimore City, every county has significant gaps in 

services.  Counties located in Western Maryland and on the Eastern Shore provide the 

majority of their services in outpatient settings, possess very limited access to residential 

services, and lack other services across the continuum of care.  Furthermore, across the State, 

there is concern related to transportation, childcare, care for aging parents, and maintaining 

employment while in treatment. 

Another important area of study that the workgroup will examine is the extent to which 

jurisdictions are funding intervention, assessment, referral, and treatment services beyond 

traditional business hours, as best practices consistently support the theory that treatment must 

be readily available.  Given the fact that individuals may be uncertain about entering 

treatment, the system must be positioned to take advantage of any opportunity when an 

individual expresses a readiness to enter treatment.  Treatment must be immediately 

available and readily accessible.  Some facilities have implemented a “no wrong door” 

approach that includes a 24-hour phone-based hotline, emergency room diversion, screening 

and referral for treatment, and same-day access to services via walk-in appointments.  

The workgroup will identify which programs in the State are offering treatment on demand 

and providing after-hours services, and will explore methods to incentivize treatment 

providers to similarly establish urgent care.  The workgroup will also determine what technical 

assistance the State can provide that would allow treatment providers to offer assessments 

and referrals to treatment beyond traditional business hours.    

Care should be individualized, clinically driven, patient-directed, and outcome-informed. 

Matching the treatment setting, intervention, and services to each individual is critical to 

achieving positive outcomes.  Patients should be afforded the opportunity to receive care at 

the appropriate level and step up or down in services based on the individual’s response to 

treatment.  With this in mind, the workgroup will explore whether the use of outpatient 

services rather than residential service is truly the result of clinical need or is instead based on 

availability.  Funding clinically inappropriate services is a waste of precious resources, as 

recovery will not likely be achieved and the patient will continue to cycle in and out of the 

healthcare system, or worse.  The workgroup will also examine whether public dollars are 

being spent on higher levels of service than what is assessed.  For example, a judge could 

order residential treatment for individuals based upon criminal justice or housing concerns 

rather than clinical need. 



b. Quality of Care and Workforce Development Workgroup 

Task Force members Dr. Bankole Johnson and Nancy Dudley serve as co-chairs of the Quality 

of Care and Workforce Development Workgroup.  The workgroup is supported by staff from 

the Department of Health and Mental Hygiene and Department of Human Resources and will 

examine a number of factors affecting quality, outcomes, and workforce development.     

Standardized quality of care at treatment centers across the State is critically important to 

ensure that patients have access to evidence-based care.  Testimony delivered at the regional 

summits highlighted inconsistencies across the State.  As a result, the workgroup will address 

inconsistencies in the quality of care across treatment centers and recommend strategies to 

standardize and enhance quality of care in order to produce the best outcomes for patients.  

Patient satisfaction surveys and outcome measures will also be explored to ensure patients 

are treated with the highest quality of care and that patients and their families are actively 

involved in their treatment plan.  The workgroup will also consider ways to bridge the gap in 

care for individuals with comorbidities, such as chronic pain, psychiatric disorders, and 

pregnancy.  Finally, an adequate supply of treatment professionals is critical to handle the 

demand demonstrated across the State.  As part of its work, the workgroup will identify 

strategies to cultivate sufficient numbers of qualified, trained, diverse, and competent 

treatment professionals. 

During the course of the regional summits, the workgroup noted deep confusion by the public 

as to what constitutes effective treatment for heroin and opioid dependency.  Effective 

treatment of individuals with opioid use disorder should be evidence-based, outcome-driven, 

continuous, comprehensive, compassionate, and based upon integrating both the medical and 

psychosocial needs of the individual.  There is also significant evidence for the efficacy, 

safety, and life-saving role of medications in the treatment of opioid use disorder.  Decisions 

regarding medication-assisted treatment should be made in collaboration between a patient 

and a knowledgeable and trained healthcare practitioner.  As a corollary, healthcare 

professionals should provide information to patients about all the different medication options, 

their pros and cons, and discuss with patients the role of medications as part of individualized 

treatment planning.  Patients should be encouraged to play an active role in their treatment 

for it to have optimal efficacy and achieve optimal outcomes, including long-term recovery.  In 

short, patients who participate actively in their own treatment have the best outcomes.  

c. Intergovernmental Law Enforcement Workgroup 

Task Force members Sheriff Tim Cameron and Elizabeth Embry serve as co-chairs of the 

Intergovernmental Law Enforcement Workgroup. The workgroup is supported by staff from 

the Governor’s Office of Crime Control and Prevention, Maryland State Police, Department of 



Human Resources, and Maryland State Department of Education.  The workgroup is 

developing recommendations to improve federal, state, and local law enforcement 

coordination to address heroin and opioid trafficking across the State.  To reach this broad 

objective, the workgroup developed a work plan covering five core areas: data sharing, 

intelligence gathering and methods of real-time dissemination, heroin interdiction strategies, 

prescription drug enforcement and monitoring, and possible legislation that will enable law 

enforcement to combat the heroin epidemic more effectively.  

Improved data sharing among local, state, and federal law enforcement concerning heroin-

related enforcement activity is vital for coordinated law enforcement efforts against heroin 

traffickers in Maryland.  While there are structures in place, there are gaps and technological 

hurdles that need to 

be addressed.  The 

workgroup will 

produce specific 

recommendations to 

develop a fully 

functioning, 

centralized, statewide 

system used by all 

local, state, and 

federal law 

enforcement to 

capture data on 

heroin-related crime.  

Similar to the sharing of data, the collection and dissemination of intelligence on heroin 

trafficking from debriefings, confidential informants, social media, cell phones, and 

investigations into overdoses occurs inconsistently and may be delayed by protocols designed 

to protect sensitive information.  The workgroup will create recommendations to eliminate 

unnecessary barriers to the sharing of intelligence among law enforcement agencies and 

disseminate the best available guidance on how to allocate the responsibility of sharing that 

information within an agency. 

In addition to existing strategies for interdiction, the workgroup will look at allocating 

additional resources to methods that are underutilized.  Partnerships with law enforcement in 

neighboring states are piecemeal and should be expanded and standardized.  The 

workgroup will develop these recommendations based on proven strategies.  Criminal 

Number of Heroin-Related Deaths  
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enforcement of doctors and pharmacies responsible for illegally prescribing or dispensing 

opiates has been sparse.  This is due, in part, to the fact that the transactions occur in private, 

and in part to the lack of prescription data accessible to law enforcement.  The workgroup 

will explore expanding the usefulness of the Maryland Prescription Drug Monitoring Program 

(PDMP) to law enforcement through mandatory registration and querying and dedicating 

investigative and prosecutorial resources to enforcement.  Many members of local law 

enforcement have developed partnerships with local pharmacies so that they are alerted if 

there is suspicious behavior.  In some cases, these initiatives could be replicated and the 

workgroup will evaluate the feasibility of expanding those partnerships statewide. 

Lastly, the workgroup will examine the challenges drug addiction creates in maintaining 

safety inside correctional facilities.  Inmates come up with inventive ways to smuggle 

contraband drugs inside the facilities.  Contraband can be treated as a form of currency, 

incite violence, and derail an inmate’s substance use treatment program.  During fiscal year 

2015, the Department of Public Safety and Correctional Services (DPSCS) confiscated 187 

opiates and approximately 3,350 forms of Suboxone.  One of the primary means by which 

inmates attempt to smuggle contraband is by having their friends and acquaintances conceal 

it in letters and in the folds of greeting cards.  In order to minimize opportunities for 

introduction of contraband into the facility by mail, especially contraband available in forms 

visually undetectable, the workgroup will evaluate measures to disrupt smuggling of drugs 

through inmate personal correspondence mail. 

d. Drug Courts and Reentry Workgroup 

Task Force members Judge Julie Solt and Delegate Brett Wilson serve as co-chairs of the 

Drug Courts and Reentry Workgroup.  The workgroup is supported by staff from the 

Department of Public Safety and Correctional Services, Department of Juvenile Services, 

Governor’s Office of Crime Control and Prevention, Department of Human Resources, 

Maryland State Department of Education, and the Governor’s Office of Children.  Due to the 

close correlation between addiction and criminal activity, the criminal justice system, via drug 

courts and reentry programs, is frequently a gateway to treating heroin- and opioid-addicted 

offenders. 

The workgroup is exploring opportunities with diversion programs, drug courts, day reporting 

centers, Health General Placements (i.e. 8-505/8-507 programs2), and reentry programs.  

The workgroup is currently working with the Maryland State’s Attorneys’ Association to collect 

2 8-505/8-507 programs refer to programs created to give effect to powers granted to the judiciary under MD. CODE 

ANN., HEALTH–GEN. §8-505 and §8-507 to evaluate a defendant to determine whether, by reason of drug or alcohol 

abuse, the defendant is in need of and may benefit from treatment and is willing to participate in treatment. 



data on which jurisdictions have diversion programs, whether treatment is required where the 

offender is identified as being heroin- or opioid-addicted, and the recidivism rate for 

diverted offenders.  The workgroup will be exploring recommendations on best practices for 

successful diversion programs for heroin- and opioid-dependent offenders. 

With respect to drug courts, the workgroup is researching how existing programs differ in 

each jurisdiction.  The workgroup will determine whether there is a way to create some 

uniformity across the various drug court programs with respect to core functions and program 

requirements.  The workgroup has also been in contact with the judiciary regarding the 8-

505/8-507 process.  It has received information and concerns relating to manipulation of the 

program to reduce incarceration length, funding issues, delays in treatment, and the 

appropriate length of treatment.   

In addition, the workgroup is examining the merits of day reporting centers, which are 

designed to operate through the home detention programs available in all Maryland 

jurisdictions.  These centers provide the types of services often needed by addicted offenders, 

such as drug and mental health treatment, job training, drug testing, life skills, and other 

services all located under one roof.  The workgroup will develop recommendations on how to 

implement day reporting centers, particularly in areas of the state with fewer local resources.  

Lastly, the workgroup is gathering data on various reentry programs with the goal of 

identifying what works, why it works, and which can be duplicated across the state. 

e. Education, Public Awareness, and Prevention Workgroup 

Task Force members Senator Katherine Klausmeier and Linda Williams serve as co-chairs of 

the Education, Public Awareness, and Prevention Workgroup.  The workgroup is supported by 

staff from the Maryland State Department 

of Education, Department of Health and 

Mental Hygiene, Department of Human 

Resources, Governor’s Office of Community 

Initiatives, and the Governor’s Office of 

Children.  The workgroup is developing 

recommendations to address ways to 

engage youth and adolescents, prevention 

strategies, relapse prevention, overdose 

death prevention, and the reduction of stigma.  Any recommendations will reflect the 

importance of messaging for specific audiences, including children, parents, families, 

educators, public health officials, law enforcement, addiction treatment professionals, 

community groups, and other stakeholders. 

“From preventing our kids from using 
heroin in the first place to increasing 
and improving access to treatment 
services for those in recovery, this 
task force will employ every 
resource available to take a holistic 
approach to address this public 
health emergency.” 

–Governor Larry Hogan  



The workgroup will be studying environmental factors including the broader physical, social, 

cultural, and institutional forces that contribute to illicit drug use and addiction.  It will begin 

with strategies to stop heroin and opioid abuse before it has a chance to occur.  This level of 

prevention involves education in schools, including use of research-informed curriculum in 

elementary, middle, and high schools as well as community-based youth services and other 

nonprofit organizations with a history of providing effective drug education.  It also includes 

the education or re-education of health care professionals about the disease of addiction, the 

use of screening tools, and problems that can arise from overprescribing opioids.   

Next, the workgroup will explore strategies targeted toward those most at risk for problems 

with heroin or opioids.  The workgroup will develop recommendations related to intensive 

substance abuse education for at-risk and high-risk individuals such as those charged with 

drug-related offenses or children of addicted parents.3  In addition, the workgroup will 

consider the use of social workers or licensed counselors in middle and high schools to provide 

support as well as screenings, brief intervention, and referrals to treatment (i.e. SBIRTs).   

The workgroup will pursue strategies to reduce heroin and opioid abuse and support the 

recovery efforts of people with substance use disorders.  The workgroup is exploring ways to 

provide more supportive environments for young people, such as recovery clubs, recovery high 

schools, and collegiate recovery centers.  It is also developing recommendations for increased 

naloxone training.  The workgroup is focusing on ways to reduce the stigma associated with 

addiction, including educating the public on the brain science of addiction to clarify that it is a 

disease rather than a moral weakness.  It also agrees that the State should employ a large-

scale, coordinated media campaign to educate the public on heroin and opioid abuse.  

The Centers for Disease Control and Prevention states that 45 percent of heroin addicts were 

also addicted to prescription painkillers.  The Drug Enforcement Agency has stated that at 

least 70 percent of new heroin users started with prescription painkillers.  Accordingly, the 

Task Force will explore reintroducing legislation similar to House Bill 3 of 2015 introduced by 

then-Delegate Kelly Schulz, which will require a prescriber and a dispenser to query the 

Prescription Drug Monitoring Program (PDMP) to review a patient’s prescription monitoring 

data before prescribing or dispensing a monitored prescription drug.  The PDMP was 

established in 2011 and is housed within the Department of Health and Mental Hygiene 

(DHMH) to support healthcare providers and their patients in the safe and effective use of 

prescription drugs.  The PDMP collects and stores information on drugs that contain controlled 

3 The workgroup has identified the need for law enforcement, corrections, parole, and probation officers to learn 

about the disease of addiction and appropriate responses to relapse.   



dangerous substances and are dispensed to patients in Maryland.  The PDMP also assists in 

investigations of illegal or inappropriate prescribing, misuse, diversion, or other prescription 

drug abuse. 

Currently, the law does not require prescribers or dispensers to query their patients’ PDMP 

data when prescribing or dispensing controlled substances.  As such, the Task Force will 

explore requiring a prescriber and a dispenser to query the PDMP to review a patient’s 

prescription monitoring data before prescribing or dispensing a monitored prescription drug.  

Requiring prescribers and dispensers to access PDMP prior to prescribing or dispensing a 

controlled prescription drug will increase the number of registered PDMP users and the 

number of inquiries.  If legislation is pursued, the Task Force envisions extensive outreach to 

stakeholders to reach consensus on which healthcare professionals should be required to 

register and query the PDMP, and under what circumstances.  DHMH will also need to 

increase the technical capabilities of the PDMP to support additional users and increased 

queries. 

In furtherance of its efforts to stem the pipeline of new users, the Task Force will explore 

possible strengthening of prescriber and pharmacist disclosures.  Prescription opioid 

medications are among the most widely prescribed drugs for the management of moderate to 

severe chronic pain.  The potential for misuse, abuse, or diversion should be concerning for 

both prescribers and dispensers of opioid prescription medication.  There is a role that both 

prescribers and dispensers can play to ensure the safe use of opioid pain management 

therapy.  Pharmacists are a central point of contact for patients when they fill prescriptions 

and present an opportunity to further inform patients of any potential adverse side-effects.   

The Task Force will explore whether additional, verbal counseling should be required when 

prescribing or dispensing an opioid prescription drug to patients in Maryland.  Prescribers 

have a responsibility to counsel patients about the specific details of the drugs they are 

prescribing.  They also have a responsibility to monitor patient use, abuse, or diversion of 

drugs.  The Task Force will explore whether prescribers should verbally counsel their patients 

on how to secure and properly dispose of opioid prescription drugs, as well as the risks of 

misuse or abuse of opioid prescription drugs.  The Task Force will examine the role 

pharmacists play to ensure that patients understand the risks and benefits of the opioid 

prescription drugs and whether face-to-face verbal counseling is practical.  



VII. PRELIMINARY RECOMMENDATIONS  

Though the Task Force is working diligently to develop final recommendations for the December 

1, 2015 final report, this interim report includes 10 recommendations with a heavy emphasis on 

education and prevention strategies targeted toward youth and adolescents. 

 

1. Earlier and Broader Incorporation of 

Heroin and Opioid Prevention into the 

Health Curriculum  

The Task Force heard extensive testimony 

relating to improving the education of 

children and adolescents on heroin and 

opioids at earlier ages.  As such, the Task 

Force recommends that the Maryland 

State Department of Education’s Division 

of Curriculum, Assessment, and 

Accountability develop age-appropriate 

lessons and resources on heroin and 

opioid use in support of the Maryland 

Comprehensive Health Curriculum by the 

MSDE Educational Specialist in Health and 

Physical Education (PE), Local Education 

Agency (LEA) Health/PE Coordinators, 

and Master Teachers.  In addition, the 

Task Force recommends that 

corresponding professional development 

and training for school personnel will 

ensure effective implementation of the 

materials that are created. 

Due to the variety of delivery formats for comprehensive health education amongst the LEAs, 

lessons and resources will be developed for the traditional focused health classroom as well 

as cross-curricular resources that can be used by teachers throughout a school.  Lessons and 

resources will be written with consideration given to the age and prior learning of students.  

Lessons and resources will look at the physical and mental effect heroin and opioid abuse has 

on a person.  In addition, focus will be given to the larger consequence of heroin and opioid 
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abuse within families and communities.  These lessons are ready for dissemination for the 

2015-2016 school year.   

2. Infusion of Heroin and Opioid Prevention into Additional Disciplines 

For students to be fully prepared for the challenges and expectations of college and career, 

it is critical that they develop literacy skills in all content areas. As a part of Maryland’s 

College and Career-Ready Standards, it is critical that educators in all science, technical 

subjects, and history/social studies 

classrooms incorporate content-specific 

literacy into their instruction.  As such, the 

Task Force recommends that MSDE’s Division 

of Curriculum, Assessment, and 

Accountability develop Disciplinary Literacy 

lessons integrating education on heroin and opioid use with College and Career-Ready 

Standards (English Language Arts and mathematics) through the collaborative efforts of MSDE 

staff, LEA Content Coordinators, and Master Teachers.   

The use of the heroin and opioid topic as a central theme in social studies, science, fine arts, 

and other subjects supports the importance of introducing related college and career-ready 

standards to other disciplines.  Since the standards emphasize research skills and the 

development of point of view related to these skills, this topic will generate interesting and 

pertinent classroom discussion and assignments in all content areas.  The desire to incorporate 

a disciplinary literacy theme as part of standards-based education requires all subjects and 

disciplines to align their work with the theme chosen: heroin and opioid addiction.  These 

lessons will be planned for dissemination during the 2015-2016 school year. 

3. Heroin and Opioid Addiction Integrated into Service-Learning Projects  

 Service-learning is a teaching method that combines meaningful service to the community with 

curriculum-based learning.  Through service-learning, students improve their academic, social, 

and civic skills by applying what they learn in school to the real world.  When meaningful 

reflection is added, students can use the experience to reinforce the link between their service 

and their learning.  All 24 local school systems in Maryland implement service-

learning graduation requirements.  Each implements the requirements slightly differently 

because they tailor the specifics of their program to their local community.  

 The Task Force recommends that MSDE’s Service-Learning Office create service-learning 

curriculum-based projects that engage students in addressing the heroin and opioid public 

health crisis.  The goal is to provide educators with rigorous and meaningful service-learning 

“Virtually every 3rd grader can tell you that 
cigarettes are bad for you, but most don’t know 
that taking someone else’s prescription drugs is 
harmful.”  

–Lt. Governor Boyd K. Rutherford 



curriculum models and guidance on how to re-engage students in the fight against heroin and 

opioid abuse.  This curriculum will be aligned to newly developed heroin and opioid 

prevention education infused into course curriculum.  To accomplish this task, MSDE’s service-

learning specialist will conduct meetings with Service-Learning Coordinators in the 24 LEAs.  

Staff will then work with curriculum specialists to understand relevant areas where these 

service-learning projects could be best infused.  Staff will create the projects and share them 

at coordinator meetings and via MSDE’s website. 

4. Student-based Heroin and Opioid Prevention Campaign 

The Task Force recommends that MSDE partner with the Office of the Governor and State 

agencies on a coordinated, multi-tiered public education campaign that discourages students 

from using heroin or abusing opioids.  The campaign will focus on educating students and 

parents on how to identify and respond to signs of addiction and informing students, parents, 

and communities on how to access support services.  To foster participation at the local level, 

the campaign will partner with all 24 school systems and youth-serving organizations 

throughout Maryland to communicate with students and adults during in-school and after-

school activities.  Target audiences will include students, parents, school personnel, and 

community and faith-based leaders.  

Activities will include the following: 

a) Pre- and post-campaign surveys/research to gauge public awareness and 

success; 

b) Fall events at schools with multiple state leaders highlighting a success story or 

successful local overdose prevention plan that includes the LEA; 

c) A student-led contest to design a campaign name, logo, and slogan to support 

Governor Hogan’s overall statewide strategy; 

d) Web pages to share key messages and resources, including communication 

toolkits, downloadable posters, and links to federal, state, and local 

campaigns, information, and contacts; 

e) Focus groups with parents and students to discuss and gain knowledge of 

prevention and support needs and partner with DHMH and other agencies on 

health risk communication; 

f) Social media campaign by youth to engage youth, led by the student member 

of the State Board of Education, the Maryland Association of Student Councils, 

and others; and 



g) MSDE and State agencies will pursue earned media focused on prevention, 

what parents and students are saying, and school services that address the 

specific needs identified by parents and students. 

5. Video PSA Campaign 

Though the Education, Public Awareness, and Prevention Workgroup is developing the outlines 

of a large-scale, coordinated media campaign employing all forms of media, the Task Force 

recommends the immediate launch of video public service announcements via broadcast and 

social media throughout Maryland.  The Department of Business and Economic Development’s 

Division of Tourism, Film, and the Arts and the Maryland Higher Education Commission will 

seek students from local higher education institutions to develop and produce 30-second 

public service announcements.  The best PSAs will be featured on State social media platforms 

and submitted to local broadcast stations for airing.  The Governor’s Communications Office 

will direct distribution of approved PSAs. 

6. Maryland Emergency Department Opioid Prescribing Guidelines 

According to the Centers for Disease Control and Prevention, the strongest risk factor for 

heroin addiction is addiction to prescription opioid painkillers.  As such, hospitals can play an 

important preventive role in the fight to reduce opioid misuse and abuse.  Earlier this summer, 

the Maryland Hospital Association developed 

standardized opioid prescribing guidelines for 

hospital emergency departments.4  The 

guidelines are informed by a patient-focused 

brochure developed by the Maryland Chapter 

of the American College of Emergency 

Physicians (MDACEP) that was released in 2014.  They were crafted to allow emergency 

medicine physicians flexibility in prescribing opioids when medically necessary while 

encouraging best practices in an effort to reduce the risk of opioid addiction.  These 

guidelines, which are endorsed by MDACEP, promote: 

a) Screening and patient education to help detect and treat existing substance misuse 

conditions and safeguard patients against unnecessary risks of developing such 

conditions; 

b) Enhanced information sharing among providers using existing tools like the State’s 

health information exchange (CRISP) and the state’s prescription drug monitoring 

program; and 

4 See Appendix B. 

"There are some steps that could be 
taken to better inform doctors, dentists, 
pharmacists ... about the effects of 
prescription medications.”  

–Lt. Governor Boyd K. Rutherford 



c) Standardized prescribing practices to reduce unnecessary prescriptions (and the 

amount of pills prescribed) to diminish inadvertent or purposeful misuse of opioids. 

The Task Force recommends that each acute care hospital work with its Emergency Department 

personnel to implement, as medically appropriate, these guidelines and provide the Maryland 

Hospital Association with periodic updates on the progress of the implementation. 

7. Maryland State Police Training on the Good Samaritan Law 

The Task Force recommends that the Maryland State Police (MSP) provide training to field 

and investigative personnel on the legal requirements of the Good Samaritan Law.  It is 

apparent that some confusion exists among law enforcement agencies on what actions they 

can and cannot take when confronted with a police response that falls under the protection of 

this law.  Unless efforts are taken to remove confusion, valuable intelligence and opportunities 

to combat this issue could be lost.  It is recommended that the State’s Attorneys’ Association be 

included in this training, as conformance to this law should be consistent statewide.   

8. Maryland State Police Help Cards and Healthcare Follow-Up Unit 

The Task Force recommends that the Maryland State Police provide heroin and opioid “Help 

Cards” to all MSP troopers, with the distribution of the cards beginning in the Western 

Maryland barracks.  The cards should contain health department, treatment, and financial 

assistance resource information.  The cards should be distributed by troopers when 

encountering heroin- or opioid-related arrests or other encounters.  They also can be provided 

to family members who contact MSP facilities seeking assistance or guidance for addicted 

family members, friends, or colleagues.   

The Task Force also recommends that the Department of Health and Mental Hygiene assist the 

MSP in developing a healthcare follow-up unit that would be responsive to law enforcement, 

school personnel, and citizen referrals of persons involved in or at risk of being involved in 

heroin and opioid use.  Often when these contacts occur, persons with substance use disorders 

are at their most vulnerable state, and quick treatment interaction may be the difference 

between recovery and continued abuse.     

9. Faith-based Addiction Treatment Database 

There is a groundswell of passion and commitment among faith groups to help combat the 

heroin and opioid health crisis.  A number of representatives from the faith community, 

including pastors and members of congregations, stepped forward in support of individuals, 

families, and programs that are battling heroin and opioid dependency.  Such faith-based 

groups are offering numerous forms of support, including space for 12-step meetings; 

outreach to individuals and families in crisis due to drug abuse; and non-clinical case 



management support for drug dependent individuals who are either waiting to enter 

treatment, need support during treatment, or who require post-treatment support in order to 

enter into long-term recovery.  Unfortunately, many people with substance use disorders and 

their families are unaware of the addiction treatment services faith-based organizations in 

their communities provide.  As such, the Task Force recommends that the Governor’s Office of 

Community Initiatives’ (GOCI) Interfaith Coordinator develop a comprehensive database of 

faith-based organizations that provide such services and include contact information, hours of 

operation, and types of services.  The database should be made accessible via GOCI’s 

website and easily navigable by the general public. 

10. Overdose Awareness Week 

August 31 is International Overdose Awareness Day and September is the SAMHSA-

sponsored National Recovery Month.  The Task Force recommends that the first week of 

September be declared Maryland Overdose Awareness Week, which will include a 

conference for Overdose Response Program (ORP) entities, vigils, and other local events to 

raise awareness of the addiction and overdose problem. 



VIII. APPROVED RESOURCE ALLOCATIONS 

In May 2015, Governor Hogan authorized $2 million in additional funding for fiscal year 2016 

to combat the heroin and opioid health crisis in Maryland.  Over the last six months, the Task 

Force has had the opportunity to solicit input from well over 300 people on how to best utilize 

scarce resources to address this public health epidemic.  Among the top suggestions received were 

requests for increased overdose prevention and addiction treatment funding, particularly for the 

Eastern Shore, ex-offenders, and women with 

children.  Based on the work of the Task 

Force and the input provided by 

stakeholders, below are the initial funding 

announcements approved and authorized by 

Governor Hogan. 

 

1. Restoring the A.F. Whitsitt Center to a 

40-bed Capacity 

Established in 1993, the A.F. Whitsitt 

Center is a 24-hour, seven-day-a-week 

residential treatment facility for adults 

suffering from chemical dependency and 

co-occurring disorders.  It also offers a 

medically monitored detoxification for 

alcohol-, opiate-, and benzodiazepine-

dependent individuals.  As a Commission 

on Accreditation of Rehabilitation 

Facilities (CARF) accredited residential 

treatment facility, it offers a wide variety 

of treatment levels including Level 0.5 

early intervention, Level 1 outpatient, 

Level 2.1 intensive outpatient, Level 3, 

and 3.7D residential treatment services.  

Upon completion of the residential 

program, individuals are connected to a care coordinator through whom they have access to 

referral and linkage to community-based clinical and recovery support services.   

The Center is located in Kent County on the grounds of the former Upper Shore Community 

Mental Health Center.  The catchment area encompasses the entire Eastern Shore of 
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Maryland.  Demographically, Cecil County residents represents 53 percent of the patients, 

Talbot County represents 10 percent, Queen Anne’s County represents 10 percent, Kent 

County represents 10 percent, Caroline and Dorchester Counties represent 9 precent, and the 

remaining Lower Shore counties represent 3 percent.   

Although individuals can be referred by a physician, the primary source of referrals comes 

from county detention centers in the Center’s catchment area.  Judges from the Kent County 

Circuit and District Court send referrals as well.  It treats just under 600 patients annually, 

prioritizing treatment toward low-income patients and patients requiring medical assistance.  

These patients tend to have failed outpatient treatment and are high-risk for fatal overdose.   

Originally funded for 40 beds with average stay of 30 days, budget cuts in fiscal year 2012 

resulted in reduced capacity, shorter lengths of stay, and a longer wait list.  Today, the 

capacity is only 26 beds with an average length of stay of 21 days and an average wait 

time of four weeks for admission.  Due to extraordinary demand and the fact that the Center 

is the only health department-operated 3.7D residential facility on the Eastern Shore, 

Governor Hogan has allocated $800,000 in fiscal year 2016 to restore capacity to 40 beds 

allowing an additional 240 patients to receive treatment each year.   

2. Providing Community-Based Naloxone Training and Distribution 

The Overdose Response Program (ORP) is the State’s primary vehicle for training community 

members on opioid overdose recognition and response and equipping them with naloxone. 

Although the ORP law only requires the Department of Health and Mental Hygiene to 

exercise regulatory oversight over local-level entities that conduct naloxone training and 

distribution, the Behavioral Health Administration (BHA) has historically provided funding to 

local health departments (LHDs) to promote and expand ORP trainings.  Responses to a 

DHMH survey of ORP training entities conducted in early 2015 showed that many would 

cease or significantly curtail training and distribution if state funding was not available.  As 

such, Governor Hogan directed $500,000 in supplemental grant awards to LHDs to support 

ORP trainings.  The funding may support the purchase of naloxone and related supplies, 

personnel time, and promoting and implementing training events.  

Applicants will be asked to maximize naloxone funding opportunities from other sources and 

take advantage of new legal authorities to facilitate wider distribution.  BHA will prioritize 

funding for applications that propose to use standing orders for naloxone prescribing and 

dispensing as authorized by Chapter 356 of 2015, legislation introduced by Senator 

Klausmeier to improve the State’s ORP program.  Standing orders remove the requirement 

that a healthcare practitioner, such as a doctor or nurse, be physically present for prescribing 



and dispensing to occur, which will allow for broader and more efficient naloxone distribution 

to those most likely to experience, or be in a position to respond to, an opioid overdose.  This 

was a major barrier identified by ORP training entities.  In addition, BHA will prioritize 

funding to LHDs that partner with community-based organizations to expand the number of 

available trainings.  Community-based ORP entities often include highly motivated volunteers 

with direct connections to high-risk individuals, their families, and friends. 

3. Piloting Overdose Survivor Outreach Program in Hospital Emergency Departments 

In 2014, DHMH issued a report showing that nearly 60 percent of all overdose decedents in 

2013 had previously been treated for an overdose at a Maryland hospital in the year prior 

to death, with almost 10 percent having been treated for overdose five or more times. This 

indicates an urgent need to improve coordination between hospitals and public health 

authorities to target the provision of behavioral health treatment, recovery, and harm 

reduction services for opioid overdose survivors.  In response, DHMH announced a new 

initiative in December 2014 to work with hospitals, local health departments, and behavioral 

health/addictions authorities to improve information sharing with hospitals and establish 

effective outreach and care coordination collaborations. 

To further these efforts, Governor Hogan has directed BHA to allocate $300,000 toward 

establishing a pilot Overdose Survivor Outreach Program (OSOP) in Baltimore City. The goal 

of OSOP will be to coordinate and supplement programs that identify and intervene with 

addicted individuals in hospital emergency departments to ensure ongoing, in-community 

follow-up and engagement with overdose survivors after discharge.  OSOP will seek to 

implement peer support services for overdose survivors at multiple points in the continuum of 

care, including emergency medical services, treatment referral, care coordination, and while 

enrolled in a treatment program.  Overdose education and naloxone distribution services will 

be incorporated and targeted for opioid overdose survivors.  OSOP will also seek to identify 

and support additional hospitals in Baltimore City and neighboring jurisdictions interested in 

implementing screening, intervention, and referral protocols and partnering with the local 

addictions authority to improve care coordination services.  Lessons learned from the pilot will 

inform the State’s strategy to expand ED-based interventions to other hospitals throughout the 

State and be incorporated into technical assistance materials to support implementation.  

Funding may be used to support hiring and training peer recovery support specialists, 

expanding the capacity of Behavioral Health Systems Baltimore (BHSB) to conduct outreach 

services, training hospital staff, and other necessary services.  Importantly, funding will be 

coordinated to maximize the impact of other existing grant programs, including those focused 

on implementing Screening, Brief Intervention and Referral to Treatment (SBIRT) in hospitals 



and community health centers and expanding access to recovery support services in 

medication-assisted treatment programs.  Other existing funding streams will be leveraged, 

as available, to provide ongoing recovery support services, including Maryland Recovery Net, 

a fee-for-service recovery support system overseen by BHA and managed by Value Options 

that provides access to transportation, housing, peer support, and other services.  BHA will 

work with BHSB and other State and local partners to improve data collection and analysis on 

survivors receiving services. 

4. Piloting Naloxone Distribution to Individuals Screened Positive for Opioid Use Disorder at 

Release from Local Detention Centers 

In 2014, the DHMH Vital Statistics Administration (VSA) worked with the Department of Public 

Safety and Correctional Services to match medical examiner records of overdose deaths with 

corrections data. Findings from the analysis supported existing research showing that opioid-

addicted individuals are at increased risk of overdose immediately following release from 

incarceration.  These findings indicate that targeting overdose education and naloxone 

distribution to high-risk individuals at the time of release may be an effective strategy for 

reducing overdose deaths.  Models supporting these strategies currently exist across the 

country.  For example, the New York State prison system has recently launched a program to 

dispense naloxone at the time of release.  The Baltimore City Health Department has 

conducted overdose education trainings in the Baltimore City Detention Center.  

Seeking solutions to these challenges, Governor Hogan directed BHA to provide $150,000 

through supplemental awards to three Southern Maryland LHDs - Calvert, Charles, and St. 

Mary’s Counties - to implement overdose education and naloxone distribution programs for 

individuals released from those counties’ local detention centers.  Focusing the pilot in one 

region of the state will help maximize impact and evaluation in these three counties that 

collectively experienced an 88 percent increase in overdose deaths between 2013 and 

2014.  Historically, these counties have also had limited naloxone distribution through ORPs 

and there were no opioid treatment programs that received a supply of the Evzio naloxone 

auto-injector donation.  There is an urgent need to target distribution to high-risk individuals in 

these counties.  BHA will work with the LHDs to ensure that those being released are screened 

for opioid use disorder and that naloxone distribution is targeted accordingly.  Detention 

centers and LHDs will be required to collect and report to BHA information on the individuals 

served by the program to evaluate impact and estimate the feasibility of expanding the 

program statewide.  

 



5. Expanding Supportive Recovery Housing for Women with Children 

Research shows that parental substance use is associated with numerous negative outcomes for 

children.  Parental substance use has been shown to increase the likelihood that a family will 

experience financial problems, shifting of adult roles onto children, child abuse and neglect, 

violence, disrupted environments, and inconsistent parenting.  Research also shows that a 

complex and harmful cycle exists in which a history of child abuse and neglect increases a 

person’s risk of substance use later in life and that individuals with substance use disorders are 

more likely to abuse or neglect their children in turn.  In addition, children of parents with 

substance use disorders are known to have a heightened risk for developing substance use 

problems themselves.  Women, the traditional caregivers, face many obstacles and challenges 

in engaging in treatment and recovery services that could prevent these negative outcomes. 

Those obstacles include a lack of collaboration among social service systems, limited options 

for women who are pregnant, lack of culturally congruent programming, few resources for 

women with children, fear of loss of child custody, and the stigma of substance use. 

In 2012, BHA initiated a series of focus groups to explore substance use among women with 

children at every women and children’s residential treatment program and at several co-ed, 

intensive outpatient programs.  The results were universal: the overarching need identified for 

women with dependent children was recovery 

housing that would allow a mother to bring all 

of her children into recovery with her.  Since 

2013, BHA has funded recovery houses in 

Baltimore City and Anne Arundel County.  

There are currently nine vendors: six in Baltimore City with 11 houses and three in Anne 

Arundel County with four houses.  The houses are in constant demand with waiting lists, as 

treatment providers are often looking for options similar to these homes when women are 

ready to be discharged from more intensive treatment.   

As such, Governor Hogan directed BHA to allocate an additional $100,000 for recovery 

housing, prioritizing those jurisdictions that currently do not have recovery housing for women 

with children and those with a significant waiting list.  The funding will support the lease/rent 

of a house, furnishing for the building, and a peer house manager to reside in the facility with 

the families. 

6. Supporting Detoxification Services for Women with Children 

Detoxification is an important, but resource-intensive process.  Clients require 24-hour 

monitoring for assessment and ongoing monitoring of sub-acute biomedical and behavioral 

conditions related to opioid and alcohol withdrawal.  A comprehensive nursing assessment 

“We are going to attack this problem 
from every direction using everything 
we've got.” 

–Governor Larry Hogan 



including client and family history; vital signs; and medication, psychiatric, medical, and 

substance use history are all provided upon admission to the treatment.  Because women 

historically do better in treatment with their children than without their children, BHA utilizes a 

model of residential detoxification services with childcare services on site in Baltimore City.  

This allows mothers to detox in a safe environment and children can receive appropriate 

wraparound services.  These services include, but are not limited to, pediatric and mental 

health referrals, after-school programming, and recreational activities that are age 

appropriate.    

As such, Governor Hogan will direct BHA to make an additional $50,000 available to 

continue operation of this program.  Treatment programs will have an opportunity to submit a 

request for the funding and will identify the best practices that they will utilize to move the 

women into long-term residential treatment or intensive outpatient treatment.  BHA will require 

a yearly report that documents how the program used the funding and the outcomes 

associated with the funding. 

7. Targeted Outreach and Education to Aberrant/High-Risk Opioid and Other Controlled 

Substance Prescribers 

The widespread overprescribing of opioid analgesics for the treatment of pain has been 

identified as a major driver of the opioid addiction and overdose epidemic.  Increased opioid 

prescribing has refocused the medical community on the lack of strong evidence for the safety 

and efficacy of long-term opioid therapy for chronic non-cancer pain.  However, many 

providers, including both primary care and pain specialists, may continue to prescribe 

inappropriately based on outdated or erroneous information about the risks and benefits of 

opioids for most patients.  High-risk prescribing practices, including maintaining patients at 

high opioid doses, rapid dose escalation, and co-prescribing opioids, benzodiazepines, and 

other controlled substances, may be common among a relatively small subset of practitioners.  

This small group may be disproportionately contributing to new cases of addiction, overdose, 

and diversion.  

Aberrant prescribers are at high risk for disciplinary actions by licensing boards and criminal 

enforcement actions by public safety authorities.  These actions can create other unintended 

consequences when the prescriber’s patients are abruptly cut off from their prescriptions. 

These patients often have multiple co-occurring somatic and behavioral health issues, and a 

large influx of patients with complex needs can quickly overwhelm a local healthcare system 

in medically underserved areas. 



DHMH has promoted continuing medical education (CME) courses on opioid prescribing 

provided by MedChi and the Maryland Society of Addiction Medicine and is organizing a 

live CME training for physicians, nurses, and pharmacists to take place in Maryland in October 

2015.  The Maryland Board of Physicians has also required a one-hour CME credit on 

appropriate opioid prescribing as part of its licensing process for all physicians starting in 

2015.  However, to date there have been no clinical education initiatives narrowly targeted 

at high-risk prescribers. 

As such, Governor Hogan has directed DHMH to allocate $100,000 to conduct targeted 

outreach and education for practitioners identified as engaging in high-risk prescribing 

practices.  DHMH will develop clinical tools and deploy appropriate personnel to provide 

direct consultation and support services to improve the quality of treatment provided to 

patients with chronic pain that are receiving opioid prescriptions.  Educational content may 

also include information on use of the PDMP and CRISP, screening and referral for substance 

use disorders, buprenorphine, naloxone, and other overdose prevention priorities for the 

Department.  In collaboration with academic partners, practitioner organizations and other 

stakeholders, DHMH will also investigate establishing an inter-disciplinary pain and addiction 

medicine collaborative that can provide ongoing clinical consultation to primary care 

providers across the state. 

High-risk practices will be identified by DHMH through analyses of Medicaid claims data, 

pharmacy inspections/surveys, medical examiner records, and other intra-departmental data 

sources.  DHMH will also conduct an analysis of the PDMP law and regulations to determine 

whether PDMP data and legal authorities could be used to identify providers or as a means 

of outreach and education.  

8. Overtime for Dorchester County Law Enforcement 

Governor Hogan, through the Office of Crime Control and Prevention (GOCCP), will provide 

Dorchester County with $24,700 to provide overtime for law enforcement to address the 

opioid and heroin epidemic.  Overtime will be used to gather intelligence in conjunction with 

numerous regional law enforcement agencies to examine the point of origin of the heroin and 

locations from which drugs are entering Dorchester County.  This information will enable law 

enforcement to target efforts in regards to control and enforcement and will be valuable in 

prosecuting heroin trafficking cases.  

9. Maryland State Police Gang/Heroin Disruption Project 

Governor Hogan, through GOCCP, will provide Maryland State Police (MSP) with $40,000 to 

support MSP’s Gang/Heroin Disruption Project.  The funds will provide overtime to members 



of the MSP Gang Enforcement Unit to conduct home visits with parole and probation officers 

to Violence Prevention Initiative (VPI) offenders, work beyond scheduled shifts to further 

heroin investigations, conduct surveillance, and serve arrest warrants. These inter-jurisdictional 

efforts will help law enforcement arrest street-level drug dealers and those transporting 

heroin into Maryland.   

 

10. License Plate Reader Technology 

Governor Hogan, through GOCCP, will provide the Ocean City Police Department with 

$124,635 to fund license plate reader (LPR) technology at the northern end of Ocean City. 

The LPR will allow law enforcement to target heroin coming into the State and will be linked 

into the Maryland Coordination and Analysis Center (MCAC) database. 

  



IX. CONCLUSION 

The Heroin and Opioid Emergency Task Force has worked diligently to determine the scale of 

Maryland’s heroin and opioid problem, investigate areas of specific concern and opportunity, 

and gather a broad coalition of stakeholders to assist in finding solutions.  The Interim Report’s 10 

recommendations and 10 funding disbursements represent the input of hundreds of contributors 

and will have an immediate positive effect in combating this public health crisis.  Even so, the work 

of the Task Force and its workgroups is nowhere near complete.  Over the next four months, the 

Task Force will continue to leverage all available resources to produce additional 

recommendations for the Final Report that will span areas ranging from education and prevention 

to insurance coverage to alternatives to incarceration. 
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(depending on the availability of funds). 
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PoliticalNews.me - Jul 29,2015 - 
Cardin, Mikulski, Cummings Announce 
More Than $815,000 In Federal Funds 
To Treat Drug Addiction In Maryland

WASHINGTON – U.S. Senators Ben 
Cardin and Barbara A. Mikulski, 
together with U.S. Representative Elijah 
E. Cummings (all D-Md.) announced 
that the U.S. Department of Health and 
Human Services has awarded the Maryland Department of Health and 
Mental Hygiene $815,745 in federal funds per year, for up to three years 
(depending on the availability of funds).

The grant will support medication-assisted treatment (MAT) for 271 
patients with high-risk prescription drug or opioid addiction per year. 
The treatment will be available in two communities, Baltimore City and 
Anne Arundel County, which have had especially high rates of opioid-
related emergency room visits. Maryland is one of 11 states receiving 
this federal funding. 

“Opioid addiction – including heroin and prescription painkillers – and 
the deaths resulting from overdoses are devastating families and 
communities in every corner of Maryland,” said Senator Cardin. “We 
must use all available tools to help individuals with substance abuse 
disorders recover and begin to lead healthy, productive lives.” 

“The crisis of increased heroin use in Maryland and across America is 
destroying families and ravaging communities. It cuts across classes, 
races and ages,” Senator Mikulski said. “I’m fighting to address the 
heroin problem head on. While we need to crack down on dealers, we 
also know that we can’t simply enforce our way out of this crisis. We 
have to help drug users break the cycle of addiction, get healthy and stay 
clean. That’s what these funds will do.”

“Heroin abuse has become a true epidemic in Maryland, particularly in 
Baltimore,” Congressman Cummings said. “This grant will provide the 
Maryland Department of Health and Mental Hygiene with needed 
resources to support those struggling with addiction so they can break the 
cycle and stay clean.” 

MAT is a comprehensive approach to address substance use disorders 
that combines the use of medication with counseling and behavioral 
therapies. According to a recent study published in the American Journal 
of Public Health, the need for MAT significantly exceeds capacity, and 
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increased access to the treatment is critical in fully addressing the 
epidemic of opioid abuse and dependence in United States.

According to the Maryland Department of Health & Mental Hygiene, in 
2014 there were 578 heroin-related deaths in the state, 25 percent higher 
than previous year and more than double the total in 2010. Only 11 
percent of heroin addicts who need treatment receive it according to 
National Institute of Drug Abuse.
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Local proponents discuss resources
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BALTIMORE — Last year, there were 587 heroin-related deaths in the state and according to the 
National Institute of Drug Abuse, only 11 percent of addicts who need treatment get it. Some 
experts said that's where the money needs to go.

Larry Yinger is from Pasadena, but Baltimore is his home now. The 40-
year-old ended up there after his addiction to opioids spiraled out of 
control.

"I had knee surgery a while back, about 15 years ago and that started 
me on Percocet's and when I ran out of money for prescription drugs, 
Baltimore City has the heroin, which is cheaper," Yinger said.

As a result, Yinger lost his job and family.

"I have a daughter that I barely have ever seen so it's a bad epidemic, 
and something needs to be done about it," Yinger said.

Yinger is living at west Baltimore's Tuerk House where he is 
undergoing treatment.

On Monday, the White House announced it is expanding its 
community-based efforts to prevent heroin and opioid abuse, pursue 
smart-on-crime approaches to drug enforcement, increase access to 
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treatment, work to reduce overdose deaths and support the millions of 
Americans in recovery. Five million dollars is going to that effort.

"I would like to see the emphasis more on treatment than on policing. I 
think that we have a really good treatment sand getting better and 
better at treatments for addiction," said John Herron, executive director 
of Tuerk House.

Herron said the focus needs to be on stopping the demand for heroin 
and helping addicts put their lives back together not just throwing 
medication, like methadone, at them and sending them on their way.

"We get maybe three or four a day coming in, and if we have a grant-
funded bed, we can take them in. Right now our grant-funded beds are full, so we wind up having to 
turn people away," Herron said.

"Programs like this one are needed and I believe we need more of them. I do believe it's saving my 
life," Yinger said.

Yinger has been clean for six months.

In addition to attending programs at Tuerk House, The 300 Men March invited him and other 
residents to their core program, which uses martial arts to promote mind and body healing.
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Addicted to Drugs

Opioid 

overdose deaths increased 21 percent in Maryland in 2014, 

adding momentum to a dangerous trend as state leaders try 

to put on the breaks.

Heroin, fentanyl and prescription opioids killed 887 people 

in 2014, up from 729 a year before. Forty percent of those 

deaths occurred in Baltimore, according to an annual report 
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on drug- and alcohol-related deaths released Tuesday by 

the state health department.

An alarming rise in overdose deaths over the past five 

years has thrust heroin and opioid addiction into the 

national spotlight. State and local leaders said the newly 

released data adds urgency to efforts under way in 

Maryland to reduce overdose deaths and get help to 

communities struggling with addiction.

“We cannot afford to lose more lives to drug use,” 

Baltimore City Health Commissioner Dr. Leana Wen said 

in a statement. “This report demonstrates the urgency of 

our overdose efforts. We cannot build a stronger, healthier 

OneBaltimore unless we tackle the underlying problem of 

substance use.”

Baltimore’s health department recently launched an 

overdose prevention and response plan, on 

recommendation from a taskforce created last year by 

Mayor Stephanie Rawlings-Blake. The plan calls for the 

city to train more first responders, friends and family to 

administer naloxone, an overdose-reversing drug; to 

organize peer recovery networks; and to use “hot-

spotting” techniques to target residents at high risk of 

overdosing.

Gov. Larry Hogan has named addressing addiction a top 

priority for his administration and charged Lt. Gov. Boyd 

Rutherfurd with leading a taskforce to develop a state 

strategy. The governor's office and state health 

department are expanding access to naloxone and 

working to bring to Maryland more of the medication, 

which is increasing in price as demand grows. Maryland 

Attorney General Brian Frosh is working with law 

enforcement agencies in neighboring states to control a 

drug pipeline that runs along the I-95 corridor.

A total of 1,039 people died of a drug or alcohol overdose 

last year, a 21 percent increase from 2013. Opioids 

accounted for the vast majority — 86 percent — of those 

deaths and are the driving force behind the state’s rising 

overdose death toll.

Heroin deaths increased 25 percent last year; fatal 

overdoses from fentanyl, a powerful pain medication, 

increased 58 percent.

Meanwhile deaths related to alcohol and cocaine, the two 

other leading causes fatal overdoses, remained steady.
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Charles County, MD - It’s often been 
called the monkey on your back. And the 
monkey can kill you.

Heroin has reached a new epoch in the 
drug community. More and more cases 
sift through the Charles County court 
system each year.

Those who aren’t placed in treatment or 
refuse to go can face a punishment far 
greater through abuse than the courts 

can ever impose: In the past four years, the number of deaths in the state of 
Maryland attributed to opiate abuse—especially heroin—have more than 
doubled.

A case in point is the sad story of a local 36-year-old man who passed away 
last month due to a heroin overdose.

In the past several years the man fell into Oxycodone abuse. Then, when he 
couldn’t get the pills anymore he began stealing, from first one parent, then 
the other. He robbed a liquor store.

More than once the young man was court ordered into treatment and each 
time upon his release, reverted back to opiate abuse.

His father, who was on serious pain meds for a severe medical condition, 
would find his medicine missing. The family believed the son came by when 
his father was asleep and stole his entire month’s supply of pills. While the 
father suffered withdrawal and debilitating pain, his son was getting high at his 
expense.
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On one occasion the son had a friend pick up his father’s prescriptions from 
the pharmacy, again, not only denying his father the medication he 
desperately needed, but selfishly used himself, while turning a profit at his 
father’s expense. The father sadly told his son he was not allowed in his 
house,

When the son could no longer get the pills, he turned to heroin.

His father died this past March of heart complications. The son followed in 
July, overdosing on heroin.

“We always have heroin as a high increase,” said Jude House Executive 
Director Mary Lynn Logsdon. “It’s always been high.”

She said since the residential treatment center opened 26 years ago, opiates 
make up 80 percent of their case load.

“What’s different now is, we’re seeing patients coming from prescription pills 
going to heroin because it’s so cheap,” Logsdon said. “Before, only 30 
percent were straight heroin users. Then they started with prescription opiates 
and moved to heroin. They couldn’t get the pills anymore, their prescription 
ran out or they couldn’t afford them.”

She said a recent policy decision by the medical community to move away 
from the rampant dispensation of pain medications into pain management has 
helped fuel the fire. Even if they can get their prescription filled, patients have 
to go through insurance, they have to be monitored every 30 days, it becomes 
easier to turn to alternatives, even though they are illegal, she noted.

“After they’ve been on them so long, chronic pain users plateau at every level 
with pain killers,” Logsdon stated. “You have to follow that up with pain 
management. It’s more time, more effort to be in the program. It’s easier to 
swap to heroin.

“The flip side is, you have people getting 10,000 pills at one time with no 
oversight,” she added.

“In the previous decades, we’ve gone through different drugs,” explained Bill 
Leebel, public information officer for the Charles County Health Department. 
“We went through the 70s with cocaine, the 80s with crack. It kind of took a 
break, but in the past 10 years or so, it started with the prescription pain 
killers, where the kids would raid the grandparent’s medicine cabinets to find 
Percocet. That’s highly addictive.

“That’s the first drug of choice, even today,” he said.

“Along with that, you have people who have leg pain, who are in a pain-
control situation, looking for different types of alternatives. Heroin started to 
get cheaper than buying the prescription drugs legally,” Leebel stated.

About 10 years ago, the Maryland Department of Health and Mental Hygiene 
required that health departments adopt an opiate overdose and addiction 
plan.

“We now have that,” he said. “Each county has that. I know Calvert and St. 
Mary’s do.”

University of Maryland Charles Regional Medical Center Emergency Director 
Rich Ferrano said at a July 27 event in La Plata with United States Senator 
Ben Cardin that opiate addiction has become an issue of extreme concern.

“The opiate addiction is partially created by the medical community,” he said. 
“The majority is from prescription medication use.”

Cardin agreed, calling the issue “a national crisis.”
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“It’s such an epidemic,” Logsdon noted, adding the Jude House averages 
about 400 patients a year who are addicted to opiates.

“It certainly has increased significantly,” said Charles County State’s Attorney 
Tony Covington.

At the July 27 event with Cardin, Covington told the senator, “The state’s 
attorney’s office has come to realize folks who are non-violent who are 
involved in opiates, it’s a health issue, not necessarily a law enforcement 
issue.”

The state walks a razor edge with drug abuse in the courtroom, he noted.

“Look, if somebody presents as the user and is addicted, the best thing for 
them and best thing for the community is to help them get straight,” Covington 
stated. “If they’re just pretending, we really can’t help them. If folks are 
working, we’re trying to work with them.”

In a recent court case, a defendant told the judge, “If you hadn’t ordered me 
to get treatment, I probably would be dead.”

“I’ve heard that many times over the years,” Covington stressed. “The criminal 
justice system has a role to play,” he added. “Until we get the resources for a 
robust recovery system, not just through Charles County, but everywhere, all 
we can do is prosecute, especially if there is another crime involved.

“In the final analysis, it comes down to the person to get clean, and until that 
person makes that decision, sometimes, you can’t really help them,” he 
admitted.

“Everybody is a little different that’s ever been addicted to heroin,” Logsdon 
said. “We had one patient who had been through treatment and successfully 
finished the program. He had to get knee surgery and was prescribed 
Percocet. As soon as he couldn’t get that opiate, he went right back to heroin. 
Fortunately, he did the right thing and put himself back in treatment.

“It’s a vicious cycle,” she added. “When you’re in such chronic pain, there are 
not too many choices that don’t lead to addiction. Once you’ve had no pain on 
opiates, it’s very hard to teach your body to manage pain without them. Some 
turn to acupuncture and massage. It is possible, even with the worst heroin 
addict, but it takes a lot of hard work.”

The Jude House’s major problem is space, she said. They currently have 52 
beds, 40 for men and 12 for women. She said they are hoping to expand to 
80 beds in the next year.

Those ordered into treatment by the court system are often placed on a 
waiting list until a bed opens up. When asked what happens to them if they 
can’t get in the program, she responded, “They wait in jail for a bed to open.”

“It’s one of those things that is not going to go away easily,” Leebel noted. “It’s 
a process, and especially with substance abuse, a lot of it is the environment 
you came from. Once you clean up, if you go back to the same neighborhood, 
chances are you’re going to fall right back into the same old routine. With 
opiates, it almost requires a change of lifestyle for the person.”

That was exactly how it was for Kiera Ashley Brien, 29 of Waldorf, who faced 
sentencing in Charles County Circuit Court July 7 for a theft charge stemming 
from when she was addicted to heroin.

Brien told Judge H. James West, “I don’t know if I would be here if you had 
not held me on bond. I had to throw a lot of people out of my life.”
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Charles County Assistant Public Defender Courtney Dixon told the court, “She 
has gone through the worst of the worst. She lost her kids, but she has moved 
into the second phase of recovery. She is doing better. At the time of her 
arrest, she was not. She was out doing things to hurt people, just feeding her 
addiction.”

Logsdon stressed that while heroin is a difficult addiction to overcome, 
through hope and programs like Carol Porto Center in Calvert and the Jude 
House in Bel Alton, patients can achieve miracles.

“We have a 98 percent success rate,” Logsdon said.

Contact Joseph Norris at joe.norris@thebaynet.com
(http://joe.norris@thebaynet.com)

Chart courtesy of Maryland Department of Health and Mental Hygiene
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No easy fix for heroin problem [Editorial] 

By Editorial from The Aegis

AUGUST 15, 2015, 9:26 AM 

H arford County securing a grant of $120,000 to expand local efforts to fight heroin addiction is welcome 
news, but it's not going to fix the problem.

For a little perspective, The New York Times reported in 2001 that the wholesale price heroin dealers in 
England were paying was in the range of $15,000 to $20,000 per kilogram, with a kilogram being about 2.2 
pounds. In other words, eight to 10 kilograms of heroin — a major amount to be sure, but certainly not a 
truckload — would more than cover the cost of the program for which Harford is receiving a grant.

It's also worth pointing out that the price of the drug is reported to have dropped over the past several years as 
production in Afghanistan has increased substantially since the beginning of U.S.-involved hostilities there a 
decade and a half ago.

More importantly, however, is the reality that spending money on prevention and addiction treatment 
programs has a certain hit and miss quality to it. While there are people who don't know the dangers of the 
drug — regarded as among the most addictive there is — many people are fully aware and try it anyway. 
Likewise, treatment involves a lot more than sending someone to a center for 30 days and hoping for the best.

It is encouraging, however, that the efforts to be funded with the grant will lean heavily in the direction of 
public health efforts rather than increased law enforcement.

Various incarnations of the American law enforcement war on drugs have demonstrated time and again the 
harsh reality that it is all but impossible to cut off the supply of any drug as a way of controlling its use and 
abuse. Prohibition proved this with alcohol and efforts over the past half century to end marijuana use have 
had, if anything, the opposite effect of people increasingly being in favor of some form of legalization.

Abuse of chemicals, be they legal substances like nicotine in cigarettes, caffeine in coffee and alcohol in wine, 
or illegal ones like heroin, marijuana or meth, is an issue that needs to be addressed on a very personal level to 
be effective.

Even then, effectiveness depends on the willingness of the user to be treated. Given the need for substance 
abusers and potential substance abusers to be willing participants in treatment and prevention makes it 
virtually assured no public health program will be 100 percent effective.

The reality, however, is such efforts are likely to have a good deal more effect per dollar spent than seizure, 
eradication and imprisonment efforts.
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Maryland seeks to expand access to drug, mental health 
treatment in the community 

By Meredith Cohn
The Baltimore Sun

JULY 28, 2015, 6:49 PM 

M aryland health officials are seeking permission to use federal dollars to pay for Medicaid patients to 
get substance-abuse and mental-health treatment outside the state's general hospitals.

Lifting the ban on such spending would expand the options for people seeking care, allowing them to use 
community treatment facilities that specialize in those services and tend to be less costly than hospitals, said 
officials from the state Department of Health and Mental Hygiene.

A waiver from the U.S. Centers for Medicare and Medicaid Services would also give state officials another tool 
to use against the heroin epidemic, which has led to a doubling in overdose deaths from 2010 to 2014, said 
Shannon McMahon, Maryland's deputy secretary for health care financing.

The funding exclusion "is creating a barrier in our ability to pay for treatment outside of acute-care general 
hospitals," McMahon said Tuesday. "That's really what this application is seeking, the flexibility to pay for care 
in the most appropriate setting for individuals that need treatment."

The decades-old ban was created before the proliferation of such treatment facilities, and Maryland and other 
states have received permission off and on since 1997 to use federal dollars for adults on Medicaid. Money 
began to phase out in 2006. A pilot program slated to end in December allows Maryland, 10 other states and 
Washington, D.C., to use Medicaid funds for psychiatric care only in these treatment centers.

Maryland has added about 300,000 people to its Medicaid rolls since the adoption of the Affordable Care Act, 
expanding the population covered to about 1.3 million. McMahon said they have a higher prevalence of 
substance-abuse and behavioral health issues.

State officials held a series of public meetings and said the effort has received a lot of support, including from 
the Sheppard Pratt Health System, which would be limited in its funding without the federal waiver.

"The notion that Medicaid adults should not have access to the same community-based settings for treatment 
of either psychiatric or addiction conditions as adults covered by other payors is discriminatory and 
outdated," said Bonnie Katz, vice president of business development and support operations at Sheppard 
Pratt.

The Maryland Hospital Association, under pressure to reduce health care costs, also supports a waiver that 
would reduce the burden on its emergency departments and medical units.

"Maryland's hospitals are working to improve the health of communities, and key to this effort is making sure 
Marylanders have access to the behavioral health services they need in both institutional and community-
based settings," said Jim Reiter, an association spokesman. "This waiver can be a critical part of the state's 
broad-based population health improvement strategy."
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There is no timeline for federal officials to act on Maryland's request for a waiver. McMahon said there could 
be a funding gap and the state would have to decide if it would pay or use other grants to provide care in 
community facilities, as it has done in the past.

McMahon couldn't say how many more people would enter treatment through busy emergency rooms — or 
how many would forgo treatment — without an available treatment bed. "We think we are well positioned to 
make the case" to federal officials to pay, she added.

m eredith.cohn@baltsun.com
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Heroin addiction continues to 
be a growing concern in 
Maryland
BY: WMAR Staff 
POSTED: 12:07 PM, May 18, 2015
UPDATED: 12:22 PM, May 18, 2015

BEL AIR, Md. - Heroin is taking many suburban counties by storm.

Harford County is seeing a troubling rise in drug-exposed newborns.

One recovering addict is sharing her story to spread awareness of the serious issue 

and hopefully save infants from being born addicted to drugs and alcohol.

Kristan Barnard admits she was using drugs and alcohol when she was pregnant with 

her daughter. Now, five years sober she wants to inspire others to seek help.

In  Fo cus  |  One mom's compelling story of addiction and redemption and 

the unlikely cheerleader who helped her get her daughter back. Mo n day 

at 6

“There may be moms out there that are struggling with getting clean while they're 

pregnant or have already had their baby and they're going through it,” Barnard said. 

“And like me, when I had her, I didn't know that there was a way out. I didn't know 

that I had options and recovery was a choice."

Barnard’s story is becoming all-too-common in Maryland, including in suburban 

areas like Harford County.  According to health officials, Harford County along 

experienced a 45 percent increase in the amount of newborns exposed to 

drugs/alcohol between 2012 and 2013.
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Heroin has become the drug of choice for many now. Its use has spread so much in 

recent years that Gov. Larry Hogan has declared a state of emergency in Maryland on 

heroin.

RELATED: Gov. Hogan creates heroin task force

(http://www.abc2news.com/news/breaking-news/live-hogan-to-make-

announcement-about-heroin-task-force-council)

Overall, overdose deaths related to heroin have doubled since 2010 and emergency 

room visits related to the drug within the same time period have tripled, according 

Maryland Attorney General Brian Frosh.

In an effort to confront this crisis, Maryland has joined New York, Pennsylvania, 

Massachusetts and New Jersey as part of the Northeast and Mid-Atlantic heroin 

taskforce. Maine is also joining this taskforce.

RELATED: Maryland joins multi-state heroin task force

(http://www.abc2news.com/news/breaking-news/live-heroin-initiative-

announcement-expected)
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Being part of the taskforce means being in the loop on relevant heroin investigations 

in other jurisdictions as well as making state boundaries less of an obstacle in 

pursuing heroin cases.

Also, many jurisdictions, including Anne Arundel and Baltimore counties are finding 

ways to utilize stock Naloxone – commonly known by its brand name Narcan – a 

drug used to combat heroin overdoses.

For example, in Baltimore County, the Department of Health and Human Services 

has offered classes to teach families how to use the drug.

(http://www.abc2news.com/news/health/baltimore-county-offers-training-for-

heroin-overdose-antidote-narcan)

In Anne Arundel County, the police department has armed its officers with Narcan to 

combat the surge of overdoses there.

(http://www.abc2news.com/news/region/anne-arundel-county/anne-arundel-

county-police-to-carry-narcan-drug-that-reverses-effects-of-heroin-overdose)

Also, this past December, the state Department of Health and Mental Hygiene 

announced a partnership with Walgreens, CVS Health, Safeway and other 

pharmacies to stock Naloxone in stores across Maryland and to train their 

pharmacists on Naloxone administration.

RELATED: State health department partners with pharmacies to stock overdose-

reversing Narcan (http://www.abc2news.com/news/health/state-health-

department-partners-with-pharmacies-to-stock-overdose-reversing-naloxone)

Copyright 2015 Scripps Media, Inc. All rights reserved. This material may not be published, broadcast, rewritten, 

or redistributed.
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Governor calls Maryland's heroin crisis an emergency
Maryland receives donation of heroin overdose antidote
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SHOW TRANSCRIPT

ANNAPOLIS, Md. — Maryland Gov. Larry Hogan has declared war on what he considers to be a 
statewide heroin epidemic.

Mobile users tap here to watch video

The governor declared heroin a statewide crisis that needs immediate 
attention. He outlined plans Tuesday to combat the problem on several 
fronts.

For Hogan, Maryland's heroin problem is personal.

"I lost my first cousin to a heroin overdose just a couple of years ago, 
so I know the kind of devastation it can cause families and 
communities," Hogan said.

Hogan signed two executive orders, one that establishes the Inter-
Agency Heroin and Opioid Coordinating Council that will pave the way 
for multiple departments to combine resources and coordinate 
responses.

The council will include the following state agencies:
- Department of Health and Mental Hygiene
- Maryland State Police
- Department of Public Safety and Correctional Services
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- Department of Juvenile Services
- Institute for Emergency Medical Services System
- State Department of Education
- Governor's Office of Crime, Control and Prevention

The goal is to address heroin and opioid addiction.

"We are going to attack this problem from every direction using 
everything we've got," Hogan said.

His second executive order creates the Heroin and Opioid Emergency 
Task Force. In addition to his appointees, State House presiding officers will name two members 
and the state attorney general will choose one member. The panel is charged with coming up with a 
holistic approach to the problem by Dec. 1.

"Let's be very clear, addiction is a disease and we will not be able to just arrest our way out of this 
crisis," Hogan said.

"We are now faced with a situation where deaths from heroin overdoses are outpacing the murder 
rate," said Lt. Gov. Boyd Rutherford, who will lead the state effort.

The members of the Heroin and Opioid Emergency Task Force are:

- Frederick County Circuit Court Judge Julie S. Solt
- Delegate Brett Wilson, R-Washington County
- St. Mary's County Sheriff Timothy Cameron
- Tracey Myers-Preston, Maryland Addiction Directors Council
- Dr. Bankole Johnson, University of Maryland School of Medicine, Psychiatry Department chair
- Michael B. Finegan, Peninsula Mental Health Services
- Dr. Marc Fishman, Johns Hopkins School of Medicine
- Elizabeth Embry, Attorney General's Office, Chief of the Criminal Division

In 2013, there were 464 heroin-related overdose deaths, which outnumbered 387 homicides, 
representing a 95 percent increase in heroin-related overdose deaths since 2010. Preliminary 
findings for 2014 show overall heroin-related overdose deaths have continued to rise and will 
outpace those in 2013 by about 20 percent.

Baltimore City Mayor Stephanie Rawlings-Blake and Health Commissioner Dr. Leana Wen 
applauded the governor's efforts. There were 246 deaths related to drugs and alcohol in Baltimore 
City in 2013, with 150 of those due to heroin. In 2014, Baltimore recorded 226 drug- and alcohol-
related deaths between January and September, 143 of which were heroin related.

"While this is an issue facing communities nationwide, we know that heroin use has plagued our 
neighborhoods across the city for years," Rawlings-Blake said. "Heroin doesn’t discriminate. It 
affects us all -- white, Latino, or black; rich, middle class or poor."

"As an emergency physician, I have treated thousands of patients with substance addiction and 
have seen how closely tied it is to poverty, crime and health disparities," Wen said. "Tackling opioid 
abuse is critical to making Baltimore safer and healthier."

On the campaign trail, Hogan pledged that he would immediately declare a state of emergency 
against heroin upon taking office. It turned out that although they still consider it an emergency, 
state law won't let him declare a state of emergency.

"It doesn't really fit for a legal standpoint, plus states of emergency are temporary," Rutherford said.

The state got a donation of 5,000 Evzio kits, each containing two doses of Naloxone, which 
neutralizes the effects of a heroin overdose. It's an auto injector the Food and Drug Administration 
has approved for civilian use, similar to an epipen. Where it will be distributed remains under 
discussion. Naloxone is widely used by law enforcement, first responders and emergency rooms to 
treat opiate overdoses and has been credited with saving numerous lives in just the past year.
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"The question, at the end of the day, and we will find out is what works, is what is the best 
approach? Nothing is completely off the table," Rutherford said.

At least one member of the task force has personal experience with drugs and alcohol. Danny 
Brennen said he began abusing alcohol when he was 10. He only went as far as fifth grade in 
school and became addicted to heroin and sent to prison five times.

"Maryland needs treatment resources for addicts, early intervention, support for families, education 
for prevention for our young people, enforcement of state laws, alternatives to prison," Brennan 
said.

Another part of the governor's strategy will be to use $500,000 in federal funding to expand re-entry 
programs for inmates.

The governor is seeking practical solutions to keep heroin out of the hands of young people, 
increase access to care and exploring alternatives to jail.

"Dealing with this problem is an emergency which we simply must address," Hogan said.

Other Maryland officials also are working to address the problem.

Attorney General Brian Frosh this month announced a task force that will leverage the resources of 
several northeast and mid-Atlantic states to battle the cross-border distribution of heroin. Deaths 
from heroin overdoses have been rising in other states as people who had been abusing painkillers 
have moved from high-priced pills to more affordable heroin.

Maryland lawmakers also have introduced legislation this session aimed at fighting the problem. 
One measure would make it easier for patients to get "abuse-deterrent drugs." Another would 
create a consortium of experts to work on a long-term plan to reduce heroin addiction.

Copyright 2015 by WBALTV.com. The Associated Press contributed to this report. All rights reserved. This material may not be published, 

broadcast, rewritten or redistributed.
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Jon Banister | Senior staff writer 

Published on May 8, 2015

First, she empties the gel capsule into a metal spoon. With her other hand, 

she grabs a water-filled syringe and squirts it into a mix on the spoon.  Using a 

lighter, Lilly heats up the concoction until it stops bubbling.

She then picks up a small cotton ball from beneath the candy wrappers covering 

the bedside table and sticks it into the syringe to use as a filter.

Then she fills the syringe with the heroin from the spoon.

She hands the syringe to her boyfriend, sitting beside her on the bed. She still 

gets too squeamish with needles to do it herself. While she wraps an iPod cable 

around her arm as a makeshift tourniquet, her boyfriend sticks the needle into a 

vein just below her elbow. He pushes down the syringe and the heroin rushes 

into her veins.

Lilly, a senior public health major whose name has been changed to protect her 

identity, shoots up every day after getting back from class, often driving 45 

minutes to Baltimore in the afternoon to score.
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Heroin addiction among people like Lilly has skyrocketed in this state in recent 

years, and record-high overdose deaths prompted Gov. Larry Hogan to create a 

statewide task force in February.

DEADLY DOSES
Heroin-related deaths have grown steadily every year since 2010. In 2013, the 

464 people who died from heroin in this state outnumbered homicide deaths by 

more than 75.

In Prince George’s County, heroin deaths have doubled in the past four years. 

The 26 deaths between January and September of 2014, the last reported time 

frame, matched the county’s highest death rate for any full year in the last 

decade. Heroin-related emergency room visits have more than tripled since 

2010, with 1,200 statewide.

During his campaign, Hogan vowed to declare a state of emergency after 

learning how widespread heroin addiction had become across the state.

“I know the devastation it can cause for families and communities,” said Hogan, 

who lost a cousin to a heroin overdose, at a press conference in February. 

“Everywhere we went, we were saddened by stories of how just under the 

surface of every community, heroin was destroying lives.”

Laura Place, coordinator of substance use intervention and treatment programs 

at the University Health Center, runs the Recovery Support Group on the 

campus and said she noticed an uptick in heroin users over the last few years. 

She said 13 opioid users have come to her group this year, but those seeking 

treatment only represent a small percentage of regular users.

University Police spokesman Maj. Marc Limansky said he cannot recall any 

heroin overdoses occurring on the campus in his 26 years with University Police, 

but because of the statewide increase, they are preparing their response in case 

an overdose does occur.
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“We’re concerned about the use of opiates or heroin,” Limansky said. “We’re 

not immune from that, certainly, and I don’t think it’s a matter of if we’re going 

to see one occur here, whether it comes off the campus or on campus, we need 

to be able to help an individual suffering from an overdose.”

Lilly said she has come close to overdosing before. Her friends say her eyes have 

rolled back in her head and she has vomited right after shooting up, which 

happens far more often than it should, she said.

“If you have a high tolerance, sometimes you’ll be like, ‘Oh let’s do a little bit 

extra,’ and sometimes it doesn’t make a difference, but sometimes it does and 

you end up doing too much,” she said.

But even after experiencing close calls, hearing devastating stories and seeing 

statistics on overdose deaths, Lilly said she still can’t shake the habit she 

developed last summer.

FROM PILLS TO NEEDLES
It started with painkillers during summer 2013. Lilly’s friend had a prescription, 

and she enjoyed the euphoric high she got from opiates.

An occasional pill turned into a daily habit, and she moved from swallowing pills 

to crushing them up and snorting the powder. Eventually it became more cost-

effective to shoot up, at only about $10 a dose, so last summer she moved on to 

heroin.

At first, the drug gave her a euphoric sensation — “better than any food or sex 

or anything,” Lilly said.

But since shooting up became an everyday occurrence, she says she rarely gets 

high anymore and only uses heroin to get rid of her daily sickness, which ranges 

from nausea to vomiting and diarrhea, and get herself out of bed.

Page 3 of 8Maryland sees increase in heroin usage, especially among young people | The Diamondba...

8/23/2015http://features.dbknews.com/2015/05/08/marylands-hidden-epidemic/

http://features.dbknews.com/2015/05/08/marylands
blr
Rectangle



“If you are really used to it, you sort of end up just feeling normal from it,” Lilly 

said as she puffed on a cigarette and looked out over McKeldin Mall. “Instead of 

feeling all depressed and s—– you feel how you imagine other people are feeling 

all the time. It’s pretty awful, actually.”

Lilly’s shift from popping pills to injecting heroin is becoming increasingly 

common among drug users at this university, Place said.

“There really is not a line, except for socially, between using Oxy and using 

heroin,” Place said. “A lot of people that I’ve spoke with who end up using 

heroin switch to shooting up instead just because it’s cheaper.”

The heroin epidemic has spread in large part due to the state’s crackdown on 

prescription drug abuse, said St. Mary’s County Sheriff Timothy Cameron, a 

member of the state task force. As stricter enforcement limited access to pills 

and drove up prices, he said, drug users chose heroin as an alternative.

“Perhaps we’re a victim of our own success in that regard,” Cameron said. “Not 

that there’s not still opiate pill abuse going on, but heroin is plentiful and 

cheap.”

Place said heroin, in its pure form, is no more dangerous than prescription 

opiates such as Oxycontin, but street drugs are more likely to be tainted, and 

injecting with dirty needles can spread disease or infection.

Lilly said she used to take more precautions when she started shooting up, but 

as her addiction grew, she became more careless.

“I said I would never share needles. I did that,” Lilly said. “I said I would never 

share water. You’re not supposed to share anything, cotton or anything like 

that. I’ve shared everything.”

BATTLING ADDICTION
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Using heroin every day for close to a year has taken a toll on Lilly. She usually 

feels too sick to get out of the bed in the morning and has to take Zubsolv, a 

prescribed medication for dealing with opiate withdrawal, after waking up or 

throughout the day.

She has no appetite, so her diet consists mostly of candy. Her only free time 

outside of her 16-credit course load is spent shooting up or driving to Baltimore 

to pick up from her dealer. Because she doesn’t have a job, she uses the food 

money her parents give her to buy drugs.

“The hardest part is managing when I can go to Baltimore and pick up,” she 

said. “The idea is you go before rush hour, because after rush hour it gets dark, 

and if you have a taillight out you’re definitely going to get pulled over. Money’s 

really hard, also. I could easily spend $50 a day just on myself.”

The only people who know about her addiction are the three friends she uses 

with, who she says are graduate students, and some of her close friends from 

high school. She once mentioned using heroin to a friend from class this year 

she was smoking weed with, but Lilly said the friend became judgmental, and 

they soon drifted apart.

As she walks around campus, she says she feels like a normal, functioning 

student and doesn’t think anyone would guess her secret. But she’s afraid to 

wear short sleeves for fear of people seeing her scars.

Lilly said her doctor told her that because she surrounds herself with people 

who also use heroin, the only realistic way for her to quit is to stay at an in-

patient rehabilitation center.

Kathleen O’Brien, CEO of Walden Sierra, a rehab center in Southern Maryland, 

said the most dramatic surge of addicts they’ve seen in recent years has been 

18- to 24-year-olds, especially young women.
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“It’s much more common than we would ever think to imagine,” O’Brien said. 

“There are many people both in colleges and in the workplace that are addicted 

to opiates, some to prescription opiates and others to heroin.”

O’Brien, who testified in front of the state task force at the Southern Maryland 

Regional Summit last week, said heroin addiction needs to be viewed as a public 

health crisis rather than a criminal issue.

“We’re not going to be able to incarcerate our way out of this issue,” she said. 

“The first thing we have to do is understand that it’s a brain disease and it’s a 

chronic disease, so we’re not going to have a quick fix.”

BREAKING FREE
Graduation scares Lilly.

Skipping lectures and the occasional lab is one thing, she said, but a job would 

force her to be present and productive every day, no matter how sick she feels. 

She fears she might not have time to drive to Baltimore to pick up the drug, and 

she worries about managing her money without help from her parents.

“One thing I’ve been discussing with my friends is, like, once I graduate, it’s not 

going to be so cute anymore to be a college student doing drugs,” she said. 

“Then it’s like you’re an adult and you’re a drug addict. That’s not fun.”

Place, the health center addiction counselor, said a new treatment method called 

opiate replacement therapy — such as the Zubsolv pills Lilly is prescribed — has 

been effective in preventing withdrawal and waning addicts off the drug.

But addiction can’t be cured with medicine alone, she said.

“Obviously, there’s a lot more going on in someone’s life once they’ve 

developed addiction to a substance than just the substance,” Place said. 

“Usually their support networks are not necessarily as strong as when they first 
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started. Often some other things in life have not been going so well, and dealing 

with those stressors can be difficult.”

The governor’s task force is holding regional summits to learn more about the 

heroin epidemic before developing a strategy to combat the problem. The group 

is tasked with submitting recommendations by the end of the year.

O’Brien recommended a five-pillar approach to combating heroin addiction: 

community-based education and prevention services, harm-reduction 

strategies, law-enforcement practices that focus on alternatives to 

incarceration, more funding for treatment infrastructure and drug-free 

workplace policies.

“It’s partnering primary care and behavioral health and substance-abuse people 

with law enforcement, with courts and with education,” O’Brien said. “It’s going 

to take the entire community to wrap around this issue to make any change.”

Lilly has tried to quit before.

Last month, she had to have minor surgery to remove an abscess on her forearm 

where she injects the needle. The hospital visit was painful and scary, she said. 

She kept clean for two or three weeks, but eventually fell back into the habit.

“When you’re in withdrawal and feel really s—- about yourself and everything, 

it’s not even the physical effects as much as the mental effects,” she said. “You 

start feeling really bad about yourself and using and you say, ‘Well, I’m a f—– 

junkie anyway, so why not keep using? At least I’ll be happier for one more 

day.’”

Jon Banister is a senior staff writer at The Diamondback. He can be reached at 

jbanisterdbk@gmail.com, and you can follow him on Twitter at @J_Banister

(http://twitter.com/J_Banister) .
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Maryland Politics

Overdose deaths from heroin galvanizing leaders 
in Maryland and Virginia
By By Jenna JohnsonJenna Johnson and and Rachel WeinerRachel Weiner January 24January 24

Political leaders in Annapolis and Richmond are searching for ways to combat a wave of heroin overdoses Political leaders in Annapolis and Richmond are searching for ways to combat a wave of heroin overdoses 

that is killing dozens of their constituents each month — in inner-city neighborhoods, suburbs and rural that is killing dozens of their constituents each month — in inner-city neighborhoods, suburbs and rural 

enclaves.enclaves.

Maryland Maryland Gov. Larry HoganGov. Larry Hogan (R) has declared reducing heroin use a priority and put his lieutenant (R) has declared reducing heroin use a priority and put his lieutenant 

governor in charge of finding solutions. Virginia Gov. Terry McAuliffe (D) introduced a package of governor in charge of finding solutions. Virginia Gov. Terry McAuliffe (D) introduced a package of 

heroin-related bills in the past week that would, among other provisions, increase criminal penalties for heroin-related bills in the past week that would, among other provisions, increase criminal penalties for 

drug dealers who supply lethal doses and reduce penalties for drug users who seek help for friends who drug dealers who supply lethal doses and reduce penalties for drug users who seek help for friends who 

have overdosed.have overdosed.

The governors’ actions reflect mounting concern among public officials up and down the East Coast about The governors’ actions reflect mounting concern among public officials up and down the East Coast about 

the escalation in overdoses, which some say has become a public health epidemic. Despite a sense of the escalation in overdoses, which some say has become a public health epidemic. Despite a sense of 

urgency to pass legislation, however, experts say there is urgency to pass legislation, however, experts say there is no simple or inexpensive cure no simple or inexpensive cure for heroin for heroin 

addiction — and there are differing views on which approach to try first.addiction — and there are differing views on which approach to try first.

“This is one of those things no one likes to talk about, but it’s gone too far,” said Cecil County Executive “This is one of those things no one likes to talk about, but it’s gone too far,” said Cecil County Executive 

Tari Moore (R), who pushed to make heroin one of the top four legislative priorities of the Maryland Tari Moore (R), who pushed to make heroin one of the top four legislative priorities of the Maryland 

Association of Counties. “We can’t hide from it anymore. . . . We have to own it. We have to do Association of Counties. “We can’t hide from it anymore. . . . We have to own it. We have to do 

something.”something.”

As the number of deaths related to heroin has spiked in the past three years, governors have scrambled to As the number of deaths related to heroin has spiked in the past three years, governors have scrambled to 

increase awareness and increase awareness and equip first-responders with medicationequip first-responders with medication that can that can reverse an opioid overdosereverse an opioid overdose. A . A 

few have declared an “emergency” to illustrate the gravity of the situation. Vermont Gov. Peter Shumlin few have declared an “emergency” to illustrate the gravity of the situation. Vermont Gov. Peter Shumlin 

(D) (D) focused his 2014 State of the State addressfocused his 2014 State of the State address on the topic.on the topic.

Opioid abuse often begins with an addiction to prescription pills such as oxycodone and Percocet. Federal Opioid abuse often begins with an addiction to prescription pills such as oxycodone and Percocet. Federal 

officials have cracked down on the illicit use of prescription drugs in recent years, driving up their price officials have cracked down on the illicit use of prescription drugs in recent years, driving up their price 
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on the black market — and making heroin a cheaper alternative in hardscrabble communities where it on the black market — and making heroin a cheaper alternative in hardscrabble communities where it 

has long been a problem and in higher-income areas where heroin addiction used to be rare. Heroin often has long been a problem and in higher-income areas where heroin addiction used to be rare. Heroin often 

sells for less than $5 for a bag containing enough for one dose, making it cheaper than a pack of sells for less than $5 for a bag containing enough for one dose, making it cheaper than a pack of 

cigarettes, according to addiction specialists. Sometimes it is laced with fentanyl, a painkiller that can cigarettes, according to addiction specialists. Sometimes it is laced with fentanyl, a painkiller that can 

make the drug even more lethal.make the drug even more lethal.

“People are kind of migrating from prescription opiates — they’re expensive and we have a very well-“People are kind of migrating from prescription opiates — they’re expensive and we have a very well-

functioning prescription-monitoring program, and physicians are tending to be more cautious about their functioning prescription-monitoring program, and physicians are tending to be more cautious about their 

prescription of opiates — to heroin,” said Mellie Randall, who oversees substance abuse services at the prescription of opiates — to heroin,” said Mellie Randall, who oversees substance abuse services at the 

Virginia Department of Behavioral Health and Developmental Services.Virginia Department of Behavioral Health and Developmental Services.

Former Maryland governor Martin O’Malley (D), whose tenure ended Wednesday, worked hard Former Maryland governor Martin O’Malley (D), whose tenure ended Wednesday, worked hard to reduce to reduce 

the number of overdose deathsthe number of overdose deaths during his eight years in office. For a while, the state made progress, but during his eight years in office. For a while, the state made progress, but 

then came an influx of cheap heroin. Overdose deaths from then came an influx of cheap heroin. Overdose deaths from heroin spikedheroin spiked from 247 in 2011 to 392 in from 247 in 2011 to 392 in 

2012, a nearly 60 percent increase. The number climbed to 464 in 2013, and there were 296 overdose 2012, a nearly 60 percent increase. The number climbed to 464 in 2013, and there were 296 overdose 

deaths in the first six months of 2014.deaths in the first six months of 2014.

The largest number of deaths has consistently been in Baltimore, but some of the highest per-capita rates The largest number of deaths has consistently been in Baltimore, but some of the highest per-capita rates 

have been in rural counties, such as Cecil and Wicomico.have been in rural counties, such as Cecil and Wicomico.

In 2013, Maryland lawmakers passed legislation that allowed medics and other first responders to In 2013, Maryland lawmakers passed legislation that allowed medics and other first responders to 

administer naloxone, a medication that can administer naloxone, a medication that can reverse an opioid overdosereverse an opioid overdose. More than 30 states and the . More than 30 states and the 

District have done the same, according to the National Conference of State Legislatures; Virginia District have done the same, according to the National Conference of State Legislatures; Virginia 

lawmakers will consider a similar law this session.lawmakers will consider a similar law this session.

Last year, Maryland joined about 20 other states and the District by passing a good Samaritan bill that Last year, Maryland joined about 20 other states and the District by passing a good Samaritan bill that 

gives drug users some criminal immunity if they summon help for someone who has overdosed. A good gives drug users some criminal immunity if they summon help for someone who has overdosed. A good 

Samaritan bill is also part of Virginia’s legislative package, but the Virginia version is far more limited, Samaritan bill is also part of Virginia’s legislative package, but the Virginia version is far more limited, 

mostly because of pushback from law enforcement. In Virginia, a drug user who calls 911 to get help for mostly because of pushback from law enforcement. In Virginia, a drug user who calls 911 to get help for 

an overdosing friend could cite the good Samaritan provision only as a defense if prosecuted; the measure an overdosing friend could cite the good Samaritan provision only as a defense if prosecuted; the measure 

would not grant immunity.would not grant immunity.

Hogan, who succeeded O’Malley on Wednesday, said he learned about the Hogan, who succeeded O’Malley on Wednesday, said he learned about the pervasiveness of heroinpervasiveness of heroin as he as he 

campaigned across Maryland, especially while visiting volunteer fire departments that have been campaigned across Maryland, especially while visiting volunteer fire departments that have been 

encountering the problem in rural counties.encountering the problem in rural counties.
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“It’s impacting every aspect of our society,” Hogan said last month. “It’s going to continue to get worse “It’s impacting every aspect of our society,” Hogan said last month. “It’s going to continue to get worse 

unless we get a handle on it.”unless we get a handle on it.”

Hogan has pledged to find more funding for treatment and to convene a summit of experts and activists Hogan has pledged to find more funding for treatment and to convene a summit of experts and activists 

to advise him. His spokeswoman said Friday that he and Lt. Gov. Boyd K. Rutherford (R), who will lead to advise him. His spokeswoman said Friday that he and Lt. Gov. Boyd K. Rutherford (R), who will lead 

the effort, plan an announcement with state leaders “very soon.”the effort, plan an announcement with state leaders “very soon.”

Far fewer heroin overdose deaths have occurred in Virginia than in Maryland, although Virginia’s Far fewer heroin overdose deaths have occurred in Virginia than in Maryland, although Virginia’s 

population is much larger. But the number of heroin overdose deaths in Virginia more than doubled population is much larger. But the number of heroin overdose deaths in Virginia more than doubled 

between 2011 and 2013. The state recorded between 2011 and 2013. The state recorded 213 fatal heroin overdoses 213 fatal heroin overdoses in 2013 and an estimated 210 in in 2013 and an estimated 210 in 

2014. (The 2014 total was extrapolated from figures for the first six months of the year.) The rates are 2014. (The 2014 total was extrapolated from figures for the first six months of the year.) The rates are 

higher in rural Southwest Virginia, while Fairfax and Prince William counties have seen the highest higher in rural Southwest Virginia, while Fairfax and Prince William counties have seen the highest 

overall numbers.overall numbers.

The commonwealth also has a serious problem with overdoses from prescription opioids; 468 people The commonwealth also has a serious problem with overdoses from prescription opioids; 468 people 

died of prescription opioid overdoses in 2013, compared with the 213 fatal heroin overdoses. (In died of prescription opioid overdoses in 2013, compared with the 213 fatal heroin overdoses. (In 

Maryland, prescription overdose deaths have typically trailed the number of heroin-related deaths.)Maryland, prescription overdose deaths have typically trailed the number of heroin-related deaths.)

McAuliffe convened a task force late last year with the goal of reducing deaths in the next five years. The McAuliffe convened a task force late last year with the goal of reducing deaths in the next five years. The 

governor has endorsed six bills this legislative session that arose from the task force’s work. Four more governor has endorsed six bills this legislative session that arose from the task force’s work. Four more 

bills came out of the work of Virginia Attorney General Mark R. Herring (D), who has made heroin and bills came out of the work of Virginia Attorney General Mark R. Herring (D), who has made heroin and 

prescription drug prosecutions a priority. In addition to the good Samaritan measure and one to expand prescription drug prosecutions a priority. In addition to the good Samaritan measure and one to expand 

the use of naloxone, there is a bill that would make delivering a fatal dose of any illegal drug second-the use of naloxone, there is a bill that would make delivering a fatal dose of any illegal drug second-

degree murder, a charge that right now can only be brought at the federal level. Three more would tighten degree murder, a charge that right now can only be brought at the federal level. Three more would tighten 

and encourage use of the state’s prescription-monitoring program.and encourage use of the state’s prescription-monitoring program.

But expanding treatment and support options remains a difficult sell. Some Maryland addiction But expanding treatment and support options remains a difficult sell. Some Maryland addiction 

programs have had difficulty sustaining their state funding, let alone getting more. In Virginia, programs have had difficulty sustaining their state funding, let alone getting more. In Virginia, 

lawmakers and activists say there wasn’t time to prepare legislation this year that would create more help lawmakers and activists say there wasn’t time to prepare legislation this year that would create more help 

for addicts. Even relatively minor proposals, such as creating a state Web site to address addiction, have for addicts. Even relatively minor proposals, such as creating a state Web site to address addiction, have 

triggered concerns about cost.triggered concerns about cost.

At the same time, the increasing death toll has produced At the same time, the increasing death toll has produced a new generation of parent activistsa new generation of parent activists, many of , many of 

them well-connected professionals with the means to lobby those in positions of power. They are telling them well-connected professionals with the means to lobby those in positions of power. They are telling 

lawmakers that addiction is an illness needing humane intervention and sustained treatment, not just lawmakers that addiction is an illness needing humane intervention and sustained treatment, not just 
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heavy-handed legal action. Advocates say the argument has become easier to make as heroin has become heavy-handed legal action. Advocates say the argument has become easier to make as heroin has become 

more prevalent in wealthier suburban communities.more prevalent in wealthier suburban communities.

“If you went to the local shopping center and asked 10 people ‘What’s the difference between an opioid “If you went to the local shopping center and asked 10 people ‘What’s the difference between an opioid 

and a trapezoid?’ few of them could answer that question,” said Don Flattery of Fairfax, whose 26-year-and a trapezoid?’ few of them could answer that question,” said Don Flattery of Fairfax, whose 26-year-

old son died of an overdose after becoming addicted to painkillers. The elder Flattery serves on the old son died of an overdose after becoming addicted to painkillers. The elder Flattery serves on the 

Virginia task force.Virginia task force.

AdvertisementAdvertisement

“Heroin is the great big boogeyman,” he said. “It scares the willies out of people that live in the suburbs.”“Heroin is the great big boogeyman,” he said. “It scares the willies out of people that live in the suburbs.”

HerringHerring recalled being approached at a dinner by a woman whose daughter had overdosed on heroin. recalled being approached at a dinner by a woman whose daughter had overdosed on heroin. 

“She looked at me right in the eye and said, ‘Please don’t let this happen to another child in Virginia.’ ” He “She looked at me right in the eye and said, ‘Please don’t let this happen to another child in Virginia.’ ” He 

is trying to build law enforcement support for McAuliffe’s opiate-related bills and is encouraging is trying to build law enforcement support for McAuliffe’s opiate-related bills and is encouraging 

prosecutors to make heroin and prescription drug crimes a priority.prosecutors to make heroin and prescription drug crimes a priority.

In Maryland, Sen. Katherine A. Klausmeier (D-Baltimore County) said she had difficulty sympathizing a In Maryland, Sen. Katherine A. Klausmeier (D-Baltimore County) said she had difficulty sympathizing a 

few years ago with a couple she met whose son had died from a heroin overdose. Then a friend’s daughter few years ago with a couple she met whose son had died from a heroin overdose. Then a friend’s daughter 

overdosed.overdosed.

Klausmeier ended up introducing the naloxone legislation in the state Senate.Klausmeier ended up introducing the naloxone legislation in the state Senate.

“At that point, I thought, ‘You know what? It’s hitting everybody. It’s time to start acting on it,’ ” “At that point, I thought, ‘You know what? It’s hitting everybody. It’s time to start acting on it,’ ” 

Klausmeier said.Klausmeier said.

Jenna Johnson is a political reporter who is covering the 2016 presidential Jenna Johnson is a political reporter who is covering the 2016 presidential 

campaign.campaign.

Rachel Weiner covers local politics for The Washington Post.Rachel Weiner covers local politics for The Washington Post.
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Baltimore: The Heroin Capital of 
the U.S. 
By Julia Beatty (/content/julia-beatty) 03/30/15

The gritty city that was the real star of The Wire is now being plagued 
anew.

As the largest 
independent city in 
America, Baltimore, 
Maryland, has a lot 
of peculiarities and a 
lot of history. From 
the Battle of 
Baltimore during the 
War of 1812 that 
prompted Francis 
Scott Key to write the 
National Anthem, to 
the odd way in 
which the locals 

1Baltimore: The Heroin Capital of the U.S. | The Fix
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pronounce the “O” (“Owe say can you see…”) Baltimore has always been an 
engaging city. Edgar Allan Poe rests peacefully there as his woeful poetry lingers on, 
but the current state of Poe’s beloved Baltimore would disturb even him.

One of the reasons for an increase of 
overdoses in Baltimore is that the drugs 

are of a much purer quality than the 
national average, according to the DEA.

Though once nicknamed “Charm City” for the artsy and vibrant culture, Baltimore’s 
eclectic neighborhoods are now peppered with vacant and burned-out houses. 
Gritty portrayals of the city, like in HBO’s The Wire are all-too-accurate as they 
depict drive-by shootings and gangs running the neighborhoods. No one is refuting 
Baltimore’s dangerous reputation. “Bodymore, Murdaland” had the fifth highest 
murder rate (http://www.baltimoresun.com/news/maryland/crime/blog/bal-new-
fbi-statistics-baltimore-no-5-in-murder-rate-20141110-story.html)in the nation as of 
last year, but it is now being plagued by a very different epidemic: heroin.

With an estimated 60,000 addicts (http://abcnews.go.com/US/story?id=92699)
among its streets, the city of Baltimore is being consumed by a devastating drug 
known for destroying the lives of its users, and those left to pick up the pieces. This 
number suggests that one in 10 Baltimore residents are addicted to heroin, a 
statistic that reflects Americans’ overwhelming shift from prescription drugs to the 
cheaper alternative. 

While some remember the '90s as being "heroin chic," this drug was then 
considered much too unorthodox for some, and too impractical for others. Instead, 
opiates like OxyContin and Percocet were an especially popular choice for people in 
rural areas of the United States to get high. Known as “hillbilly heroin,” these pills 
were easy to acquire, and prices were fairly manageable for working class 
Americans who suffered from addiction problems. Today, however, these pills 
typically sell within the $50-60 range (http://www.thefix.com/content/single-oxy-
tab-fetches-50-60-or-more) and many users, unable to afford the surge in prices, 
turn to heroin. 
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As prescription drug addiction continues to rise in America, where patients are 
routinely overprescribed narcotics, (http://www.thefix.com/content/unintended-
consequences%C2%A0are-we-inadvertently-increasing-heroin-overdose-deaths)
opiate dependency has led many to try heroin and even adopt it as their drug of 
choice. Buying a $20 bag of “dope” (sometimes of a relatively pure consistency) 
makes a lot more sense to drug users who often spend three times as much per 
pill. 

And with the number of both heroin consumers and dealers growing every year, 
lower income neighborhoods, like many found in Baltimore, are particularly 
vulnerable to high drug activity. The city’s overall poverty rate is just above 25%, 
leading a large amount of its citizens to enter the heroin business and cash in on 
this new trend.

By sitting firmly in the middle of the East Coast, the geography of Maryland itself 
makes the state an easy target—a quick stop for drug dealers shipping their 
product up and down the coast. Most of Baltimore’s heroin enters the city this way, 
but the famous Port of Baltimore serves as a particularly convenient pathway for 
international drug smuggling. 

The Port of Baltimore was established in 1706 as a port of entry for the tobacco 
trade with England. It was originally designed to accommodate the largest of 
shipping vessels, but today these are often stuffed with massive loads of illegal 
narcotics. For instance, in 2013, custom agents seized 128 pounds of cocaine that 
was shipped to the Baltimore port from Panama and China. 

Fresh off the boat, these drugs are funneled right onto city streets by the thousands 
of dealers eager to make a profit, and the city’s war on heroin rages on.

As Baltimore’s addict population continues to grow, the media has taken notice.

The National Geographic documentary series Drugs Inc. recently aired an episode 
entitled, “The High Wire” that highlights Baltimore’s heroin problem. Showing 
junkies shooting up on the streets in broad daylight and drug dealers peddling at 
Lexington Market just a few feet from police, this show emphasizes the fact that a 
greater police presence does not seem to offer much of a solution.

Some, however, say that the National Geographic program sensationalizes the issue 
and does not accurately reflect Baltimore’s problems with drugs. In a Baltimore Sun
article, David Zurawik disagrees with the number 
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“60,000” (http://articles.baltimoresun.com/2014-08-29/entertainment/bal-heroin-
national-geographic-baltimore-high-wire20140829_1_national-geographic-channel-
heroin-capital-cable) saying: 

“Second, the 60,000 number has never come close to being confirmed. The Sun
tried to do so twice—in 2005 and, again, in July—and concluded that 'it likely 
emerged from a blend of best guesses and misunderstandings' dating back to at 
least 1986.”

However, a report by the Drug Enforcement Agency in the year 2000 stated that 
Baltimore had the highest per capita rate for heroin use in the entire country, and 
15 years later, this still rings true. 

With statewide overdose deaths attributed to heroin increasing by 88%, Governor 
Larry Hogan labeled it a “State of Emergency” in response, saying:

“Every state on the East Coast has declared a state of emergency except Maryland 
— and Maryland has the worst 
problem,” (http://www.washingtonpost.com/local/md-politics/in-maryland-hogan-
says-he-will-declare-heroin-emergency-once-sworn-in-as-
governor/2014/12/06/5f2ce320-7cc7-11e4-84d4-7c896b90abdc_story.html) Hogan 
said. 

To date, Maryland has not yet declared a “State of Emergency” and it is not clear 
why. Massachusetts and New Jersey have already done so, with Governor Christie 
organizing a special task force to address the problem. 

In the meantime, Hogan’s speech has drawn a lot of public attention to the issue, 
and the state has followed Christie’s lead on assembling a special task force, to be 
led by Maryland Lieutenant Governor Boyd Rutherford. Additionally, recent efforts 
to prevent heroin distribution in Maryland include joining a six-state coalition to 
target a supply line of the drug along the East Coast, as New York and New Jersey 
provide nearly a quarter of the heroin found in Baltimore. 

Many of the proposed solutions, including attempts to arrest more dealers, center 
around the idea of prevention. Lately, however, the bigger concern is the shocking 
number of overdose deaths in Maryland, and Baltimore, in particular. In 2013 
alone, the city experienced over 300 fatal heroin overdoses, and an even higher 
number of emergency room visits. 
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One of the reasons for an increase of overdoses in Baltimore is that the drugs, most 
commonly originating from South America, are of a much purer quality than the 
national average, according to the DEA. Buyers consider themselves lucky to be 
given “raw” clean dope and reputable dealers make a point to cut the drugs with 
very little else, if at all. 

Some dealers, however, maximize their profits by cutting the powder with 
substances like Fentanyl—a synthetic opiate that is approximately 15 times more 
potent than heroin. Users have no way of knowing what they are snorting, smoking 
or shooting into their arms, and many suffer the fatal consequences.

Thankfully, though, Maryland police have recently been required to carry the 
lifesaving medication, naloxone—a drug that can reverse the effects of an overdose. 
Quincy, Massachusetts was the first place in the United States to carry naloxone 
and it reportedly saved 230 lives in just four years. 

Yet, even with the newly implemented law requiring this tool, many addicts fear 
being arrested more than the idea of death itself and are therefore reluctant to call 
for help. Although ingesting a substance is not necessarily cause for arrest, many 
know from personal experience that anything resembling heroin paraphernalia or 
drug residue means serious trouble in the eyes of the law. The much debated War 
on Drugs is not inspiring people to seek help for their addictions or even save their 
own lives as America has been conditioned to view addicts as criminals first and 
disease sufferers second.

One medicine that is far more commonly given to heroin users is the controversial 
drug methadone, and some clinics in Baltimore hand it out to scores of addicts 
amidst their personal horrors of withdrawal. As opiate-addicted patients eagerly 
wait for their medicine, their dependence on heroin lessens as their dependence on 
methadone increases. While the severity of addiction prevents a lot of these 
recipients from ever weaning off of opiates entirely, methadone has proven 
extremely beneficial, just in terms of harm reduction. Addicts that were previously 
nodding out at work and subsequently fired can suddenly find themselves able to 
live something resembling a normal life. Suburban women, now considered the 
"new face of heroin," can come one step closer to overcoming their addiction, and 
stop having to smuggle Baltimore street drugs in their minivans.

Other substitutions for heroin like Suboxone, the orange strips that dissolve 
synthetic opiates into your bloodstream, are also considered beneficial in treating 
heroin addiction. Baltimore physicians are prescribing more Suboxone than ever 

5Baltimore: The Heroin Capital of the U.S. | The Fix

8/31/2015http://www.thefix.com/content/baltimore-heroin-capital-us



before, and many drug abuse clinics report on the success that this treatment can 
provide for struggling patients. Still, a large percentage of people are unable to ever 
quit these alternative drugs, and clinics administering them are routinely 
questioned—often leaving these facilities short on necessary funding.

Aside from the chemical dependency aspect of addiction, researchers are also 
focusing on improving mental health care for addicts. Treatment centers like 
Baltimore’s Glass Health Programs describe therapy as an essential tool for 
recovery, in addition to offering medication assistance. 

Whereas Maryland was once able to rely on organizations like AA and NA to provide 
recovering addicts with this type of service, the state’s current crisis reflects the 
growing need for more mental health centers focusing on substance abuse and 
recovery. Although Maryland’s task force plans to address the problem as a state-
wide concern, Baltimore still remains the biggest obstacle in fighting Maryland’s 
heroin epidemic. As public opinion remains divided on how to aid the heroin capital 
of the United States, many are left wondering: what more can be done?

Julia Beatty is a student and freelance writer in NYC. You can follow her on Twitter 
@juliabeatty1 (https://twitter.com/juliabeatty1).

Please read our comment policy (http://www.thefix.com/content/fix-comment-policy). -
The Fix
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Heroin deaths continuing to rise in Maryland 

By Jean Marbella
The Baltimore Sun

MAY 20, 2015, 10:47 AM 

B onnie Mooney's son struggled for several years with a heroin addiction, but after stints in rehab and 
prison had recovered to the point that he could work again as an electrician.

"His first paycheck did him in," said Mooney, 57, of Carney.

Able to buy heroin again, Adam Isaacs, 28, died of an overdose Sept. 20, making him one of 578 people to 
succumb to the drug last year in Maryland, according to a report released Tuesday by the state Department of 
Health and Mental Hygiene.

The department's annual tally of drug- and alcohol-related deaths shows heroin's toll continuing a steep rise 
that began several years ago. The number of heroin-related deaths in 2014 was 25 percent higher than the 
previous year, and more than double the total in 2010.

"I don't doubt it," said Mooney, who knows several friends of her son's who have used the drug.

"My son used to say, 'Mom, it gets ahold of you,'" she said. "It was a long, hard road. People don't know where 
to send their kids. You don't know what to do. You're blind. And it costs money."

State and local officials have been grappling with the issue in recent years. Gov. Larry Hogan and Mayor 
Stephanie Rawlings-Blake have appointed heroin task forces to study the problem and develop plans to 
combat it.

On Monday, the state task force led by Lt. Gov. Boyd K. Rutherford met in Hagerstown, the fourth of six 
planned summit meetings in which members take testimony from law enforcement officials, doctors, 
addiction specialists and community members. The group will report on its findings at the end of the year.

The Baltimore task force is scheduled to issue its recommendations to Rawlings-Blake in July. Dr. Leana S. 
Wen, the city health commissioner, said the new state statistics confirm what she calls a "public health crisis" 
— but a preventable one.

The number of heroin-related deaths in Baltimore rose from 150 in 2013 to 192 last year, according to the 
report.

Wen said of the latest statistics, "They're disappointing, but they're also a call to action for us."

She said the continuing rise in heroin fatalities has prompted the city Health Department to start 
implementing some task force recommendations even before forwarding them to Rawlings-Blake this 
summer.

Among the initiatives are expanding the availability of the overdose-reversing drug naloxone; refining data 
collection so health practitioners can target addicts where they are, whether it is in jail or in a neighborhood 
shooting alley; and improving access to substance abuse and mental health programs, Wen said.
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"We are not even close to having enough treatment capacity in Baltimore City or anywhere," she said.

Citing an estimate by the National Institute of Drug Abuse that just 11 percent of addicts who need treatment 
receive it, Wen said such a low rate would be unacceptable for cancer, diabetes or any other ailment.

"We don't recognize mental health and substance abuse as the chronic, life-threatening medical conditions 
that they are," she said. "There is such a stigma."

That stigma can prevent users from receiving medication, such as Suboxone or methadone, that can treat their 
addiction, or keep treatment facilities from locating in neighborhoods because of residents' opposition, she 
said. 

"We have to recognize it's not random people who have addiction — they're our friends, our family members, 
our neighbors," Wen said. "We would never say, 'Get your dialysis across town.'"

The report issued Tuesday shows that of the 1,039 drug- and alcohol-related intoxication deaths in the state 
last year, almost 56 percent were attributed to heroin.

Maryland health secretary Van Mitchell said those figures reflect "the toll that addiction has exacted on our 
state.

"We are resolute in our efforts to curb the epidemic that is claiming the lives of Marylanders," he said in a 
statement.

Christopher Garrett, a spokesman for the state agency, said the report shows a continuing problem with 
fentanyl, a powerful prescription painkiller that increasingly is being mixed into heroin and makes an 
overdose even more likely. Deaths related to the painkiller, increasingly manufactured illicitly for street use, 
more than tripled, from 58 in 2013 to 185 last year.

Garrett said the state is continuing efforts to expand the use of naloxone to reverse overdoses. Police 
increasingly are trained and equipped with the drug — previously limited to medical personnel — as are family 
and friends of heroin addicts, and even the users themselves.

But naloxone alone is just one tool, doctors say. Wen, a former emergency room physician, said she has used 
naloxone hundreds if not thousands of times, sometimes on the same person on multiple occasions.

"That's not good," she said. "But in the short term, I have to save their lives."

Wen said the key is to provide links to substance abuse treatment. "We have to use that moment, right there 
and then, to connect them to treatment," she said.

That is something Mike Shetterly wishes had happened with his son, Matthew, 23, who died of a heroin 
overdose April 18, 2014.

In a common pathway, Matthew Shetterly had first become addicted to prescription pills, then switched to 
cheaper heroin, his father said.

"It was just so available," said Shetterly, 53, of Essex.

Matthew had recently returned home from serving time on a drug charge. "We were so proud of him," 
Shetterly said. "He came out drug-free."
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But addiction specialists say that is when users are most vulnerable — their tolerance has gone down, and 
using the same amount as before can lead to an overdose. And indeed, Matthew overdosed, but paramedics 
were able to revive him with naloxone, his father said.

"He came home from the hospital and shot [up] right back," Shetterly said. That time, his son was not found, 
collapsed in his bedroom, until it was too late, he said. 

Now, Shetterly thinks addicts who are released from jail or the hospital should be sent to a halfway house to 
ease their transition.

"He's left me with a platform," said Shetterly, who tries to persuade Matthew's friends who are still using to 
quit.

He saw one such friend in the months after Matthew's death, and called out to him.

"Come over here, I want to talk to you," Shetterly remembered saying. "You look terrible. You have to stop."

But that young man, Shetterly said sadly, has since died of an overdose.

jean.m arbella@baltsun.com

tw itter.com / jean_ m arbella
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B A L T I M O R E, March 14

Baltimore is the heroin capital of the United States. 

Government agencies estimate that as many as one in 10 of the city's residents are addicted to the 
drug. Wanda, 42, was one of them. 

"I did tricks, I stole, I robbed, I did whatever I had to do to get it," she says of her $50-a-day heroin 
habit. "The drug was taking control of my life." 

Wanda, who asked that her last name not be used, says she began using heroin at the age of 18. Now 
she is in a treatment program at the Center for Addiction Medicine in downtown Baltimore. She has 
been drug-free for more than two months. 

'I Wanted to Die' 

A 27-year-old woman who asked to be identified only as "T" is also undergoing treatment. She says 
her heroin addiction turned her from a ballet student into an exotic dancer. 

"I went from dancing at the Peabody [Institute] to dancing in a strip club ??? that's how I paid for that 
habit," she says. "[Heroin] will make you do things you wouldn't expect yourself to do." 

Jonathan, 18, says he contemplated suicide before he quit using the drug only last Friday. 

"I wanted to die," he explains. "I just wanted to shoot up until it killed me because I'd lost my feeling 
of self-worth." 

Jonathan, who says he spent as much as $140 per day on the drug, is being treated with 
buprenorphine ??? a prescribed "substitute drug." 

The U.S. Drug Enforcement Agency says the city has the highest per capita heroin addiction rate in 
the country. Estimates of the total number of addicts in the city vary, but experts agree it's staggering. 

In a city of 645,000, the Baltimore Department of Health estimates there are 60,000 drug addicts, with 
as many as 48,000 of them hooked on heroin. A federal report released last month puts the number of 
heroin addicts alone at 60,000. 
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The problem in the city is so acute that the federal government has designated Baltimore part of what 
it calls a High Intensity Drug Trafficking Area, making it eligible for special federal assistance to 
local police. 

Tom Carr, the director of the Washington/Baltimore HIDTA program ??? a joint federal, state and 
local effort ??? says the heroin epidemic in Baltimore dates back to the 1950s and is now an engrained 
part of the city's culture. 

"It's an old 'heroin town,'" says Carr. "There is an appetite for heroin in Baltimore ??? It's accepted by 
all too many people down there as something that's normal behavior." 

"It's almost a rite of passage for some," he adds, noting that heroin habits are often passed down from 
generation to generation. 

Purer, Stronger, More Deadly 

The narcotic white powder that, according to a February report by the HIDTA, one in every 10 
residents of the city snorts, smokes or, more commonly, heats and then injects with needles is 
significantly more potent than the heroin sold in many other areas of the country. 

In the mid-1990s, Baltimore became a key East Coast distribution point for high purity South 
American heroin. Smuggled into the United States from Colombia, South American heroin is 
substantially more potent than its East Asian and Mexican counterparts, making it more addictive and 
more deadly. Last year, there were 304 fatal heroin-related overdoses in Baltimore and a similar 
number of heroin-related hospital emergencies. 

The higher potency, combined with an increased availability and a reduced street price ??? now 
pegged at $100 to $120 per gram ??? is fueling the city's scourge of addiction by helping to draw in 
new users. 

"People think because it's pure, you can smoke it, snort it ??? that it's safer," explains Drug 
Enforcement Agency Special Agent Bill Hocker. 

Recovering addicts say anyone thinking about trying heroin should think again. 

"They might as well put a gun to their head and kill themselves," says Wanda, forming the shape of a 
gun with her fingers and pointing it at her forehead. "It's suicide." 

"I wouldn't let my worst enemy do it," adds "T." "Once you learn how it feels, you're on that track and 
there's not much that's gonna help you." 

The Washington/Baltimore HIDTA predicted in its February situation report, "The number of heroin 
addicts in [Baltimore] will continue to rise." 

Copyright © 2015 ABC News Internet Ventures
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More deadly doses of heroin flood market 

By Elisha Sauers
esauers@capgaznews.com

JULY 12, 2015 

B lue Magic, a name given to some heroin, started circulating in the area last summer.

Charles "Buck" Hedrick, who manages a U.S. Drug Enforcement Administration intelligence program in 
Baltimore, said drug dealers didn't know what was in it, but knew it was powerful: Some of their customers 
were dying.

As a marketing strategy, dealers labeled the drugs with a blue marker so customers could recognize the extra-
strength dope. And when it started getting a bad rap, sellers repackaged it with different names.

Blue Magic turned out to contain fentanyl, an opiate stronger than morphine typically administered to 
patients in extreme pain or recovering from surgery.

"People in your county died because of that drug," said Hedrick, speaking to about 200 health professionals at 
the Anne Arundel County Opioid Misuse and Overdose Symposium in April.

Throughout the state, overdose deaths involving fentanyl, a painkiller 30 to 50 times more potent than heroin, 
are spiking. Last year there were 185 fentanyl-related deaths, up from 58 in 2013.

Last year Baltimore City led jurisdictions with 71 fentanyl-related deaths, followed by Baltimore County with 
36. Anne Arundel County was third in Maryland with 23.

Statewide data showing a higher rate of fentanyl-related deaths between January and March spurred health 
officials to launch new campaigns; they're telling heroin users that what's on the street could have traces of a 
more lethal drug.

In the county, health officials have included discussions of fentanyl in their heroin warnings at middle and 
high schools. Since County Executive Steve Schuh declared heroin a public health emergency in January, local 
officials have promised to focus on the problem.

They're trying to prevent teens from becoming the latest victims.

Crystal Moulden, a 16-year-old from Glen Burnie, didn't survive her overdose involving fentanyl. Police found 
her on June 17 in a Baltimore alley and couldn't revive her.

"It's a buyer beware with heroin and fentanyl mixed in," said Dr. Jinlene Chan, county health officer. "There's 
no standardization."

Origin s
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A small portion of the heroin sold in Maryland comes from Southwest Asia. The drugs are shipped on boats to 
West Africa. Then "couriers" swallow the drug, double-wrapped in condoms, and fly to the United States, 
officials say.

But the majority of heroin in the state — perhaps seven out of 10 doses, Hedrick said — comes from poppies 
grown along the Andes Mountains in South America.

The drugs, he said, are processed in clandestine laboratories, usually in Mexico, and driven over the border.

The fentanyl often comes to Mexico from China.

Federal officials say heroin "chemists" add other white substances — drywall, baby laxatives, powdered milk 
or flour — to stretch their supply. But to ensure it still gets people high, they'll add fentanyl.

In 2005 the DEA dismantled a large lab in Toluca, Mexico, that was mixing fentanyl with heroin. Those drugs 
killed 1,000 people in different parts of the United States, according to the agency.

"When he was mixing this heroin in a lab, you see the fancy equipment he had," Hedrick said. "Sometimes he 
put the heroin on the table and mixed the fentanyl in with a kitchen spoon."

Those imprecise methods make it easy for parts of the supply to become "hot spots" — the term experts use to 
describe high concentrations of fentanyl found in heroin production.

This spring the DEA issued a nationwide alert on fentanyl as a public health threat. National forensics 
monitoring data showed that the amount of fentanyl evidence submitted by local and state labs in 2014, 
compared to the prior year, had tripled.

Anne Arundel County police lab submissions followed the same pattern. In all of 2012 and 2013, officers 
seized just one sample that tested positive for fentanyl. There were 43 last year and 20 more so far this year.

Federal officials said the recent outbreak includes not just fentanyl but other derivative chemicals with similar 
molecular structures. And compared to the fentanyl outbreak 10 years ago, it's spreading farther 
geographically.

The DEA has urged police who deal with drug evidence to be cautious, as fentanyl can be inhaled or absorbed 
through skin contact. Amounts as small as 0.25 milligrams can be fatal, according to the agency.

County police are trained to wear gloves while handling drug evidence. Lt. T.J. Smith, a police spokesman, 
said they cannot tell what chemicals have been cut into a drug just by looking at it.

"This is not TV. We're not going to dab it on our gum to see if it is what it really is," Smith said. "We know how 
dangerous it can be … it's just another level of what our officers have to deal with."

Tre n ds

From her office at the University of Maryland in College Park, Erin Artigiani is monitoring the emerging 
fentanyl trend.

She's an investigator for the National Drug Early Warning System, which helps health experts, researchers 
and residents respond quickly to outbreaks of illicit drugs.
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Getting help

While she has seen fentanyl surge in Maryland, her collaborators in 12 different areas nationwide are seeing 
similar patterns.

"Users are generally unaware of what they're getting," Artigiani said. "And it's something that's being done as 
sort of a marketing tool to increase the potency of lower-quality heroin."

Then there is the other trend she is watching: street opiates manufactured to look like prescription pills.

For example, Percocet lookalikes in Cincinnati were actually a cocktail of heroin, Oxycodone and fentanyl. In 
Seattle, Vicodin knockoffs tested as heroin, and in New Jersey, heroin has been disguised as Oxycodone pills.

"It could be that when faced with a decrease in the availability of pills, dealers tried to develop a cheaper 
alternative," Artigiani said. "Another suggestion I have heard is that there is less stigma attached to pills than 
to heroin."

But officials worry that even if they warn heroin addicts about the more deadly drugs on the streets, it might 
not stop them. In fact, it could entice them. Opiate addictions erode people's judgment.

"You might think that dying would be an incentive not to buy a product," Hedrick said. "Actually for an 
abuser, they will buy the heroin that just killed their friend."

Drug users in crisis can call the Anne Arundel County Mental Health Agency warmline at 
410-768-5522.

For substance abuse treatment referrals, call the Anne Arundel County Department of 
Health at 410-222-0117.

The county's Adult Addiction Program offers free training on administering Narcan, a 
prescription medicine that counters the effects of an overdose of heroin or prescription 
pain medication. To register for upcoming training sessions, call 410-222-0100.
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Maryland

In 2014, the interlock law was strengthened to require ignition interlocks for anyone 
convicted of drunk driving with a child passenger. MADD urges lawmakers to act in 
2015 and require ignition interlocks for all offenders at a .08 BAC. With this move, 
Maryland could see a significant decline in DUI related deaths. 

Drunk Driving:
Drunk driving fatalities (.08 BAC or higher): 141 representing 30.3% of all total traffic deaths, a 13.5% 

decrease from last year.

Alcohol related crash injuries (.01 BAC or higher):  Not Available

Alcohol related crashes (.01 BAC or higher):  Not Available

DUI arrests: Not Available

DUI convictions: Not Available

DUI refusals: Not Available

Taxpayer subsidy of drunk driving fatalities: $747 million

3 time offenders: Not Available

5 time offenders: Not Available

For more information on statistics, please contact MADD s Government Affairs department at policy@madd.org. 

RECENT YEAR PAST 5 YEARS LAWS TAKE ACTION
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Tragic health, social, and economic problems result from the use of alcohol by youth. Underage 

drinking is a causal factor in a host of serious problems, including homicide, suicide, traumatic injury, 

drowning, burns, violent and property crime, high-risk 

sex, fetal alcohol syndrome, alcohol poisoning, and the 

need for treatment of alcohol abuse and dependence. 

Problems and Costs Associated with 

Underage Drinking in Maryland 

In 2013, underage drinking cost the citizens of Maryland 

$1.3 billion. These costs include medical care, work loss, 

and pain and suffering associated with the multiple 

problems resulting from the use of alcohol by youth.1 This 

translates to $2,380 per year for each youth in the state or 

$5.02 per drink consumed underage. Excluding pain and 

suffering from these costs, tangible costs of underage 

drinking including medical care, criminal justice, property 

damage, and loss of work in Maryland totaled $447.32 

million each year or $1.71 per drink. In contrast, a drink in 

Maryland retails for $1.07. 

Youth violence (homicide, suicide, aggravated 

assault) and traffic crashes attributable to alcohol 

use by underage youth in Maryland represent 

the largest costs for the state. However, a host of 

other problems contribute substantially to the 

overall cost. Among teen mothers, fetal alcohol 

syndrome alone costs Maryland $23 million. 

In 2012, 1,226 youth aged 12 to 20 years were 

admitted for alcohol treatment in Maryland, 

accounting for 6% of all treatment admissions for 

alcohol abuse in the state.2 Young people who 

begin drinking before age 15 are four times more 

likely to develop alcohol dependence and are 

two and a half times more likely to become 

UNDERAGE DRINKING IN MARYLAND 

The Facts

Costs of Underage Drinking 
Maryland, 2013 $ 

 

Total: $1.3 billion 

Costs of Underage Drinking by Problem, 
Maryland, 2013 $ 

Problem 
Total Costs 
(in millions) 

Youth violence $800.7 

Youth traffic crashes $203.9 

High-risk sex, Ages 14–20 years $56.2 

Property and public order crime $4.6 

Youth injury $57.2 

Poisonings and psychoses $14.1 

Fetal alcohol syndrome among 
mothers aged 15–20 years 

$23.2 

Youth alcohol treatment $52.0 

Total 
$1,310.9 

(e.g. $1.3 B) 

 

Medical 
Costs, 

$117.1 M 

Work Lost 
Costs, 

$330.8 M 

Pain and 
Suffering 

Costs, 
$862.1 M 
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abusers of alcohol than those who begin drinking at age 21.3 We did not cost these adult problems. 

Alcohol Consumption by Youth in Maryland  

Underage drinking is widespread in Maryland. Approximately 187,000 underage customers drink each 

year in Maryland. In 2013, Maryland students in grades 9 to 12 reported the following:4 

� 60.9% had at least one drink of alcohol on one or more days during their life. 

� 19.3% had their first drink of alcohol, other than a few sips, before age 13. 

� 31.2% had at least one drink of alcohol on one or more occasions in the past 30 days. 

� 17.0% had five or more drinks of alcohol in a row (binge drinking) in the past 30 days. 

In 2012, underage customers consumed 9.5% of all alcohol sold in Maryland, totaling $279 million in 

sales (in 2013 dollars). These sales provided profits of $137 million to the alcohol industry.1 Ranking 

states based on the percentage of alcohol consumed underage, with 1 the highest, Maryland ranked 

number 25. This percentage is affected by both adult and youth drinking levels. 

Annual sales of alcohol consumed by youth in Maryland averaged $1,492 per underage customer. 

Underage customers were heavier consumers than adults. They drank an average of 3.8 drinks per day; 

in contrast, legal customers consumed only 1.6. 

Harm Associated with Underage Drinking in Maryland  

Underage drinking in Maryland leads to substantial harm due to traffic crashes, violent crime, property 

crime, unintentional injury, and high-risk sex. 

� During 2012, an estimated 16 traffic fatalities and 784 nonfatal traffic injuries were attributable 

to driving after underage drinking. 

� In 2012, an estimated 24 homicides; 11,300 nonfatal violent crimes such as rape, robbery, and 

assault; 14,700 property crimes including burglary, larceny, and car theft; and 275,000 public 

order crimes including vandalism, disorderly conduct, loitering, and curfew violations were 

attributable to underage drinking. 

� In 2011, an estimated 4 alcohol-involved fatal burns, drownings, and suicides were attributable 

to underage drinking. 

� In 2013, an estimated 363 teen pregnancies and 10,438 teens having high-risk sex were 

attributable to underage drinking. 

For comparison with other states, in U.S. rather than state prices, the harm from underage drinking per 

youth in Maryland averages $1,191. Such comparisons require caution. In part, they may reflect 

differences in crime and crash rates, problem-reporting to police, and co-occurring drug use. 

Produced by the Pacific Institute for Research and Evaluation (PIRE) with funding from the Office of Juvenile Justice and Delinquency 

Prevention (OJJDP), March 2015. 

                                                 
1 Taylor DM, Miller TR. (2015). Methodology: Underage Drinking Fact Sheets. Calverton, MD: PIRE, http://www.udetc.org/documents/Underage-Cost-Methods-

082807.pdf  
 

http://www.udetc.org/documents/Underage-Cost-Methods-082807.pdf
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2 Office of Applied Studies, Substance Abuse and Mental Health Services Administration. Treatment Episode Data Set. (2013). Substance Abuse Treatment by 

Primary Substance of Abuse, According to Sex, Age, Race, and Ethnicity, 2011. Available [Online]: http://www.icpsr.umich.edu/icpsrweb/SAMHDA/studies/30462 
3 Grant, B.F., & Dawson, D.A. (1997). Age at onset of alcohol use and its association with DSM-IV alcohol abuse and dependence: Results from the National 

Longitudinal Alcohol Epidemiologic Survey. Journal of Substance Abuse 9: 103-110. 
4 Centers for Disease Control (CDC). (2013). Youth Risk Behavior Surveillance System (YRBSS). Available [Online]: 

http://nccd.cdc.gov/youthonline/App/Default.aspx. Or an equivalent state data system. 
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Officials announce anti-heroin campaign

Posted: Monday, July 20, 2015 10:30 am 

By KATIE WILLIS kwillis@stardem.com

CHESTER — State and local officials announced 
“I Wish I Knew,” a Mid-Shore opioid misuse 
prevention campaign, during a kickoff event 
July 1 at the Chesapeake Heritage Center, 
according to a news release for the campaign.

The campaign will run through Sept. 30 and is 
state funded through the Substance Abuse 
and Mental Health Services Administration 
and the Maryland Behavioral Health 
Administration.

Kelley Allen of Soul Candy Media, the 
campaign’s coordinator, said state funds were 
allocated to the five Mid-Shore counties and 
prevention coordinators from each county 
decided to combine the funds available in 
order to pool resources and create a cohesive, 
regional message.

The campaign will focus on Caroline, 
Dorchester, Kent, Queen Anne’s and Talbot 
counties, with the goal of raising awareness of 
heroin and prescription drug use.

Allen said the campaign hopes to encourage 
community dialog, as well as participation 
through social media and online at 
www.IWishIKnewMidShore.org by sharing 
individual stories related to opiate abuse. The 
idea is that personal stories will help to 
destigmatize addiction and help prevent the 
exposure to heroin and prescription opioids 
among those most at risk. the release states.

According to Allen, the community statements 
may help to reveal gaps in knowledge and 
faulty perceptions associated with heroin and 
prescription drug use and abuse.

CONTRIBUTED PHOTO 

Talbot County Sheriff

JOE GAMBLE
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Those at the highest risk for addiction and overdose are “young, thrill-seeking men between 
the ages of 21 and 25,” according to the July 1 launch presentation.

The presentation also included information that more than 7 percent of Mid-Shore high 
school students have tried heroin at least once; four out of five heroin users started with 
prescription painkillers; and more than half of those who abuse prescription pills get them 
from friends or family.

Talbot County Sheriff Joe Gamble spoke during the kickoff event. According to the release, he 
said he hopes the campaign will encourage the community to learn more about opiate abuse 
and that the platform will encourage sharing through social media.

In addition to online resources and social media conversations, Allen said the campaign will 
include outreach through television, local movie theaters, billboards, radio stations and print 
publications.

Advertising will include information on the warning signs of opiate abuse and overdose, 
provide information on how to avoid opioid misuse by using prescription medication properly 
and also include steps to assist someone during a suspected opiate overdose.

Allen said the campaign also will provide numbers for local treatment options, prescription 
drop-off locations, recovery support contact information, prescriber resources, a parent’s 
hotline number, crisis hotline numbers and emergency room locations. She said that 
information will be widely distributed in Mid-Shore communities.

According to an annual report released by the Department of Health and Mental Hygiene, 85.7 
percent of all intoxication deaths that took place in Maryland during 2014 were opioid related. 
Opioid-related deaths include deaths related to heroin, prescription opioids and 
nonpharmaceutical Fentanyl.

Since 2010, the number of opioid-related deaths has increased 76 percent, according to the 
DHMH report. Since 2013, the number of heroin-related deaths in Maryland has increased 25 
percent; it has more than doubled in the state since 2010.

The report states that, of the 578 heroin-related deaths that took place in Maryland in 2014, 
19 occurred on the Mid-Shore. Of those 578 heroin-related deaths, 14.4 percent were in 
combination with prescription opioids.

Of the 329 prescription opioid deaths that took place in Maryland in 2014, six took place on 
the Mid-Shore. Of those 329 deaths, 25.2 percent were in combination with heroin, according 
to the DHMH annual report.

According to the report, the number of heroin-related deaths has increased in all regions of 
the state, in both men and women, in both whites and African-Americans, and in all age 
groups.

According to the DHMH first quarter report for 2015, there have been 194 heroin-related 
deaths and 87 opioid-related deaths in Maryland, since the beginning of the year. Three of 
those heroin-related deaths took place on the Mid-Shore and two of those prescription-opioid 
deaths took place on the Mid-Shore.

For more information, visit www.IWishIKnew.org or www.soulcandymedia.com.

Josh Bollinger contributed to this report.
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Behind closed doors, special group reviews county heroin 
deaths 

By Elisha Sauers
esauers@capgaznews.com

AUGUST 2, 2015 

W hen someone in the county dies after injecting or snorting heroin, it's only a matter of time before a 
small group of people gathers to begin poring over the most personal details of his or her life.

They might look at how many times first responders resuscitated him during other close calls when he refused 
to go to a hospital.

They might see that time he had back surgery and needed medicine to cope with the pain.

Or they might notice the two-week delay she faced before starting a rehab program, only to realize she 
couldn't wait that long to get help.

What they hope they'll find among the autopsy reports, medical histories and criminal rap sheets are answers: 
How could we have prevented this?

Over the past nine months, officials from a number of Anne Arundel County agencies have met behind closed 
doors to probe deeply into local overdose deaths. Members of the group said they're trying to get to the root of 
the growing heroin problem, which caused 48 deaths last year and 16 more between January and April.

County health officials have said that on average one resident a week dies of an opiate overdose.

About 20 people representing local police, paramedics, hospitals, courts, jails, social services and other 
agencies make up the Overdose Fatality Review Team, a little-known board authorized by state law last year to 
share otherwise private information.

Anne Arundel County's team, established in November shortly after the law took effect, is one of 15 
throughout Maryland.

Its members have signed contracts agreeing to keep the details of their work confidential — or else risk a fine 
of up to $500 and three months in jail.

Dr. Jinlene Chan, the county's health officer, is chairwoman of the local team.

"It's not a fact-finding, fault-finding kind of process," Chan said. "The perspective is what kind of lessons can 
we learn from this unfortunate case that might help us change our system."

The panel has used these meetings to look for patterns among fatal heroin overdoses and gaps in local 
services. Its findings could lead to policy changes.

So far the group has met three times to review 10 deaths from 2014.
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What members have gleaned is the need for more widespread training on administering naloxone, commonly 
known as Narcan, which can reverse the effects of opiate overdoses. They've noticed that people who leave 
drug treatment programs often still need access to naloxone in case of a relapse.

The review team has also focused on the relationship between pain management and addiction.

After the members held a meeting in January, Chan sought a pain medicine expert from the Anne Arundel 
County Medical Society to consult with the team, according to emails obtained through a Public Information 
Act records request. Members wanted more insight into practice standards, she said.

"We had our first case review meeting last week, and there were pain management questions that arose," Chan 
wrote to Mary Morin, the society's executive director. "If helpful, we may consider inviting someone to be a 
standing member of the team."

Information about the county's team, or any of the others in the state, is hard to come by. The statute allowing 
counties to voluntarily launch the teams has safeguards to protect the people handling sensitive records. The 
confidentiality agreements are intended to prevent information leaks, officials said.

With certain exceptions, the minutes of the teams' meetings are not available to the public. They are also not 
admissible as evidence in civil lawsuits. The groups don't have to comply with Maryland's sunshine laws.

Jennifer Bevan-Dangel, executive director of Common Cause Maryland, cautions that the teams should not to 
use the statute to justify an overly broad blackout of information.

The groups should remain "publicly accountable" when they are discussing policy changes and trends, said 
Bevan-Dangel, whose nonpartisan organization lobbies for government transparency.

The statute, part of Maryland's health laws, requires the groups to make statistics and summary reports public 
so long as they don't contain names.

"Only the specifics of medical records should be kept private," Bevan-Dangel said.

Dr. Barbara Brookmyer, Frederick County's health officer, said the new law allowing her to organize a review 
team has been a boon.

Information about overdose deaths, Brookmyer said, had been limited to numbers and the types of drugs 
involved. Now she can sit across a table and talk with officials who aren't medical professionals but who may 
have helpful insights about particular victims.

"Prior to having that statutory authority, I couldn't talk to the hospital and law enforcement at the same time," 
Brookmyer said.

With then-Del. Kelly Schulz, Brookmyer in 2014 helped craft a bill to create local overdose fatality review 
boards.

Modeled after the legislation that created the existing child fatality review teams, the bill removed obstacles 
keeping law enforcement, health officials and other professionals from talking freely about drug-related 
casualties, she said.
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At the same time, three jurisdictions — Baltimore City, Wicomico County and Cecil County — were 
participating in a federal grant-based pilot program to review drug overdose deaths. Their study of 50 cases 
and findings helped support the bill's passage.

Depending on the jurisdiction, teams may meet monthly or quarterly. Some have already investigated stacks 
of cases; others are just beginning to crack the surface.

Kathleen Rebbert-Franklin, the state's deputy director of population-based behavioral health, said the teams 
are taking the initiative on their own and have the right to tailor their own priorities.

Officials believe Maryland is the first state to enable multidisciplinary reviews of overdose deaths.

"We have asked whether other states have anything like this, and we've been told 'No,'" Rebbert-Franklin said.

Prior to the county's next meeting in October, each member will receive a list of cases up for review and will 
query databases for related information.

Then, when the time comes, they'll shut the door behind them and start talking.

"It's to put together pieces of information … to better understand the picture of that person's life," Chan said. 
"And to see if we could have done better."

This story  has been updated from  an earlier version. Cecil County  w as one of three jurisdictions involved in 
a pilot program  to study  overdose deaths.
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Heroin deaths spike in Maryland
By By Susan SvrlugaSusan Svrluga June 27, 2014June 27, 2014

Heroin-related deaths in Maryland spiked 88 percent from 2011 to 2013, according to figures released Heroin-related deaths in Maryland spiked 88 percent from 2011 to 2013, according to figures released 

Friday by the state’s Department of Health and Mental Hygiene, and intoxication overdoses of all types Friday by the state’s Department of Health and Mental Hygiene, and intoxication overdoses of all types 

now outnumber homicides in the state.now outnumber homicides in the state.

“Overdose is a public-health crisis in Maryland, as it is in many states,” said the agency’s secretary, “Overdose is a public-health crisis in Maryland, as it is in many states,” said the agency’s secretary, 

Joshua Sharfstein, “and we are bringing everything we can to bear against this challenge.”Joshua Sharfstein, “and we are bringing everything we can to bear against this challenge.”

Cyndi Glass of Brookeville, whose son Jeremy died of a heroin overdose in 2008, gasped when she heard Cyndi Glass of Brookeville, whose son Jeremy died of a heroin overdose in 2008, gasped when she heard 

the statistics. “That is shocking. I knew it would increase, but I didn’t know it would increase that much,” the statistics. “That is shocking. I knew it would increase, but I didn’t know it would increase that much,” 

she said. she said. 

Glass has been raising money for treatment, Glass has been raising money for treatment, prevention and awarenessprevention and awareness programs because she had no programs because she had no 

idea, when her son was prescribed opioid painkillers after a football injury led to three knee surgeries, idea, when her son was prescribed opioid painkillers after a football injury led to three knee surgeries, 

that it could possibly lead one day to a heroin addiction.that it could possibly lead one day to a heroin addiction.

“He would have turned 26 yesterday,” she said.“He would have turned 26 yesterday,” she said.

Heroin use has been surging Heroin use has been surging across the country — often as people addicted to prescription opiates switch across the country — often as people addicted to prescription opiates switch 

to a similar, but cheaper and more readily available, high — with fatalities rising along with it. to a similar, but cheaper and more readily available, high — with fatalities rising along with it. 

In Virginia, heroin-related deaths more than doubled from 2011 through 2013, for a total of 213. In 2013 In Virginia, heroin-related deaths more than doubled from 2011 through 2013, for a total of 213. In 2013 

in Maryland, which has a more comprehensive system for tracking deaths, there were 464 — an in Maryland, which has a more comprehensive system for tracking deaths, there were 464 — an 

18 percent increase from the previous year.18 percent increase from the previous year.

Both states began training programs this year to help family members or friends learn to administer Both states began training programs this year to help family members or friends learn to administer 

naloxonenaloxone, a drug that can sometimes prevent an overdose. In Maryland, 2,000 people have been trained , a drug that can sometimes prevent an overdose. In Maryland, 2,000 people have been trained 

already in addition to the first-responders, Sharfstein said, and by July 1 all ambulances will carry already in addition to the first-responders, Sharfstein said, and by July 1 all ambulances will carry 

naloxone. naloxone. 
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Maryland saw a dramatic jump in the number of deaths from heroin spiked with non-prescription Maryland saw a dramatic jump in the number of deaths from heroin spiked with non-prescription 

fentanyl. Typically they had seen two or three a month, Sharfstein said, “but in October we started to see fentanyl. Typically they had seen two or three a month, Sharfstein said, “but in October we started to see 

10, 15, 20 a month 10, 15, 20 a month . . .. . . and that has persisted, to a certain extent, into this year. That is a huge increase. and that has persisted, to a certain extent, into this year. That is a huge increase. 

Fentanyl is highly potent and definitely dangerous in combination with heroin. That is a huge challenge.” Fentanyl is highly potent and definitely dangerous in combination with heroin. That is a huge challenge.” 

Gov. Martin O’Malley (D) created an interagency council to try to Gov. Martin O’Malley (D) created an interagency council to try to prevent overdose deaths,prevent overdose deaths, using some of using some of 

the same techniques the state has used to understand and reduce the number of homicides. the same techniques the state has used to understand and reduce the number of homicides. 

One of his main goals has been to reduce intoxication deaths by 20 percent by the end of next year. (A One of his main goals has been to reduce intoxication deaths by 20 percent by the end of next year. (A 

graphic of a meter on a state Web site shows negative 7.4 percent progress toward that goal, since all graphic of a meter on a state Web site shows negative 7.4 percent progress toward that goal, since all 

intoxication deaths increased from 799 to 858 in 2013.)intoxication deaths increased from 799 to 858 in 2013.)

Heroin-related deaths increased in western and central Maryland and on the Eastern Shore. And they Heroin-related deaths increased in western and central Maryland and on the Eastern Shore. And they 

more than doubled in Frederick County, from 10 in 2012 to 21 in 2013. more than doubled in Frederick County, from 10 in 2012 to 21 in 2013. 

Over the past five to 10 years, heroin, once mainly associated with urban centers such as Baltimore, has Over the past five to 10 years, heroin, once mainly associated with urban centers such as Baltimore, has 

spread throughout the state, Sharfstein said. (Baltimore had a large increase in heroin deaths from 2012 spread throughout the state, Sharfstein said. (Baltimore had a large increase in heroin deaths from 2012 

to 2013, as well.)to 2013, as well.)

The state has The state has launched a public-information campaignlaunched a public-information campaign to counter opioid overdoses, trying to erase to counter opioid overdoses, trying to erase 

stigmas about treatment such as methadone and looping in the 211 call centers so that people can ask stigmas about treatment such as methadone and looping in the 211 call centers so that people can ask 

where to find help. where to find help. 

Officials hope to provide everyone leaving detention centers with information warning about overdose Officials hope to provide everyone leaving detention centers with information warning about overdose 

deaths: Former inmates can easily overdose after being off the drug if they go back to their original dose deaths: Former inmates can easily overdose after being off the drug if they go back to their original dose 

once they're freed from incarceration because of lost tolerance. And officials will study cases, looking for once they're freed from incarceration because of lost tolerance. And officials will study cases, looking for 

common factors (such as certain doctors, in the case of prescription-drug overdoses), recent release from common factors (such as certain doctors, in the case of prescription-drug overdoses), recent release from 

prison and so on. prison and so on. 

The governor is also asking the boards that oversee prescribers to require all practitioners to take The governor is also asking the boards that oversee prescribers to require all practitioners to take 

continuing education in two areas: Appropriate opioid prescribing and addiction treatment. continuing education in two areas: Appropriate opioid prescribing and addiction treatment. 

“It may be that we’re making some progress,” Sharfstein said. “It’s just hard to say, given the enormous “It may be that we’re making some progress,” Sharfstein said. “It’s just hard to say, given the enormous 

increases affecting the East Coast right now. Everything we’re doing is really not enough to turn the increases affecting the East Coast right now. Everything we’re doing is really not enough to turn the 

corner.” corner.” 
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Local Addiction Center Sees Spike In Heroin 
Use
Contributed by Cody Griffin on July 9, 2015 at 2:37 pm 

The Centers for Disease Control and Prevention has carried out the release of this report that is based 
on annual face-to-face surveys of about 67,000 Americans.

Officers with the Huntsville Police Department 
say they are seeing a major increase this year.

Deaths caused by heroin overdoses almost 
quadrupled between 2002 and 2013, claiming 
8,257 lives in 2013.
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Growing heroin use is also leading to an 
increase in the number of babies born addicted 
to the drug and an increase in overdoses.

“It’s about community involvement, and getting 
the word out to everyone about the problem that 
we are having”, Sgt.

Experts say a lot of people have turned to 
heroin because prescription opiod painkillers 
like Vicodin and Oxycontin are becoming more 
expensive and tougher to get. Many people 
switch to heroin because it’s cheaper, Frieden 
said.

Increasing heroin dependence is closely tied to 
prescription pain reliever abuse, said Dr Jay 
Unick, associate professor at the University of 

Maryland School of Social Work and author of a 2013 study on trends in heroin- and opioid-related 
overdoses. “More people are primed for heroin addiction because they are addicted to prescription 
opiates, which are, after all, essentially the same chemical with the same impact on the brain”. Heroin 
use grew by 62.5% among those with private insurance, an indication that the users are employed and 
more financially secure. That rise in injection drug use has fueled a new set of public health problems, 
including an HIV outbreak in rural Indiana and a resurgence of hepatitis C nationwide, Frieden said.

Lander, who has been treating addiction for three decades, sees the heroin boom as the latest in a 
series of waves of drug abuse that regularly sweep across the United States. “These things are feeding 
on each other”, Unick said.

A January 2015 analysis in the New England Journal of Medicine showed that deaths from opioid 
addiction leveled off from 2006 to 2008 and then decreased slightly from 2009 thru 2013.

Wen also recommends that more communities should educate people on naloxone. “We have the 
medications and we have the know-how. But I think we could deal with this pretty effectively”. The 
increase of supply also led to a decline in price and an increase in purity. The CDC urged states to 
make prescription-monitoring programs easier for doctors and pharmacists to use.

The DEA’s acting administrator, Chuck Rosenberg, said in a statement that the agency will continue 
to work with the CDC. About 12 million have used prescription opioids. “Our best information 
suggests two main reasons”, CDC director Dr. Thomas Frieden told CNN.
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Maryland jails and prisons are attempting a series of new treatments for inmates 
who enter the facilities addicted to heroin.

A review by the News4 I-Team shows state and local correctional officials 
administering acupuncture, methadone and a new medicine called Vivitrol to cope 
with a surging number of heroin-addicted inmates.

The wide variety of techniques and treatments indicate a lack of a universal plan 
for reducing withdrawal sicknesses in drug addicted offenders but also include a 
series of success stories, according to jail administrators who spoke with the 
I-Team.

New Treatments for Surging Number of Inmates Addicted to 
Heroin Tried in Maryland
By Scott MacFarlane

Local jails are trying to figure out how to deal with a growing number of inmates who are addicted to 
heroin. Scott MacFarlane reports. (Published Thursday, Aug. 6, 2015)
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Heroin overdoses have tripled in Maryland since 2008, according to state records. 
Jail officials and inmates told the I-Team they’ve seen a growing number of heroin 
withdrawal cases among offenders behind bars. Harry King, an inmate in the 
Frederick County Jail, said drug withdrawal is so common it has been nicknamed 
“dope sickness.” King said it includes many of the same symptoms of influenza, 
King said. “(Inmates) look like zombies,” he said. “They can’t even get out of bed. 
They can’t sleep.”

Washington County Sheriff Douglas Mullendore is among the first jail officials in 
the nation to dispense Vivitrol, a medicine designed to limit cravings or desire for 
drugs by impacting the brain. Vivitrol, which Mullendore said costs $1,500 per 
dosage per inmate, is administered by county employees in the jail in Hagerstown. 
Inmates must be clean for at least seven days to qualify for the treatment, 
Mullendore said. “The addiction is so great,” he said. “The normal lay person 
doesn’t understand that. It almost calls them immediately.”

Counseling alone is not sufficient to handle the severe withdrawal symptoms of 
heroin addicts, Mullendore said.

Maryland state prison officials offer acupuncture treatments to drug-addicted 
inmates. The program, launched in the 1990s, has become increasingly important 
amid the surge in heroin addiction and overdoses.

The acupuncture treatment is effective for many inmates, a state correctional 
official said. “The treatment benefit is immediate, tangible and apparent even to the 
person who has entered the treatment center for the first time, and can be 
provided as an initial treatment intervention before this person has to establish a 
bonding relationship of confidence and trust with the counseling staff, he said.”

“Heroin is a very, very strong addiction,” state correctional administrator Nicole 
Jackson said. “It's not something that you can just take a pill for, a medication for, 
and it goes away. It stays with you. You need to get constant, constant treatment 
for it.”

The state prison in Baltimore also offers methadone treatments for inmates, to help 
reduce withdrawal. The methadone dosages are dispensed at 5 a.m. some 
mornings inside the prison. I-Team cameras captured images of inmates lining up 
for treatments.

Robert Schwartz, medical director of the Friends Research Institute, said heroin 
withdrawal is severe. “It's basically like a really horrible case of the flu,” Schwartz 
said. “People are sweating. They're nauseous. They can have vomiting. The pupils 
are dilated, and bones ache.”

Frederick County Sheriff Chuck Jenkins said his county is at the epicenter of the 
state’s growing heroin epidemic. Though the sheriff’s department is considering 
dispensing Vivitrol to inmates later this year, it has not yet begun the use of any 
medical treatments to help inmates cope with heroin withdrawal.

The county offers a series of counseling and behavioral health services but has not 
approved methadone treatments, Jenkins said. “When the door slams shut, 
everybody wants their mama and finds Jesus,” he said. “It’s time to fish or cut bait. 
It’s on (the inmates) to clean up. You’re forced to clean up in here.”

°

Sudden Infant Death 
Syndrome: Myths and 
Facts (Video)
HealthiNation

Ranking U.S. 
Presidents by IQ Score
InsideGov

Here's Why You 
Should Stop 'Googling' 
Names For Info
BeenVerified.com

What’s the Connection 
between Vitamin D 
and Rheumatoid 
HealthCentral

Page 2 of 4New Treatments for Surging Number of Inmates Addicted to Heroin Tried in Maryland | ...

8/23/2015http://www.nbcwashington.com/investigations/Maryland-Tries-New-Treatments-for-Surgi...

http://www.nbcwashington.com/investigations/Maryland
blr
Rectangle



Published at 6:56 PM EDT on Aug 5, 2015

Gov. Larry Hogan approved $500,000 in grant money for local jails to use for the 
purchase of Vivitrol. The jails would be permitted to make Vivitrol available for 
monthly dosages to a limited number of inmates, he said. “Addressing Maryland’s 
heroin crisis and helping to break the cycle of crime and re-incarceration 
associated with addiction requires us to offer those reentering society with the 
tools to live sober, healthy and productive lives,” he said.
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Heroin use rising among 
women and wealthy

Last Updated Jul 8, 2015 9:54 AM EDT

The face of heroin addiction in the United States is changing, as well-off abusers of 
prescription painkillers switch to illicit narcotics to feed their habit, federal 
officials reported Tuesday.

Heroin use increased 63 percent over the past decade. From 2002 to 2004, the 
annual rate of heroin use was 1.6 per 1,000 persons aged 12 or older. By 2011 to 
2013, that rate was 2.6 per 1,000 people, officials from the U.S. Centers for 
Disease Control and Prevention said.

Correspondingly, there has been a rapid increase in heroin overdose deaths. The 
number of heroin overdose deaths nearly doubled between 2011 and 2013, and in 
2013 more than 8,200 people died from the narcotic. Overdoses have nearly 
quadrupled since 2002, the officials said.

The findings were published in the July 7 issue of 
the CDC's Morbidity and Mortality Weekly 
Report.

CDC Director Dr. Tom Frieden said heroin use is 
increasing at an alarming rate in many parts of 
society. And the problem is being driven by both 
the prescription opioid epidemic and cheaper, 
more available heroin, he said.

"It's really a one-two punch," Frieden said during 
a media briefing. "Those two factors are driving 

the increase, and will drive the strategies we need to pursue to turn this around."
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The people most at risk for heroin addiction include whites, males, 18- to 25-year-
olds, people making less than $20,000 a year, Medicaid recipients and the 
uninsured, the CDC report found.

But the biggest increases in heroin use in recent years were found in groups that 
typically aren't expected to go near the drug, including women, people with private 
insurance and higher-income individuals, the report said.

The gaps in heroin use between men and women, people on Medicaid or with 
private insurance, and those with low or high incomes have all narrowed during 
the past decade, the CDC said.

Frieden said the narrowing gaps in heroin abuse are occurring due to across-the-
board increases, causing a "leveling" of heroin use. "We're seeing an increase 
throughout many segments of society," he added.

This expansion of heroin abuse can be largely chalked up to an earlier wave of 
prescription opioid drug abuse -- including such drugs as Vicodin, OxyContin and 
Percocet -- and government efforts to counter that trend, said Brad Lander, an 
addiction medicine specialist at the Ohio State University Wexner Medical Center.

"We've seen an explosion of heroin use here in 
Ohio," Lander said. "They thought by shutting 
down the pill mills, they thought they were 
shutting down the addiction problem. Instead, 
people just shifted over to heroin, which is easier 
to get and cheaper."

The CDC's new report bears this out. About 45 
percent of people who used heroin also were 
addicted to prescription narcotics from 2011 to 
2013, researchers found. That's more than double 
the rate from 2002 to 2004, the report revealed.

Prescription drug abuse is "the strongest risk factor for heroin abuse or 
dependence," Frieden said, adding that prescription narcotics are "essentially the 
same chemical, with the same effect on the brain" as heroin.

People addicted to prescription painkillers are 40 times more likely to abuse 
heroin, according to the CDC's report. By comparison, cocaine users are 15 times 
more likely to use heroin and marijuana users are just three times more likely to 
use heroin, the CDC noted.

Nearly all people who reported heroin use also reported using at least one other 
drug in the past year, and nearly two-thirds had used at least three other drugs, 
the CDC reported.

Lander, who has been treating addiction for three decades, sees the heroin boom 
as the latest in a series of waves of drug abuse that regularly sweep across the 
United States.

"These things go in cycles," he said. "I really think it's just going to run its course. I 
think as people see how dangerous this is, it will disappear over time -- at least, 
that's what I've seen in my experience."

In the meantime, addiction treatment -- rather than law enforcement or new 
legislation -- will be the best way to minimize the harm from heroin abuse, Lander 
said.

"We do have the ability to deal with it on a treatment level," he said. "We have the 
medications and we have the know-how. We just don't have the resources. But I 
think we could deal with this pretty effectively."

CDC officials agreed that states also can play a leading role in reversing the heroin 
epidemic, by increasing access to substance-abuse treatment services. The CDC 
urged states to make prescription-monitoring programs easier for doctors and 
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pharmacists to use. States also should review their Medicaid and workers' 
compensation programs to identify trends of inappropriate prescribing, the CDC 
said.

In addition, the federal government is working on prescribing guidelines for 
treating chronic pain that are expected to help limit prescription abuse, Frieden 
said. In the meantime, regulators are urging doctors to be more judicious in 
prescribing addictive drugs for pain management.
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Heroin is an opioid drug that is synthesized from 
morphine, a naturally occurring substance 
extracted from the seed pod of the Asian opium 
poppy plant. Heroin usually appears as a white or 
brown powder or as a black sticky substance, 
known as “black tar heroin.”

In 2011, 4.2 million Americans aged 12 or older 
(or 1.6 percent) had used heroin at least once in 
their lives. It is estimated that about 23 percent 
of individuals who use heroin become dependent 
on it.

How Is Heroin Used?

Heroin can be injected, inhaled by snorting or 
sniffing, or smoked. All three routes of 
administration deliver the drug to the brain very 
rapidly, which contributes to its health risks and 
to its high risk for addiction, which is a chronic 
relapsing disease caused by changes in the brain 
and characterized by uncontrollable drug-seeking 
no matter the consequences.

How Does Heroin Affect the 
Brain?

Prescription Opioid 
Abuse: A First Step to 
Heroin Use?

Prescription opioid pain medications 
such as Oxycontin and Vicodin can 
have effects similar to heroin when 
taken in doses or in ways other than 
prescribed, and they are currently 
among the most commonly abused 
drugs in the United States. Research 
now suggests that abuse of these 
drugs may open the door to heroin 
abuse.

Nearly half of young people who 
inject heroin surveyed in three 
recent studies reported abusing 
prescription opioids before starting 
to use heroin. Some individuals 
reported taking up heroin because it 
is cheaper and easier to obtain than 
prescription opioids.

Many of these young people also 
report that crushing prescription 
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When it enters the brain, heroin is converted 
back into morphine, which binds to molecules on 
cells known as opioid receptors. These receptors 
are located in many areas of the brain (and in 
the body), especially those involved in the 
perception of pain and in reward. Opioid 
receptors are also located in the brain stem, which controls automatic processes critical for 
life, such as blood pressure, arousal, and respiration.

Heroin overdoses frequently involve a suppression of breathing. This can affect the amount 
of oxygen that reaches the brain, a condition called hypoxia. Hypoxia can have short- and 
long-term psychological and neurological effects, including coma and permanent brain 
damage.

After an intravenous injection of heroin, users report feeling a surge of euphoria (“rush”) 
accompanied by dry mouth, a warm flushing of the skin, heaviness of the extremities, and 
clouded mental functioning. Following this initial euphoria, the user goes “on the nod,” an 
alternately wakeful and drowsy state. Users who do not inject the drug may not experience 
the initial rush, but other effects are the same.

Researchers are also investigating the long-term effects of opioid addiction on the brain. One 
result is tolerance, in which more of the drug is needed to achieve the same intensity of 
effect. Another result is dependence, characterized by the need to continue use of the drug 
to avoid withdrawal symptoms. Studies have shown some deterioration of the brain’s white 
matter due to heroin use, which may affect decision-making abilities, the ability to regulate 
behavior, and responses to stressful situations.

opioid pills to snort or inject the 
powder provided their initiation into 
these methods of drug 
administration.

Injection Drug Use and HIV and HCV Infection

People who inject drugs are at high risk of contracting HIV and hepatitis C (HCV). This is 
because these diseases are transmitted through contact with blood or other bodily fluids, 
which can occur when sharing needles or other injection drug use equipment. (HCV is 
the most common blood-borne infection in the Unites States.) HIV (and less often HCV) 
can also be contracted during unprotected sex, which drug use makes more likely.

Because of the strong link between drug abuse and the spread of infectious disease, 
drug abuse treatment can be an effective way to prevent the latter. People in drug abuse 
treatment, which often includes risk reduction counseling, stop or reduce their drug use 
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What Are the Other Health Effects of Heroin?

Heroin abuse is associated with a number of serious health conditions, including fatal 
overdose, spontaneous abortion, and infectious diseases like hepatitis and HIV (see box, 
“Injection Drug Use and HIV and HCV Infection”). Chronic users may develop collapsed 
veins, infection of the heart lining and valves, abscesses, constipation and gastrointestinal 
cramping, and liver or kidney disease. Pulmonary complications, including various types of 
pneumonia, may result from the poor health of the user as well as from heroin’s effects on 
breathing.

In addition to the effects of the drug itself, street heroin often contains toxic contaminants or 
additives that can clog blood vessels leading to the lungs, liver, kidneys, or brain, causing 
permanent damage to vital organs.

Chronic use of heroin leads to physical 
dependence, a state in which the body has 
adapted to the presence of the drug. If a 
dependent user reduces or stops use of the drug 
abruptly, he or she may experience severe 
symptoms of withdrawal. These 
symptoms—which can begin as early as a few 
hours after the last drug administration—can 
include restlessness, muscle and bone pain, 
insomnia, diarrhea and vomiting, cold flashes 
with goose bumps (“cold turkey”), and kicking 
movements (“kicking the habit”). Users also 
experience severe craving for the drug during 
withdrawal, which can precipitate continued 
abuse and/or relapse.

Besides the risk of spontaneous abortion, heroin 
abuse during pregnancy (together with related 
factors like poor nutrition and inadequate 
prenatal care) is also associated with low birth 
weight, an important risk factor for later delays 

and related risk behaviors, including risky injection practices and unsafe sex. (See box, 
“Treat ing Heroin Addict ion.”)

Treating Heroin 
Addiction

A range of treatments including 
behavioral therapies and medications 
are effective at helping patients stop 
using heroin and return to stable and 
productive lives.

Medications include buprenorphine 
and methadone, both of which work 
by binding to the same cell receptors 
as heroin but more weakly, helping a 
person wean off the drug and reduce 
craving; and naltrexone, which 
blocks opioid receptors and prevents 
the drug from having an effect 
(patients sometimes have trouble 
complying with naltrexone 
treatment, but a new long-acting 
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in development. Additionally, if the mother is 
regularly abusing the drug, the infant may be 
born physically dependent on heroin and could 
suffer from neonatal abstinence syndrome 
(NAS), a drug withdrawal syndrome in infants 
that requires hospitalization. According to a 
recent study, treating opioid-addicted pregnant 
mothers with buprenorphine (a medication for 
opioid dependence) can reduce NAS symptoms in 
babies and shorten their hospital stays.

Learn More

For additional information on heroin, please refer to the following sources on NIDA’s Web 
site:

Research Report Series - Heroin Abuse and Addiction

NIDA Notes - Heroin

NIDA Notes - Opioids

Health Effects Chart

This publication is available for your use and may be reproduced in its ent irety without 
permission from NIDA. Citation of the source is appreciated, using the following 
language: Source: National Institute on Drug Abuse; National Institutes of Health; U.S. 
Department of Health and Human Services.

This page was last  updated October 2014

version given by injection in a 
doctor’s office may increase this 
treatment’s efficacy). Another drug 
called naloxone is sometimes used 
as an emergency treatment to 
counteract the effects of heroin 
overdose.

For more information, see NIDA’s 
handbook, Principles of Drug 
Addiction Treatment.

NI H...Turning Discovery I nto Health®
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One type of legal drug is killing far more people 
than heroin — and that’s not the most 
disturbing part of the problem
ERIN BRODWIN AND SKYE GOULD
JUL. 9, 2015, 5:01 PM

Heroin use in the US is skyrocketing. The number of people using this powerful, addictive drug 
has grown by nearly 300,000 in the past decade, and more and more people are dying from 
overdose.

But while tragic, these numbers are still outshadowed by another, equally disturbing statistic: 
The rise in deaths from people overdosing on powerful opiate painkillers such as Vicodin or 
OxyContin — the same drugs many experts have said may open the door to later heroin use.

Research suggests that one of the reasons that abusing opiates can make people more 
susceptible to future heroin abuse is because the drugs act similarly in the brain. A new CDC 
report released Tuesday found that people who abused opiate painkillers were 40 times as likely 
to abuse heroin.

Here's a chart looking at overdose deaths from opioid pain relievers and heroin, compared 
against overdose deaths from cocaine and marijuana. The latest data, revised in February, goes 
until 2013:
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Prescription Drug Abuse

How  do opioids affect  the brain and body?

Opioids act by attaching to specific proteins called opioid receptors, which are found in the 
brain, spinal cord, gastrointestinal tract, and other organs in the body. When these drugs 
attach to their receptors, they reduce the perception of pain. Opioids can also produce 
drowsiness, mental confusion, nausea, constipation, and, depending upon the amount of 
drug taken, can depress respiration. Some people experience a euphoric response to opioid 
medications, since these drugs also affect the brain regions involved in reward. Those who 
abuse opioids may seek to intensify their experience by taking the drug in ways other than 
those prescribed. For example, OxyContin is an oral medication used to treat moderate to 
severe pain through a slow, steady release of the opioid. People who abuse OxyContin may 
snort or inject it,  thereby increasing their risk for serious medical complications, including 

overdose.

2

Dependence vs. Addiction

Physical dependence occurs because of normal adaptations to chronic exposure to a drug 
and is not the same as addiction. Addiction, which can include physical dependence, is 
distinguished by compulsive drug seeking and use despite sometimes devastating 
consequences.

Someone who is physically dependent on a medication will experience withdrawal 
symptoms when use of the drug is abruptly reduced or stopped. These symptoms can be 
mild or severe (depending on the drug) and can usually be managed medically or 
avoided by using a slow drug taper.

Dependence is often accompanied by tolerance, or the need to take higher doses of a 
medication to get the same effect. When tolerance occurs, it can be difficult for a 
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2 Changing the route of administration also contributes to the abuse of other prescription medications, 
including stimulants, a practice that can lead to serious medical consequences.
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physician to evaluate whether a patient is developing a drug problem, or has a real 
medical need for higher doses to control their symptoms. For this reason, physicians 
need to be vigilant and attentive to their patients' symptoms and level of functioning to 
treat them appropriately.
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Abs tract

Backgro un d: Heroin use and overdose deaths have increased significantly in the United 
States. Assessing trends in heroin use among demographic and particular substance-using 
groups can inform prevention efforts.

Me tho ds : FDA and CDC analyzed data from the National Survey on Drug Use and Health and 
National Vital Statistics System reported during 2002–2013. Trends in heroin use among 
demographic and substance using groups were compared for 2002–2004, 2005–2007, 2008
–2010, and 2011–2013. A multivariable logistic regression model was used to identify 
characteristics associated with heroin abuse or dependence.

Re su lts : Annual average rates of past-year heroin use increased from 1.6 per 1,000 persons 
aged ≥12 years in 2002–2004 to 2.6 per 1,000 in 2011–2013. Rates of heroin abuse or 
dependence were strongly positively correlated with rates of heroin-related overdose deaths 
over time. For the combined data years 2011–2013, the odds of past-year heroin abuse or 
dependence were highest among those with past-year cocaine or opioid pain reliever abuse or 
dependence.

Co n clus io n s : Heroin use has increased significantly across most demographic groups. The 
increase in heroin abuse or dependence parallels the increase in heroin-related overdose 
deaths. Heroin use is occurring in the context of broader poly-substance use.

Im plicatio n s  fo r Public H e alth  Practice : Further implementation of a comprehensive 
response that targets the wider range of demographic groups using heroin and addresses the 
key risk factors for heroin abuse and dependence is needed. Specific response needs include 
reducing inappropriate prescribing and use of opioids through early identification of persons 
demonstrating problematic use, stronger prescription drug monitoring programs, and other 
clinical measures; improving access to, and insurance coverage for, evidence-based substance 
abuse treatment, including medication-assisted treatment for opioid use disorders; and 
expanding overdose recognition and response training and access to naloxone to treat opioid 
pain reliever and heroin overdoses.
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Introduction
During 2002–2013, heroin overdose death rates nearly quadrupled in the United States, from 
0.7 deaths to 2.7 deaths per 100,000 population, with a near doubling of the rates from 2011
–2013 (1). Data from the National Survey on Drug Use and Health (NSDUH) indicate heroin 
use, abuse, and dependence have increased in recent years. In 2013, an estimated 517,000 
persons reported past-year heroin abuse or dependence, a nearly 150% increase since 2007 (2).

During 2002–2011, rates of heroin initiation were reported to be highest among males, 
persons aged 18–25 years, non-Hispanic whites, those with an annual household income 
<$20,000, and those residing in the Northeast (3). However, during this period heroin 
initiation rates generally increased across most demographic subgroups (3). Most heroin users 
have a history of nonmedical use of prescription opioid pain relievers (3–5), and an increase in 
the rate of heroin overdose deaths has occurred concurrently with an epidemic of prescription 
opioid overdoses.

Although it has been postulated that efforts to curb opioid prescribing, resulting in restricted 
prescription opioid access, have fueled heroin use and overdose, a recent analysis of 2010
–2012 drug overdose deaths in 28 states found that decreases in prescription opioid death 
rates within a state were not associated with increases in heroin death rates; in fact, increases 
in heroin overdose death rates were associated with increases in prescription opioid overdose 
death rates (6). In addition, a study examining trends in opioid pain reliever overdose 
hospitalizations and heroin overdose hospitalizations between 1993 and 2009 found that 
increases in opioid pain reliever hospitalizations predicted an increase in heroin overdose 
hospitalizations in subsequent years (7). Thus, the changing patterns of heroin use and 
overdose deaths are most likely the result of multiple, and possibly interacting, factors. 
Moreover, there is a lack of research examining recent trends in the prevalence of other 
substance use among persons using heroin, especially among the high-risk population of 
heroin users who meet diagnostic criteria for heroin abuse or dependence.

To improve understanding of current heroin use, abuse, and dependence trends and to identify 
individual-level risk factors that could help tailor prevention efforts, the Food and Drug 
Administration (FDA) and CDC examined demographic and substance use, abuse, and 
dependence trends among heroin users in the United States during 2002–2013.

Methods
Substance use data are derived from the 2002–2013 NSDUH surveys. The NSDUH is 
conducted annually by the Substance Abuse and Mental Health Services Administration and 
provides national- and state-level estimates of the use of illicit drugs, including nonmedical use 
of certain prescription drugs, alcohol, and tobacco among the civilian, noninstitutionalized 
population aged ≥12 years (2). NSDUH employs a state-based design with an independent, 
multistage area probability sample within each state and the District of Columbia (2). For this 
study, the 2002–2013 NSDUH public use files were combined in four, 3-year time intervals: 1) 
2002–2004; 2) 2005–2007; 3) 2008–2010; and 4) 2011–2013.

Past-year nonmedical use of prescription drugs is defined as using prescription drugs without 
having a prescription, or using prescription drugs only for the experience or feeling it causes, 
during the 12 months preceding the survey interview. Past-year use of marijuana, cocaine, or 
heroin is defined as use of the substance in the 12 months preceding the survey interview. Past-
year abuse or dependence of specific substances (commonly referred to as addiction) was 
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based on diagnostic criteria contained in the Diagnostic and Statistical Manual of Mental 
Disorders, Fourth Edition  (8).

Mortality data from the 2002–2013 Multiple Cause of Death Files from the National Vital 
Statistics System were analyzed to identify heroin-related drug overdose deaths (9). Heroin-
related drug overdose deaths were those assigned an underlying cause of death code of X40-
X44 (unintentional), X60-X64 (suicide), X85 (homicide), or Y10-Y14 (undetermined intent) 
with a contributing cause of death ICD-10 code T40.1 (heroin poisoning) using the 
International Classification of Diseases, Tenth Revision  (ICD-10).

First, to assess trends in heroin use in the United States, rates of past-year heroin use per 
1,000 persons aged ≥12 years were calculated overall and stratified by sex, age, race/ethnicity, 
place of residence, annual household income, insurance coverage, and substance use (past-year 
use of marijuana, cocaine, opioid pain relievers, other psychotherapeutics [tranquilizers, 
sedatives, and stimulants], and past-month binge drinking) for each study time interval. In 
addition, the percentage of past-year heroin users who also used at least one other drug in the 
past year were calculated.

Second, to assess high-risk use of other substances among past-year heroin users, the 
percentages of past-year heroin users who met diagnostic criteria for past-year alcohol, 
marijuana, cocaine, or opioid pain reliever abuse or dependence were calculated. All rates are 
based on U.S Census Bureau population estimates. Two-sided t-tests were used to assess 
statistically significant differences between 2011–2013 rates and earlier survey year groups. To 
assess trends, bivariate logistic regression models were applied to test p-values of beta 
coefficients of the year variable.

Third, to identify individual-level risk factors associated with the subset of past-year heroin 
users who met diagnostic criteria for heroin abuse or dependence, a multivariable logistic 
regression model incorporating sex, age group, race/ethnicity group, place of residence, annual 
household income categories, insurance coverage, and the presence or absence of past-year 
alcohol, marijuana, cocaine, opioid pain relievers, or other psychotherapeutic abuse or 
dependence was estimated using the 2011–2013 NSDUH data. Associations were reported as 
adjusted odds ratios with 95% confidence intervals.

Finally, Pearson's correlation coefficient (r) was used to assess correlation between the trend in 
rates of heroin abuse or dependence and heroin-related drug overdose deaths during 2002
–2013.

Results
The weighted interview response rate for the NSDUH during the study period (2002–2013) 
ranged from 72% to 79% each year. The annual average rate of past-year heroin use in 2011
–2013 was 2.6 per 1,000 persons aged ≥12 years (Table 1). This rate was significantly higher 
than the rates for 2002–2004 (1.6) and 2005–2007 (1.8), and represents a 62.5% increase 
since 2002–2004. Similarly, the overall rate of people meeting diagnostic criteria for past-year 
heroin abuse or dependence increased significantly during the study period, from 1.0 per 1,000 
to 1.9 per 1,000, which represents a 90.0% increase overall and a 35.7% increase since 2008
–2010.

Rates of past-year heroin use were higher among men than women for all time intervals; the 
rate in 2011–2013 for men was 3.6 per 1,000 compared with 1.6 per 1,000 for women; the gap 
in rates between men and women narrowed between 2002–2004 and 2011–2013. Both men 
and women experienced significantly higher heroin use rates during 2011–2013 compared with 
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2002–2004 and 2005–2007. Among age groups, persons aged 18–25 years experienced the 
largest increase (108.6%) between 2002–2004 and 2011–2013.

The rate of past-year heroin use among non-Hispanic whites increased 114.3% from 1.4 per 
1,000 in 2002–2004 to 3.0 per 1,000 in 2011–2013. Past-year heroin use increased across the 
three annual household income levels (<$20,000; $20,000–$49,000; ≥$50,000) between 
2002–2004 and 2011–2013. Individuals with no health insurance as well as those with private 
or other insurance experienced statistically significant increases in heroin use rates between 
2002–2004 and 2011–2013.

During 2002–2013, past-year heroin use increased among persons reporting past-year use of 
other substances. The highest rate was consistently found among users of cocaine; during 2011
–2013, this rate was 91.5 per 1,000. During the study period, the largest percentage increase, 
138.2%, occurred among nonmedical users of opioid pain relievers. In this group, the past-year 
heroin use rate increased from 17.8 per 1,000 to 42.4 per 1,000, but was still considerably 
lower than the rate among cocaine users.

Overall, 96% of past-year heroin users reported use of at least one other drug during the past 
year, and 61% reported using at least three different drugs. In addition, a significant percentage 
of heroin users met diagnostic criteria for past-year abuse of, or dependence on, other 
substances (Figure 1). The percentage of heroin users with past-year marijuana, cocaine, or 
alcohol abuse or dependence remained stable during most of the study periods. However, the 
percentage of heroin users with opioid pain reliever abuse or dependence more than doubled 
from 20.7% in 2002–2004 to 45.2% in 2011–2013. By 2011–2013, opioid pain reliever abuse 
or dependence was more common among heroin users than alcohol, marijuana, or cocaine 
abuse or dependence.

The rate of heroin-related drug overdose deaths was stable at approximately 0.7 per 100,000 
during 2002–2006, and began to increase gradually through 2009, when the rate was 1.1 per 
100,000. Beginning in 2011, the overdose death rate increased sharply, from 1.4 per 100,000 
to 2.7 per 100,000 in 2013, a rate that represents a more than 286% increase since 2002 
(Figure 2). There was a strong positive correlation (r = 0.9; p<0.001) between the rates of past-
year heroin abuse or dependence and heroin-related drug overdose deaths over time.

The multivariable logistic regression model, adjusted for demographic and specific substance 
abuse or dependence variables (Table 2), indicates that the following characteristics were 
associated with higher odds of past-year heroin abuse or dependence: male sex; aged 18–25 
years; non-Hispanic white race/ethnicity; residence in a large urban area (Core Based 
Statistical Area with >1 million persons); <$20,000 annual household income; having no 
health insurance or having Medicaid; and having past-year abuse or dependence on alcohol, 
marijuana, cocaine, or opioid pain relievers. Among those with other substance abuse or 
dependence, the largest adjusted odds ratio (aOR) for heroin abuse or dependence was found 
among persons with opioid pain reliever abuse or dependence (aOR = 40.0; 95% CI = 24.6
–65.3), followed by persons with cocaine abuse or dependence (aOR = 14.7; 95% CI = 7.4
–29.2), marijuana abuse or dependence (aOR = 2.6; 95% CI = 1.5–4.6), and alcohol abuse or 
dependence (aOR = 1.8; 95% CI = 1.2–2.9).

Conclusions and Comment
There was a significant increase in the rate of past-year heroin use in the United States 
between 2002–2004 and 2011–2013. Rates remained highest among males, persons aged 18
–25 years, persons with annual household incomes <$20,000, persons living in urban areas, 
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and persons with no health insurance or with Medicaid. However, rates increased significantly 
across almost all study groups. The greatest increases in heroin use occurred in demographic 
groups that historically have had lower rates of heroin use: doubling among women and more 
than doubling among non-Hispanic whites. Of particular note is the near doubling in the rate 
of people with heroin abuse or dependence during the study period, with a 35.7% increase 
since 2008–2010 alone. This increase parallels the sharp increase in heroin-related overdose 
deaths reported since 2010.

This study also indicates that the problem of heroin abuse or dependence is not occurring in 
isolation. Past-year alcohol, marijuana, cocaine, and opioid pain reliever abuse or dependence 
were each significant risk factors for heroin abuse or dependence. Research has identified poly-
substance use as a risk factor for overdose death; most overdose deaths involve multiple drugs 
(10 ,11). In 2013, 59% of the 8,257 heroin-related overdose deaths in the United States involved 
at least one other drug (9). Data presented here indicate the relationship between heroin and 
opioid pain relievers, as well as the relationship between heroin and cocaine, was particularly 
strong. In fact, abuse or dependence on opioid pain relievers was the strongest risk factor for 
heroin abuse or dependence. Taken together, these results underscore the significance of 
heroin use in the context of broader poly-substance use, a finding that should be considered 
when prevention policies are being developed and implemented.

The increased availability and lower price of heroin in the United States has been identified as 
a potential contributor to rising rates of heroin use (12). According to data from the Drug 
Enforcement Administration's National Seizure System, the amounts of heroin seized each 
year at the southwest border of the United States were approximately ≤500 kg during 2000
–2008. This amount quadrupled to 2,196 kg in 2013 (12). Since 2010, increased availability of 
heroin has been accompanied by a decline in price and an increase in purity, which may 
contribute to its increased use in the United States (13). This increase in the amount of heroin 
seized, increased availability and purity, and decreased cost are temporally associated with the 
increases in heroin use, abuse and dependence, and mortality found in this study. Increasing 
availability points to the importance of public health and law enforcement partnering to 
comprehensively address this public health crisis.

This study is subject to several limitations. First, NSDUH data are self-reported, and their 
value depends on the truthfulness and accuracy of individual respondents; under- or over-
reporting might occur. Second, because the survey is cross-sectional and different individuals 
were sampled each year, it is not possible to infer causality from the observed associations. 
Third, because NSDUH only captures noninstitutionalized civilians, it excludes active duty 
military personnel, homeless and incarcerated populations, and persons in residential 
substance abuse treatment programs. Therefore, the drug use estimates in this study might not 
be generalizable to the total U.S. population, particularly for estimates of uncommonly used 
drugs like heroin. Finally, the heroin mortality rate is underestimated in the Multiple Cause of 
Death Files, because the specific drug or drugs involved in the overdose is not specified in 
approximately 25% of death certificates where the cause of death is drug overdose (14).

These findings indicate significant increases in heroin use across a growing number of 
demographic groups, including women, the privately insured, and persons with higher 
incomes. In fact, the gaps in heroin use rates between groups such as men and women, persons 
with low and higher incomes, and Medicaid and private insurance beneficiaries have narrowed 
during the past decade. These findings are consistent with recent research documenting 
significant demographic shifts among people entering heroin addiction treatment over the last 
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40 to 50 years (4). In addition, persons using heroin are abusing multiple other substances, 
especially cocaine and opioid pain relievers.

A comprehensive response that targets the wider range of demographic groups using heroin 
and addresses the key risk factors for heroin abuse and dependence is needed. Specifically, a 
focus on reducing opioid pain reliever abuse is needed given the strong association between 
opioid pain relievers and heroin abuse and dependence seen in this study, and prior research 
indicating that the rate of heroin initiation among people with a history of nonmedical use of 
opioid pain relievers was approximately 19 times greater than those with no history of 
nonmedical use (3). Interventions such as prescription drug monitoring programs to reduce 
inappropriate prescribing of opioids and enable the early identification of persons 
demonstrating problematic use must be strengthened. The increases in the number of people 
with heroin abuse or dependence and those dying from heroin-related overdose, as well as the 
recent increases in hepatitis C virus (HCV) and human immunodeficiency virus (HIV) 
associated with injection drug use (15,16), underscore the critical importance of improving 
access to, and insurance coverage for, evidence-based substance abuse treatment. In particular, 
medication-assisted treatment for opioid use disorders has been shown to reduce opioid use 
and mortality, and to reduce risk behaviors that transmit HCV and HIV (17). The increases in 
abuse or dependence and overdose deaths also highlight the urgent need to expand overdose 
recognition and response training and broaden access to naloxone to treat opioid pain reliever 
and heroin overdoses.
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K ey  Po in t s

• Heroin use in the United States increased 63% from 2002 through 2013. This increase 
occurred among a broad range of demographics, including men and women, most age 
groups, and all income levels.

• As heroin use, abuse, and dependence have increased, so have heroin-related overdose 
deaths. From 2002 through 2013, the rate of heroin-related overdose deaths nearly 
quadrupled.

• Persons often use heroin with other substances, including marijuana, cocaine, alcohol, 
and opioid pain relievers. This practice is especially dangerous.

• Groups with an increased risk for heroin abuse or dependence include men, persons aged 
18–25 years, non-Hispanic whites, persons with annual household income less than 
$20,000, Medicaid recipients, and the uninsured.

• States play a key role in addressing heroin use, abuse, dependence, and overdose. States 
can implement strategies to reduce the abuse of opioid pain relievers, the strongest risk 
factor for heroin abuse or dependence. They can also improve access and insurance 
coverage for medication-assisted treatment for opioid use disorders and expand access 
and training for naloxone administration to reverse overdoses.
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• Additional information is available at http://www.cdc.gov/vitalsigns.

TABLE 1. An n ual ave rage  rate s * o f pas t-ye ar he ro in  use † by de m o graphic an d 
subs tan ce  use  characte ris tics , by tim e  pe rio d  — Un ite d State s , 2 0 0 2– 20 13

Characte ris tic

An n ual ave rage  rate % chan ge

20 0 2– 20 0 4 2 0 0 5– 2 0 0 7 2 0 0 8
– 20 10 2 0 11– 2 0 13 2 0 0 8

– 20 10  
to  
2 0 11
– 20 13

20 0 2
– 2 0 0 4  
to  
20 11
– 2 0 13Rate (9 5% 

CI) Rate (9 5% 
CI) Rate (9 5% 

CI) Rate (9 5% 
CI)

Ove rall pas t-
ye ar he ro in  use 1.6§§§ (1.4

–1.9) 1.8§§ (1.4
–2.1) 2.3 (2.0

–2.7) 2.6 (2.2
–2.9) 13.0 62.5¶

Ove rall pas t-
ye ar he ro in  
abus e  o r 
de pe n de n ce

1.0§§§ (0.8
–1.2) 1.0§§§ (0.8

–1.3) 1.4§ (1.2
–1.7) 1.9 (1.6

–2.2) 35.7 90.0¶

Se x

Male 2.4§§ (1.9
–2.9) 2.6§ (2.0

–3.2) 3.3 (2.6
–4.1) 3.6 (3.0

–4.3) 9.1 50.0¶

Female 0.8§§ (0.6
–1.1) 1.0§ (0.8

–1.3) 1.5 (1.2
–1.9) 1.6 (1.2

–1.9) 6.7 100.0¶

Age  (yrs )

12–17 1.8 (1.3
–2.5) 1.3 (1.0

–1.7) 1.4 (1.0
–2.0) 1.6 (1.2

–2.2) 14.3 -11.1

18–25 3.5§§§ (2.9
–4.3) 4.9§§§ (4.0

–5.9) 5.3§ (4.7
–6.1) 7.3 (6.4

–8.3) 37.7 108.6¶

≥26 1.2§ (1.0
–1.6) 1.3 (0.9

–1.8) 1.9 (1.6
–2.4) 1.9 (1.4

–2.4) 0.0 58.3¶

Race / Ethn icity

Non-Hispanic 
white 1.4§§§ (1.2

–1.7) 1.6§§§ (1.3
–1.9) 2.6 (2.2

–3.0) 3.0 (2.6
–3.5) 15.4 114.3¶

Other 2.0 (1.4
–2.9) 2.2 (1.5

–3.2) 1.9 (1.3
–2.7) 1.7 (1.3

–2.2) -10.5 -15.0

Place  o f re s ide n ce
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CBSA with ≥1 
million persons

1.8§§ (1.4
–2.2)

2.0§ (1.5
–2.6)

2.4 (2.0
–2.9)

3.0 (2.4
–3.6)

25.0 66.7¶

Other area 1.4§ (1.1
–1.8) 1.5§ (1.2

–1.9) 2.3 (1.8
–2.9) 2.1 (1.7

–2.5) -8.7 50.0¶

An n ual ho use ho ld in co m e

<$20,000 3.4§ (2.5
–4.6) 3.3§§ (2.4

–4.6) 4.4 (3.4
–5.7) 5.5 (4.5

–6.8) 25.0 61.8¶

$20,000
–$49,999 1.3§§ (1.0

–1.7) 1.9 (1.5
–2.5) 2.7 (2.0

–3.6) 2.3 (1.8
–3.0) -17.4 76.9¶

≥$50,000 1.0§ (0.7
–1.4) 1.0 (0.6

–1.6) 1.4 (1.2
–1.7) 1.6 (1.3

–1.9) 14.3 60.0¶

H e alth  in suran ce  co ve rage

None 4.2§ (3.0
–5.9) 4.8 (3.6

–6.4) 6.3 (4.9
–8.0) 6.7 (5.4

–8.2) 6.3 59.5¶

Medicaid 4.3 (3.0
–6.0) 4.7 (3.1

–7.0) 4.3 (3.3
–5.6) 4.7 (3.7

–5.9) 8.9 9.3

Private or other 0.8§§ (0.7
–1.0) 0.8§§ (0.6

–1.0) 1.3 (1.0
–1.6) 1.3 (1.1

–1.6) 0.0 62.5¶

Subs tan ce  use

Past-month binge 
drinking 3.7§§ (3.0

–4.5) 4.1§ (3.3
–5.1) 5.2 (4.3

–6.3) 5.8 (4.4
–6.4) 11.5 56.8¶

Past-year 
marijuana use 11.6§§ (9.5

–14.1) 13.2 (10.6
–16.4) 14.4 (12.6

–16.6) 16.9 (14.4
–19.8) 17.4 45.7¶

Past-year cocaine 
use 48.9§§§ (40.2

–59.3) 57.6§§§ (45.9
–72.2) 68.3§ (55.4

–83.9) 91.5 (78.2
–106.8) 34.0 87.1¶

Past-year opioid 
pain reliever 
nonmedical use

17.8§§§ (14.3
–22.0) 25.1§§§ (19.9

–31.7) 34.0§ (28.9
–39.8) 42.4 (36.6

–49.1) 24.7 138.2¶

Past-year other 
psychotherapeutic 
nonmedical use**

23.1§§§ (18.6
–28.7) 28.5§§§ (23.1

–35.1) 41.6 (33.8
–51.0) 45.6 (38.9

–53.4) 9.6 97.4¶

Abbre viatio n s : CBSA = Core Based Statistical Area; CI = confidence interval.

* Rate is per 1,000 population of each analytic group.
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† Past-year heroin use is defined as any use of heroin in the 12 months preceding the National 
Survey on Drug Use and Health survey interview.

§ Rate is statistically significantly different from 2011–2013 rate; §p<0.05; §§p<0.01; 
§§§p<0.001.

¶ p-value for trend <0.05.

** Other psychotherapeutics includes tranquilizers, sedatives, and stimulants.

FIGURE 1. An n ual ave rage  pe rce n tage  o f pas t-ye ar he ro in  use rs* w ith  pas t-ye ar 
se le cte d subs tan ce  abuse  o r de pe n de n ce , by tim e  in te rval — Un ite d  State s , 20 0 2
– 2 0 13

* Past-year heroin use defined as any use of heroin in the 12 months preceding the National 
Survey on Drug Use and Health survey interview.

† p-value for trend <0.05.

§ Rate is statistically significantly different from 2011–2013 rate; p<0.001.

¶ Rate is statistically significantly different from 2011–2013 rate; p<0.05.
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Alte rn ate  Te xt: The figure above is a bar graph showing the annual average percentage of 
past-year heroin users with past-year abuse dependence on alcohol, marijuana, cocaine, or 
opioid pain relievers, during four periods: 2002-2004; 2005-2007; 2008-2010; and 2011-
2013, based on data from the National Survey on Drug Use and Health surveys during 2002-
2013. The percentage of heroin users with opioid pain reliever abuse or dependence more than 
doubled, from 20.7% in 2002-2004 to 45.2% in 2011-2013. 

FIGURE 2 . Rate s  o f pas t-ye ar he ro in  abus e  o r de pe n de n ce * an d he ro in -re late d 
o ve rdo s e  de aths  — Un ite d State s , 2 0 0 2 – 2 0 13

* Past-year heroin abuse or dependence is based on diagnostic criteria contained in the 
Diagnostic and Statistical Manual of Mental Disorders, 4th Edition .

Alte rn ate  Te xt: The figure above is a histogram comparing the rates of past-year heroin 
abuse or dependence and heroin-related overdose deaths in the United States, by year, during 
2002-2013, which shows a strong positive correlation between the two. Heroin-related 
overdose deaths increased by 286% from 2002 to 2013. 
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TABLE 2 . Multivariable  lo gis tic re gre s s io n  an alys is  o f de m o graph ic an d 
subs tan ce  use  characte ris tics  as s o ciate d w ith  pas t-ye ar he ro in  abuse  o r 
de pe n de n ce * — Un ite d State s , 2 0 11– 2 0 13

Characte ris tic
Pas t-ye ar he ro in  abuse  o r de pe n de n ce

aOR (9 5% CI)

Se x

Male 2.1††† (1.4–3.0)

Female 1.0

Age  (yrs )

12–17 0.3†† (0.1–0.6)

18–25 1.0

26 0.6†† (0.4–0.9)

Race / Ethn icity

Non-Hispanic white 3.1††† (1.8–5.1)

Other 1.0

Ge o graphy

Residing in CBSA with ≥1 million persons 2.4††† (1.5–3.6)

Residing in other area 1.0

H o us e ho ld in co m e  (an n ual)

<20,000 1.0

$20,000-$49,999 0.5†† (0.3–0.7)

≥$50,000 or more 0.6† (0.3–0.9)

In s uran ce  co ve rage

None 3.1††† (2.2–4.3)

Medicaid 3.2††† (1.9–5.4)

Private or other 1.0

Pas t-ye ar subs tan ce  abuse  o r de pe n de n ce §

Alcohol 1.8†† (1.2–2.9)
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Marijuana 2.6†† (1.5–4.6)

Cocaine 14.7††† (7.4–29.2)

Opioid pain relievers 40.0††† (24.6–65.3)

Other psychotherapeutics¶ 1.6 (0.8–3.2)

Abbre viatio n s : aOR = adjusted odds ratio; CBSA = Core Based Statistical Area; CI = 
confidence interval.

* Past-year heroin abuse or dependence is based on diagnostic criteria contained in the 
Diagnostic and Statistical Manual of Mental Disorders, 4th Edition .

† Statistically significant finding; †p<0.05; ††p<0.01; †††p<0.001.

§ Referent group is no past-year abuse or dependence.

¶ Other psychotherapeutics includes tranquilizers, sedatives, and stimulants.

Use of trade names and commercial sources is for identification only and does not imply endorsement by the 
U.S. Department of Health and Human Services. 

References to non-CDC sites on the Internet are provided as a service to MMW R  readers and do not constitute 
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Human Services. CDC is not responsible for the content of pages found at these sites. URL addresses listed in 
MMW R  were current as of the date of publication.

All MMW R  HTML versions of articles are electronic conversions from typeset documents. This conversion might 
result in character translation or format errors in the HTML version. Users are referred to the electronic PDF 
version (http://www.cdc.gov/mmwr) and/or the original MMW R  paper copy for printable versions of official text, 
figures, and tables. An original paper copy of this issue can be obtained from the Superintendent of Documents, 
U.S. Government Printing Office (GPO), Washington, DC 20402-9371; telephone: (202) 512-1800. Contact GPO 
for current prices.

**Questions or messages regarding errors in formatting should be addressed to 
mmwrq@cdc.gov.
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HEALTH 

Prescription Drug Abuse: Top 10 Things CDC 
Says You Should Know

BY JASON KANE April 30, 2013 at 1:35 PM EDT

Linebacker Austin Box of the Oklahoma Sooners takes a break during a game in 2010. 
Box died of an accidental prescription drug overdose the following year.
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Austin Box “gutted through” pain. Even after a bad blow to his back that ruptured a disc, 

the linebacker for the University of Oklahoma Sooners played through the pain that 

lingered after rehab.

He was upbeat, alert and seemingly at the top of his physical game on a three-day trip to 

St. Louis with his father in 2011. But the day after they returned, Austin was found 

unconscious in a friend’s home. He died after being taken to the hospital, at age 22.

The toxicology report showed five different pain medications and an anti-anxiety drug in 

Austin’s system — a cocktail that ended up stopping his heart.

In the months that followed, Craig Box, Austin’s father, couldn’t help thinking back over 

their trip to St. Louis for signs of an addiction. “I saw nothing that gave me any indication 

that this was an issue,” he said — no sign that his “all-American” son was about to 

become part of an increasingly American statistic.

Overdose deaths from prescription painkillers have quadrupled nationwide in recent 

years, rising from 4,030 deaths in 1999 to 16,651 in 2010. According to Dr. Thomas 

Frieden, director of the Centers for Disease Control and Prevention, 125,000 lives were 

lost in the last 10 years to legal drugs like Vicodin, OxyContin and methadone.

In fact, deaths from prescription painkillers, or “opioids,” as they’re also known, now 

outpaces those attributed to heroin and cocaine combined.

But the problem runs deeper still. For every overdose death from prescription painkillers, 

the CDC estimates there are:

• 10 treatment admissions for abuse

• 32 emergency department visits for misuse or abuse

• 130 people who abuse or are dependent

• 825 people who take prescription painkillers for non-medical use
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How did America’s drug problem shift from the streets to the medicine cabinet so 

quickly?

On Tuesday’s PBS NewsHour broadcast, health correspondent Betty Ann Bowser travels 

to Oklahoma — the No. 1 state for prescription painkiller abuse — to talk with the Box 

family about how Austin may have become hooked on prescription drugs and how he 

was able to hide the addiction from his family. She also sits down with the CDC’s Frieden 

to hear more about the scope of the problem nationwide and what might be done about 

it.

In the meantime, the CDC has compiled a list of 10 things you should know about 

prescription drug abuse. Questions? Leave them in the comments section below, and a 

CDC official will try to answer them on the NewsHour’s website in the days ahead.

Top 10 You Should Know About Prescription Drug Abuse, According to the CDC

1. Drug overdoses now kill more Americans than motor vehicle crashes.

Drug overdoses killed more than 38,000 people in 2010; about 105 deaths per day. Of 

these deaths, prescription painkiller overdoses killed 16,500 people; about 45 deaths per 

day. “Prescription painkillers” refers to opioid or narcotic pain relievers, such as Vicodin 

(hydrocodone), OxyContin (oxycodone), Opana (oxymorphone), and methadone.

2. Enough painkillers were prescribed in 2010 to medicate each American adult 
every four hours for one month.

The amount of painkillers being prescribed is growing significantly. In fact, the quantity 

of prescription painkillers sold to pharmacies, hospitals, and doctors offices was four 

times higher in 2010 than in 1999.

3. Deaths from prescription painkillers have reached epidemic levels in the past 
decade.
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The number of prescription painkiller overdose deaths is now greater than the number of 

deaths from heroin and cocaine combined. And the number of deaths from prescription 

painkillers is growing fast. The number of deaths from prescription painkillers increased 
from 4,030 deaths in 1999 to 16,651 deaths in 2010. This means that prescription 

painkiller overdoses killed four times as many people in 2010 than in 1999.

4. Roughly one in 20 people in the US reported using prescription painkillers for 
non-medical reasons in the past year.

A big part of the prescription drug overdose problem is non-medical use of prescription 

painkillers — using drugs without a prescription, or using drugs just for the “high.” Most 

people using drugs without a prescription obtain them from people they know, who 

originally got them from doctors.

5. You can help prevent prescription drug overdoses. 

Steps you can take include the following:

• Use prescription painkillers only as directed by a health care provider.

• Store prescriptions drugs in a secure place and dispose of them properly.

• Do not sell or share prescription painkillers with others.

• For people who think they have a prescription drug abuse problem, please contact 

1-800-662-HELP to find treatment resources.

6. The prescription drug overdose epidemic can be stopped through effective 
public health interventions.

In addition to the things you can do at home to keep yourself and your family safe, there 

are also community and state-wide strategies that help prevent prescription painkiller 

overdoses. These include programs and policies used by health care providers, insurers, 

and states. Learn more about public health interventions.
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7. States can start or improve prescription drug monitoring programs (PDMPs) 
and use Patient Review and Restriction (PRR) programs. 

These programs can help stop this epidemic, improve the coordination of care for 

patients, and ensure appropriate care for high-risk patients. Find out more about PDMPS 

and PRR program.

8. States can enforce policies aimed at reducing drug diversion, abuse, and 
overdose.

States can pass, enforce and evaluate pill mill, doctor shopping and other laws to reduce 

prescription painkiller abuse. Learn more about which state policies show promise in 

reducing prescription drug abuse and overdose.

9. States and communities can enhance access to substance abuse treatment.

Effective, accessible substance abuse treatment can reduce overdoses among people 

struggling with dependence and addiction. Learn more about substance abuse 

treatment.

10. Health care providers should use evidence-based clinical guidelines and 
practices to promote safe and effective use of prescription painkillers.

The following guidelines can help:

• Screening and monitoring for substance abuse and mental health problems.

• Prescribing prescription painkillers only when other treatments have not been 

effective for pain.

• Prescribing only the quantity of prescription painkillers needed based on the 

expected length of pain.

• Using patient-provider agreements combined with urine drug tests for people using 

prescription painkillers long term.
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• Talking with patients about safely using, storing and disposing of prescription 

painkillers.

Do you have questions about prescription drugs? Leave them in the comments section 
below, email them to us onlinehealth@newshour.org or send us a tweet @jasokane. A 
CDC official will try to answer your questions on the PBS NewsHour website in the days 
ahead.
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OFFICE OF NATIONAL DRUG CONTROL POLICY  
Office of Public Affairs 

______________________________________________________________________________ 
February 11, 2014 

 

FACT SHEET: OPIOID ABUSE IN THE UNITED STATES 

 

“Heroin use and prescription drug abuse can have deadly consequences…while heroin use is still far less 
common than prescription drug abuse, we will continue to ensure that agencies across the Federal 
Government – in close coordination with state and local authorities – continue to respond quickly and 
effectively to this significant threat.” 

― Gil Kerlikowske, Director of National Drug Control Policy, September 2013 

 

The abuse of opioids, 

a group of drugs that 

includes heroin and 

prescription 

painkillers, has a 

devastating impact on 

public health and 

safety in this country. 

According to the 

Centers for Disease 

Control and 

Prevention (CDC), 

approximately 100 

Americans died from 

overdose every day in 

2010.1 Prescription 

drugs were involved 

in more than half of the 38,300 overdose deaths that year, and opioid pain relievers were 

involved in over 16,600 of these deaths (see figure, above).2 There were about 3,000 drug 

poisoning deaths related to heroin. Drug overdose deaths even outnumbered deaths from 

gunshot wounds or motor vehicle crashes.3 

 

The Disease of Addiction 

As history has taught us, we cannot simply arrest our way out of the drug problem. While 

effective enforcement is essential to protecting our cities and neighborhoods from drug-related 

crime, reducing drug use requires a broader, multi-dimensional approach.  Science clearly 

demonstrates that addiction is a progressive disease of the brain that can be prevented and 

treated, and from which people can recover. With this in mind, the Administration has crafted a 

policy that recognizes we must treat substance use and the disease of addiction as a public 

health issue, not just a criminal justice issue. 

 



 

2 

Source:  SAMHSA, Center for Behavioral Health Statistics and Quality, National Survey on Drug Use and Health, 2009-2010

How Different Misusers of Pain Relievers Get Their Drugs

 

 

The Administration’s Response 

Since day one, the Obama Administration has deployed a comprehensive and evidence-based 

strategy to address the threat posed by opioid drugs. The Administration has significantly 

bolstered support for medication-assisted opioid treatment and overdose prevention, 

coordinated a government-wide response to the prescription drug abuse epidemic, and 

pursued action against criminal organizations trafficking in opioid drugs. 

 

 Key actions include: 

 

 In 2010, the Administration released its inaugural National Drug Control Strategy, 

which contains a wide array of actions and sets specific goals for reductions in drug use, 

including heroin.  The Strategy noted overdoses from opioids as a “growing national 

crisis” and directed the Department of Health and Human Services (HSS) to assist health 

care providers and first responders with training on how to respond to overdose. Also, 

for the first time, it contained support for the overdose-reversal medication naloxone. 

 

 In 2011, the Administration published a Prescription Drug Abuse Action Plan, which 

announced the goal of reducing overdose deaths involving opioids by 15 percent.  The 

Plan supports the expansion of state-based prescription drug monitoring programs, 

more convenient and environmentally responsible disposal methods for removing 

Research shows that many non-medical users obtain prescription medications from family and friends. 

http://www.whitehouse.gov/sites/default/files/ondcp/policy-and-research/ndcs2010.pdf
http://www.whitehouse.gov/ondcp/prescription-drug-abuse
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expired or unneeded medications from the home, training for health care providers in 

proper opioid prescribing and education of patients in consequences of prescription 

drug misuse, and reducing the prevalence of pill mills and doctor shopping through 

enforcement efforts. 

 

In June 2012, ONDCP Director Kerlikowske convened top officials from HHS, the 

Department of Justice (DOJ), and the Department of Defense (DOD) to discuss the latest 

data regarding heroin trends in the United States and the Administration response. 

ONDCP directed Federal public health and safety officials to increase data sharing, 

identify trends in substitution between prescription painkiller misuse and heroin use, 

and coordinate a timely and evidence-based response to any emerging trends in the use 

of opioids. 

 

 In August 2013, the Substance Abuse and Mental Health Services Administration 

released an Opioid Overdose Prevention Toolkit, which equips communities and local 

governments with material to develop policies and practices to help prevent opioid-

related overdoses and deaths.  The Toolkit addresses issues specific to first responders, 

treatment providers, and those recovering from opioid addiction. 

 

Spotlight: Reversing Opioid Overdose with Naloxone 

http://www.whitehouse.gov/ondcp/news-releases-remarks/readout-heroin-threat
http://store.samhsa.gov/product/Opioid-Overdose-Prevention-Toolkit/SMA13-4742
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The Obama Administration is also encouraging first responders to carry the overdose-reversal 

drug naloxone. When administered quickly and effectively, naloxone immediately restores 

breathing to a victim in the throes of an opioid overdose.  Because police are often the first on 

the scene of an overdose, the Administration strongly encourages local law enforcement 

agencies to train and equip their personnel in the use of this drug. Used in concert with “Good 

Samaritan” laws,  which grant immunity from criminal prosecution to those seeking medical 

help for someone experiencing an overdose, naloxone can save lives. (See map of states with 

naloxone access and Good Samaritan laws as of January 2014, above.) 

 

Responding in September 2012 to newly released data from the National Survey on Drug Use 

and Health, ONDCP Director Gil Kerlikowske underscored the Administration’s support for 

naloxone. “We actively support programs that encourage the use of naloxone among first 

responders,” he said. “We also applaud effective collaboration between law enforcement and 

public health groups who find common ground in overdose prevention.” 

 

Additional Resources 

 The Opioid Overdose Prevention Toolkit, available from the Substance Abuse and Mental 

Health Services Administration (SAMHSA), provides material for developing policies and 

practices to help prevent opioid-related overdoses: 

http://store.samhsa.gov/product/Opioid-Overdose-Prevention-Toolkit/SMA13-4742  

 SAMHSA’s Treatment Locator can help you find a drug treatment facility in your state: 

http://findtreatment.samhsa.gov/TreatmentLocator/faces/quickSearch.jspx 

 The American Society of Anesthesiologists teamed up with ONDCP to develop an Opioid 

Overdose Resuscitation Card with instructions for helping those suspected of an overdose: 

http://www.asahq.org/WhenSecondsCount/resources 

 

 

 

For more information on Obama Administration efforts to reduce drug use and its consequences while 

implementing effective drug policy reform, visit www.wh.gov/drugpolicyreform 

 

# # # 

 

 

 

 

 

Notes 

                                                 
1 Centers for Disease Control and Prevention, National Center for Health Statistics. Underlying Cause of Death 2000-2010 on CDC WONDER 

Online Database. Extracted December 12, 2012. 
2 Centers for Disease Control and Prevention, National Center for Health Statistics. Underlying Cause of Death 2000-2010 on CDC WONDER 

Online Database. Extracted February 11, 2013. 
3 Centers for Disease Control and Prevention, National Center for Health Statistics. Underlying Cause of Death 2000-2010 on CDC WONDER 
Online Database. Extracted December 12, 2012. 
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Some medications have psychoactive (mind-altering) properties and, because of that, are 
sometimes abused—that is, taken for reasons or in ways or amounts not intended by a 
doctor, or taken by someone other than the person for whom they are prescribed. In fact, 
prescription and over-the-counter (OTC) drugs are, after marijuana (and alcohol), the most 
commonly abused substances by Americans 14 and older.
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The classes of prescription drugs most commonly abused are: opioid pain relievers, such as 
Vicodin or Oxycontin; stimulants for treating Attention Deficit Hyperactivity Disorder (ADHD), 
such as Adderall, Concerta, or Ritalin; and central nervous system (CNS) depressants for 
relieving anxiety, such as Valium or Xanax.  The most commonly abused OTC drugs are 

cough and cold remedies containing dextromethorphan.

People often think that prescription and OTC drugs are safer than illicit drugs, but that’s only 
true when they are taken exactly as prescribed and for the purpose intended. When abused, 
prescription and OTC drugs can be addictive and put abusers at risk for other adverse health 
effects, including overdose—especially when taken along with other drugs or alcohol.

How Are Prescription Drugs Abused?

Prescription and OTC drugs may be abused in one or more of the following ways:

Taking a m edicat ion that  has been prescribed for som ebody else. Unaware of the dangers of 
sharing medications, people often unknowingly contribute to this form of abuse by sharing 
their unused pain relievers with their family members. 

Most  teenagers w ho abuse prescript ion drugs are given 
them  for free by a fr iend or re lat ive.

Taking a drug in a higher quant it y or in another m anner than prescribed. Most prescription 
drugs are dispensed orally in tablets, but abusers sometimes crush the tablets and snort or 
inject the powder. This hastens the entry of the drug into the bloodstream and the brain and 
amplifies its effects.

1
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Taking a drug for another purpose than prescribed. All of the drug types mentioned can 
produce pleasurable effects at sufficient quantities, so taking them for the purpose of getting 
high is one of the main reasons people abuse them.

ADHD drugs like Adderall are also often abused by students seeking to improve their 
academic performance. However, although they may boost alertness, there is little evidence 
they improve cognitive functioning for those without a medical condition.

How Do Prescription and OTC Drugs Affect the Brain?

Taken as intended, prescription and OTC drugs safely treat specific mental or physical 
symptoms. But when taken in different quantities or when such symptoms aren’t present, 
they may affect the brain in ways very similar to illicit drugs.

For example, stimulants such as Ritalin achieve their effects by acting on the same 
neurotransmitter systems as cocaine. Opioid pain relievers such as OxyContin attach to the 
same cell receptors targeted by illegal opioids like heroin. Prescription depressants produce 
sedating or calming effects in the same manner as the club drugs GHB and rohypnol. And 
when taken in very high doses, dextromethorphan acts on the same cell receptors as PCP or 
ketamine, producing similar out-of-body experiences.

When abused, all of these classes of drugs directly or indirectly cause a pleasurable increase 
in the amount of dopamine in the brain’s reward pathway. Repeatedly seeking to experience 
that feeling can lead to addiction.
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What Are the Other Health Effects of Prescription and OTC 
Drugs?

Opioids can produce drowsiness, cause constipation, and—depending upon the amount 
taken—depress breathing. The latter effect makes opioids particularly dangerous, especially 
when they are snorted or injected or combined with other drugs or alcohol.

More people die from overdoses of prescription opioids than from all other drugs combined, 
including heroin and cocaine (see "The Prescription Opioid Abuse Epidemic" below).

Opioids and Brain Damage

While the relationship between opioid overdose and depressed respiration (slowed 
breathing) has been confirmed, researchers are also studying the long-term effects on 
brain function. Depressed respiration can affect the amount of oxygen that reaches the 
brain, a condition called hypoxia. Hypoxia can have short- and long-term psychological 
and neurological effects, including coma and permanent brain damage.

Researchers are also investigating the long-term effects of opioid addiction on the brain. 
Studies have shown some deterioration of the brain’s white matter due to heroin use, 
which may affect decision-making abilities, the ability to regulate behavior, and 
responses to stressful situations.

The Prescription Opioid Abuse Epidemic

Over 2 million people in the United States suffer from substance use disorders related to 
prescription opioid pain relievers. The terrible consequences of this epidemic include 
overdose deaths, which have more than quadrupled in the past decade and a half. The 
causes are complex, but they include overprescription of pain medications. In 2013, 207 
million prescriptions were written for prescription opioid pain medications.
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Stimulants can have strong effects on the cardiovascular system. Taking high doses of a 
stimulant can dangerously raise body temperature and cause irregular heartbeat or even 
heart failure or seizures. Also, taking some stimulants in high doses or repeatedly can lead to 
hostility or feelings of paranoia.

CNS depressants slow down brain activity and can cause sleepiness and loss of coordination. 
Continued use can lead to physical dependence and withdrawal symptoms if discontinuing 
use.

Dextromethorphan can cause impaired motor 
function, numbness, nausea or vomiting, and 
increased heart rate and blood pressure. On rare 
occasions, hypoxic brain damage—caused by 
severe respiratory depression and a lack of 
oxygen to the brain—has occurred due to the 
combination of dextromethorphan with 
decongestants often found in the medication.

All of these drugs have the potential for 
addiction, and this risk is amplified when they 
are abused. Also, as with other drugs, abuse of 
prescription and OTC drugs can alter a person’s 

Prescription Opioid 
Abuse: A First Step to 
Heroin Use?

Prescription opioid pain medications 
such as Oxycontin and Vicodin can 
have effects similar to heroin when 
taken in doses or in ways other than 
prescribed, and research now 
suggests that abuse of these drugs 
may actually open the door to heroin 
abuse.
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judgment and decision making, leading to 
dangerous behaviors such as unsafe sex and 
drugged driving.

Learn More

For more information on prescription and OTC 
drugs, please refer to the following sources on 
NIDA’s Web site:

Research Report: Prescription Drugs

Prescription Stimulants (Abuse) Health 
Effects

Prescription Sedatives, sleeping pills*, or 
anxiolytics (Abuse) Health Effects

Prescription Opioids (Abuse) Health Effects

References

1. These are proprietary names of particular drug products. Generic versions may also 
exist.

This publication is available for your use and may be reproduced in its ent irety without 
permission from NIDA. Citation of the source is appreciated, using the following 
language: Source: National Institute on Drug Abuse; National Institutes of Health; U.S. 
Department of Health and Human Services.

This page was last  updated December 2014

Nearly half of young people who 
inject heroin surveyed in three 
recent studies reported abusing 
prescription opioids before starting 
to use heroin. Some individuals 
reported taking up heroin because it 
is cheaper and easier to obtain than 
prescription opioids.

Many of these young people also 
report that crushing prescription 
opioid pills to snort or inject the 
powder provided their initiation into 
these methods of drug 
administration.

NI H...Turning Discovery I nto Health®
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Fact Sheets

Prescription Drug Abuse 
The Centers for Disease Control and Prevention has classified prescription drug abuse as an epidemic. While 
there has been a marked decrease in the use of some illegal drugs like cocaine, data from the National 
Survey on Drug Use and Health (NSDUH) show that nearly one-third of people aged 12 and over who used 
drugs for the first time in 2009 began by using a prescription drug non-medically.

Some individuals who misuse prescription drugs, particularly teens, believe these substances are safer than 
illicit drugs because they are prescribed by a healthcare professional and dispensed by a pharmacist. 
Addressing the prescription drug abuse epidemic is not only a top priority for public health, it will also help 
build stronger communities and allow those with substance abuse disorders to lead healthier, more 
productive lives. 

See our fact sheet on opioids and overdose. 

ONDCP's Prescription Drug Abuse Prevention Plan
The 2011 Prescription Drug Abuse Prevention Plan expands upon the Obama Administration's National Drug 
Control Strategy and includes action in four major areas to reduce prescription drug abuse:

• Education. A crucial first step in tackling the problem of prescription drug abuse is to educate parents, 
youth, and patients about the dangers of abusing prescription drugs, while requiring prescribers to 
receive education on the appropriate and safe use, and proper storage and disposal of prescription 
drugs.

• Monitoring. Implement prescription drug monitoring programs (PDMPs) in every state to reduce 
“doctor shopping” and diversion, and enhance PDMPs to make sure they can share data across states 
and are used by healthcare providers.

• Proper Medication Disposal. Develop convenient and environmentally responsible prescription drug 
disposal programs to help decrease the supply of unused prescription drugs in the home.

• Enforcement. Provide law enforcement with the tools necessary to eliminate improper prescribing 
practices and stop pill mills.

Read the full plan: Epidemic: Responding to America’s Prescription Drug Abuse Crisis and the related action 
items.

Watch a replay of the Prescription Drug Abuse Prevention Plan release event at the National Press Club.

Research
According to the recent Monitoring the Future study – the Nation's largest survey of drug use among young 
people – prescription drugs are the second-most abused category of drugs after marijuana. In addition, the 
latest National Survey on Drug Use and Health shows that over 70 percent of people who abused 
prescription pain relievers got them from friends or relatives, while approximately 5 percent got them from a 
drug dealer or over the Internet. Further, opiate overdoses, once almost always due to heroin use, are now 
increasingly due to abuse of prescription painkillers. In our military, illicit drug use increased from 5% to 12% 
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among active duty service members from 2005 to 2008, primarily due to non-medical use of prescription 
drugs.

The number of prescriptions filled for opioid pain relievers – some of the most powerful medications available 
– has increased dramatically in recent years. From 1997 to 2007, the milligram-per-person use of prescription 
opioids in the U.S. increased from 74 milligrams to 369 milligrams, an increase of 402%. In addition, in 2000, 
retail pharmacies dispensed 174 million prescriptions for opioids; by 2009, 257 million prescriptions were 
dispensed, an increase of 48%. As the chart below demonstrates, these increases mirror increases in 
prescription drug abuse.

Click to enlarge.

Click to enlarge.

For more research and data, visit: Centers for Disease Control and Prevention presentation on Prescription 
Drug Overdoses: An American Epidemic (Video).

What You Can Do
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Because prescription drugs are legal, they are easily accessible. Parents, law enforcement, the medical 
community, and all levels of government have a role to play in reducing prescription drug abuse. Here are 
some things you can do to reduce the abuse of prescription drugs:

• Follow disposal guidelines: No matter who you are, you can help address this issue in your home. By 
following the guidelines, you reduce the risk of unintentional diversion or harm. Learn how to dispose of 
unused medicines, read the frequently asked questions about safe drug disposal, and get information 
on drug poisoning.

• Talk to your kids: It's important that our children learn about the use and abuse of prescription drugs. 
For tips on having conversations with kids, read Time to Talk for tools to talk to preschoolers and grade
-schoolers, Teen Culture or tips with teens, and view sample conversation starters.

• Take advantage of community take-back programs: Call your city or county government's 
household trash and recycling service or your local police or sheriff's department to see if a take-back 
program is available in your community.

• Seek treatment and support individuals in recovery: If you or a loved one needs help with a 
substance use disorder, find a treatment center near you today. Thousands of individuals who have 
struggled with substance use now have healthy and happy lives with the help of treatment and 
recovery services.

Partner Programs
Successful substance-abuse prevention programs, combined with public education and penalties for those 
who fail to comply with the law, will continue to receive support in the effort to reduce prescription drug abuse. 
Here are some programs:

• Drug-Free Communities Support Program (DFC) - Funding hundreds of communities around the 
country, the DFC program helps communities identify and respond to local substance abuse issues.

• National Youth Anti-Drug Media Campaign - A campaign aimed at preventing and reducing youth drug 
use across the country by increasing teen exposure to anti-drug messages with a highly visible national 
media presence and on-the-ground activities, including a number of free online resources to help 
prevent teen prescription and over-the-counter (OTC) drug abuse.

Resources
• Fact Sheet: Prescription Drugs: A Response to the Epidemic of Prescription Drug Abuse (PDF)

• National Institute on Drug Abuse (NIDA): PEERx resource for teens  

• National Institute on Drug Abuse (NIDA): Prescription Drugs: Abuse and Addiction

• Combating Misuse and Abuse of Prescription Drugs: Q&A with Michael Klein, Ph.D.

• Trends in Wyoming PMP Prescription History Reporting: Evidence for a Decrease in Doctor Shopping? 
(PDF)
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Need Help Overcom ing Opium  addiction?
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Opium and heroin are not one and the 
same, but opium is used to make heroin.

Home › What is Opium? › Is Opium Heroin?

Is Opium Heroin?

A Breakdown of the Opium Class of 
Drugs

The terms opioid, opiate, opium and heroin are sometimes 

used interchangeably. This can be confusing for people 

because the terms are not the same things, instead some of 

the terms are sub groups of the other terms.

Below is a breakdown from top to bottom on the 

terminology for the opium drug class.

Opium: First is opium. Opium is the substance that is 

produced from the poppy plant that ALL of the opium 

drugs, such as heroin, opioids, and opiates, are made from. 

Basically opium is the starting point. In opium a person will find alkaloids like morphine and codeine.

Opiate: Opiate is the term that is used for ALL of the opium-derived 

drugs. So basically, drugs in the opium class, are not called opium 

drugs…they are called opiates. This includes heroin, morphine, codeine, 

and all of the prescription painkillers that are synthetic morphine.

Heroin: Heroin is a manmade drug because it is processed morphine 

(That comes from opium) that people illegally make. This is typically 

done by people adding other ingredients to morphine that dissolve 

slowly in a person’s body to produce a longer acting high.

According to the National Institute on Drug Abuse, in the brain heroin is converted back to morphine, which then 

binds to molecules on cells known as opioid receptors. These opioid receptors are located in various areas of the 

brain, especially those involved in the perception of pain. Moreover, opioid receptors are also located in the brain 

stem, which controls automatic processes critical for life, such as respiration, blood pressure and arousal.

Opioids: Opioids are the term used to specifically refer to prescription painkillers, or synthetically made morphine or 

codeine. The term opioids refers to drugs such as OxyContin, Percodan, Percocet, and Vicodin.

Is Opium Heroin?

According to the National Institute on Drug Abuse, heroin is a powerful opioid drug that is synthesized from 

morphine. Morphine is a naturally occurring substance that is extracted from the seed pod of the Asian opium poppy 

plant. Heroin generally appears as a brown or white powder or as a black sticky substance, known as black tar heroin.

Heroin is made from opium, but opium is not the same thing as heroin. Opium contains various alkaloids, one of which 

is morphine, and morphine is what heroin is created from. Heroin is also an illicit manmade drug, whereas opium is a 

completely natural substance. These two drugs are not the same, but both are extremely powerful sedatives that can 

be fatal if a person takes too much of either one. In addition, both drugs are extremely addictive and will cause a 

person to form a dependency to them.
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Heroin and opium are derived from 
the same plant – the poppy.

Home › Opium Derivatives › Similarities Between Opium & Heroin

Similarities Between Opium & Heroin

There are many similarities between opium and heroin. 

Opium is an opiate that is derived from the poppy plant and 

commonly smoked to produce euphoric effects. Much like 

heroin, this drug produces relaxation and is a central 

nervous system depressant that can cause labored 

breathing, respiratory failure and even death if consumed 

in excess.  Because both heroin and opium are both 

opiates, there are many similarities between the two drugs 

in the way that they affect the user, the side effects that 

occur from their use and the dangers associated with 

excessive use.

Effects of Opium & Heroin

Both heroin and opium cause an array of effects including:

• a relaxed state

• dry mouth or dehydration

• changes in behavior

• mood changes

• shortness of breath or labored breathing

• heavy limbs

• fatigue

The user may notice that when he or she smokes opium a deep sense of relaxation overcome him or her. Heroin will 

cause a similar sense of relaxation if it is smoked or injected. Generally, the effects of both heroin and opium last 

about the same amount of time—a few hours at most.

Side Effects of Heroin & Opium

Heroin and opium are both opiates that affect the brain’s natural reward 

system in that they will cause the user to feel a lack of reward unless he or 

she is using the drug. What this means is that when a user becomes addicted 

to either heroin or to opium, the risk of feeling discontent or other serious 

side effects is substantially increased.

According to the National Institute on Drug Abuse, regular use of heroin will 

alter the functioning of the brain—similar effects are also likely with regular 

use of opium.  Much like other drugs, both opium and heroin also have a high 

likelihood of causing addiction which includes withdrawal symptoms when 

the user attempts to quit using the drug. Withdrawal symptoms are difficult 

to cope with and they tend to be the primary reason for a user to continue 

taking a drug such as heroin or opium for a prolonged period of time.

Dangers of Both Drugs

The greatest danger of using heroin or opium is death by overdose, but other grave dangers may also occur as a result 

of one’s decision to use either of these drugs. Both drugs can cause serious side effects and lasting complications for 
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the user. Heroin use, especially when the drug is injected, may lead to disease or infection. If heroin is smoked, lung 

damage is likely. Likewise, opium use can lead to lung damage and other health problems.

Sustained use of heroin or opium is often accountable for addiction. People who become addicted to either of these 

drugs will have trouble quitting even when they decide that it’s the best thing for them to do. Quitting becomes 

challenging because the user experiences withdrawal symptoms such as nausea, vomiting and diarrhea that render 

the individual all but comfortable.

Overdose from heroin is more likely than from opium but both of these drugs can result in serious overdose which 

may ultimately lead to fatal complications if left untreated. Opiates, whether heroin, prescription drugs or opium, are 

always dangerous and should never be abused as the result could prove to be deadly.

Free Psychic Reading
1-on-1 Online Free Psychic Readings Try the new Oranum Community Site.

Understanding the Dangers of Opium Derivatives - Many of the prescription painkillers in the 

world today derive from opium, as do illicit drugs like heroin. These drugs all carry significant 

dangers, such as the high risk of death by overdose. 

Opiate vs. Opioid – What’s the Difference? - While it is common to use opioid and opiate 

interchangably, there are differences between the two. Determining opiate vs. opioid has to do 

with if the drug is natural or synthetic and what effects it has on the body. 

Are Vicodin Dangers Really that Serious? - Vicodin is a powerful opiate. Its effects can cause 

dependence, addiction, overdose and much more. If you are using Vicodin you should be aware of 

the risks and dangers. 

Top 5 Dangers of Vicodin You Need to Watch Out For - Vicodin is a powerful opiate. It can be 

overdosed on in too high of a dose, and it can cause addiction if its use is prolonged. The drug must 

be taken with great care. 

Heroin Effects Are they Worse than Opium? - Heroin addiction and dependency will negatively 

impact a person’s behavior, thought processes and physical health. The effects of heroin are very 

similar to the effects of opium, and both can be dangerous. 

What are Examples of Opiates? - Opiates are substances that derive either naturally or 

synthetically from the opium poppy. Many of these substances are painkilling medications, while 

others are illicit drugs. 

10 Medications that Are Opium Derivatives - Many of the current pain medications are derived 

from opium, which is one reason that they have their own addictive as well as narcotic properties. 

Potential Dangers of Vicodin - Two of the main dangers Vicodin carries are addiction and 

overdose. It is important to take any Vicodin prescription carefully, and to never misuse it. 

Opioid vs. Opiate: Is One More Dangerous? - In terms of overall effects and functioning in the 

brain, opioids and opiates are very similar. They are different, however, in the way that they are 

manufactured. 
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State  Prescript ion Drug Monitor ing Program s

Quest ions &  Answ ers
Updated October 2 0 1 1

1. W hat  is a  prescript ion drug m onitor ing program  ( PDMP) ?
2. Does the Drug Enforcem ent  Adm inist rat ion ( DEA)  oversee PDMPs?
3. W hat  are the benefits of  having a PDMP?
4. W hich states current ly  have a PDMP?
5. Are there other states that  are planning to im plem ent  a PDMP?
6. W ho can I  contact  regarding a PDMP in a  specific state?
7. W here can I  f ind state law s pertain ing to prescript ion drug m onitor ing?
8. W ho can access the PDMP inform at ion collected?
9. I s federal funding available for  PDMPs?

10. W hat  is the difference betw een HRPDMP and NASPER?

1 . W hat  is a prescript ion drug m onitor ing program  ( PDMP) ?

According to the Nat ional Alliance for  Model State Drug Law s ( NAMSDL) , a PDMP is a statew ide  electronic 
database which collects designated data on substances dispensed in the state. The PDMP is housed by a specified 
statewide regulatory, administrative or law enforcement agency. The housing agency distributes data from the database 
to individuals who are authorized under state law to receive the information for purposes of their profession.

2 . Does the Drug Enforcem ent  Adm inistrat ion ( DEA)  oversee PDMPs?

The DEA is not involved with the administration of any state PDMP.

3 . W hat  are the benefits of having a PDMP?

The overview provided by NAMSDL clearly identifies the benefits of a PDMP: as a tool used by states to address 
prescription drug abuse, addiction and diversion, it may serve several purposes such as:

1. support access to legitimate medical use of controlled substances,
2. identify and deter or prevent drug abuse and diversion,
3. facilitate and encourage the identification, intervention with and treatment of persons addicted to prescription drugs,
4. inform public health initiatives through outlining of use and abuse trends, and
5. educate individuals about PDMPs and the use, abuse and diversion of and addiction to prescription drugs. 

4 . W hich states current ly have a PDMP?

According to the Alliance of States with Prescription Monitoring Programs, (w w w .pm palliance.org) as of October 16, 2011, 37 states have operational 
PDMPs that have the capacity to receive and distribute controlled substance prescription information to authorized users. States with operational 
programs include:

Alabama, Arizona, California, Colorado, Connecticut, Florida, Hawaii, Idaho, Illinois, Indiana, Iowa, Kansas, Kentucky, Louisiana, Maine, Massachusetts, 
Michigan, Minnesota, Mississippi, Nevada, New Mexico, New York, North Carolina, North Dakota, Ohio, Oklahoma, Oregon, Pennsylvania, Rhode Island, 
South Carolina, Tennessee, Texas, Utah, Vermont, Virginia, West Virginia, and Wyoming.

Eleven states (Alaska, Arkansas, Delaware, Georgia, Maryland, Montana, Nebraska, New Jersey, South Dakota, Washington, and Wisconsin) and one 
U.S. territory (Guam), have enacted legislation to establish a PDMP, but are not fully operational. 

5 . Are there other sta tes that  are planning to im plem ent  a PDMP?

At this time there is no pending legislation for the remaining states.

6 . W ho can I  contact  regarding a PDMP in a specific state?

Each state designates a state agency to oversee its PDMP, which may include health departments, pharmacy boards, or state law enforcement. The 
Alliance of States with Prescription Monitoring Programs (w w w .pm palliance.org) maintains a list of state contacts.
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7 . W here can I  find state law s pertaining to prescript ion drug m onitoring?

The National Alliance for Model State Drug Laws (w w w .nam sdl.org) provides links to each state's statutes and regulations regarding PDMPs.

8 . W ho can access the PDMP inform at ion collected?

Each state controls who will have access and for what purpose.

9 . I s federal funding available for PDMPs?

The Harold Rogers Prescription Drug Monitoring Program (HRPDMP) is administered by the U.S. Department of Justice, Office of Justice Programs, 
Bureau of Justice Assistance, to provide three types of grants: planning, implementation, and enhancement. Since inception of the grant program in FY 
2002, grants have been awarded to 47 states and 1 U.S. territory. For FY 2011, HRPDMP funding is approximately $5.6 million. Additional information 
can be found at w w w .ojp.usdoj .gov/ BJA/ grant / prescripdrugs.htm l

The National All Schedules Prescription Electronic Reporting Act (NASPER), enacted in 2005, created a U.S. Department of Health and Human Services 
grant program for states to implement or enhance prescription drug monitoring programs. In FY 2009 and FY 2010 NASPER received $2 million to 
support NASPER grants in 13 states. Information on NASPER can be found at w w w .sam hsa.gov .

States can participate in both funding programs, but requirements and priorities for each program may vary.

1 0 . W hat  is the difference betw een HRPDMP and NASPER?

The purpose of the HRPDMP is to enhance the capacity of regulatory and law enforcement agencies as well as public health officials to collect and 
analyze controlled substance prescription data through a centralized database administered by an authorized state agency.

NASPER administers a grant program under the authority of HHS. The intent of the law was to foster the establishment or enhancement of PDMPs that 
would meet consistent national criteria and have the capacity for the interstate exchange of information.

u:112906, 120407,071708,110308, 112709, 011510 
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Prescription Drug Monitoring Frequently Asked Questions (FAQ)

This FAQ is also available as a printable pdf.

What is a Prescription Drug Monitoring Program?

Prescription Drug Monitoring Programs (PDMPs) are highly effective tools utilized by government 
officials for reducing prescription drug abuse and diversion. PDMPs collect, monitor, and analyze 
electronically transmitted prescribing and dispensing data submitted by pharmacies and dispensing 
practitioners. The data are used to support states’ efforts in education, research, enforcement and 
abuse prevention. PDMPs are managed under the auspices of a state, district, commonwealth, or 
territory of the United States.

States recognize the medical need for controlled substances and, therefore, PDMPs do not interfere 
with appropriate, medical use. Prescription data is provided only to entities authorized by state law 
to access the program, such as health care practitioners, pharmacists, regulatory boards and law
enforcement agencies.

PDMPs are proactive in safeguarding public health and safety while supporting the legitimate use of 
controlled substances. PDMPs do not infringe on the legitimate prescribing of a controlled substance 
by a practitioner acting in good faith and in the course of a professional practice.

How many states have a PDMP?

Currently, 49 states, the District of Columbia and one U.S. territory (Guam) have legislation
authorizing the creation and operation of a PDMP. Forty-nine states and one U.S. territory (Guam) 
currently have a PDMP that is operational (meaning collecting data from dispensers and reporting 
information from the database to authorized users). For more information, visit the PDMP TTAC 
website at www.pdmpassist.org where you can view our PDMP Program Status Map or PDMP 
Program Status Table. To learn more about a specific state PDMP, please also visit our State 
Profiles section. 

How do I find state laws and rules that govern a PDMP in my state?

The State Profiles have a link to each state’s laws and rules governing their PDMPs on our website 
at www.pdmpassist.org.

What agency administers the PDMP in each state?

A variety of state agencies administer the PDMP:

Information about which agency is responsible for the PDMP in a specific state is available on our 
website at www.pdmpassist.org on our State Profiles. You may also view our state agency map for a

Agency Type Number

Consumer Protection 1

Other 1

Substance Abuse 3

Law Enforcement 7

Professional Licensing 6

Departments of Health 13

Boards of Pharmacy 20

TOTAL 51

Search:About the TTAC Events ResourcesHome Newsroom Calendar Data Driven Pilots Contact
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Afghanistan opium harvest at record high 
- UNODC

The report said police had tripled their effectiveness at seizing drugs 

Afghan opium cultivation has reached a record level, with more than 200,000 
hectares planted with the poppy for the first time, the United Nations says.

The UNODC report said the harvest was 36% up on last year, and if fully realised 
would outstrip global demand.

Most of the rise was in Helmand province, where British troops are preparing to 
withdraw.

One of the main reasons the UK sent troops to Helmand was to cut opium 
production.
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David Loyn reports from the village where Afghans have been buried after being executed for trying 
to smuggle opium into Iran

The head of the UN office for Drugs and Crime (UNODC) in Kabul, Jean-Luc 
Lemahieu, said that production was likely to rise again next year, amid uncertainty 
over the withdrawal of most foreign troops and the presidential election. 

He said that the illegal economy was taking over in importance from legitimate 
business, and that prices remained high since there was a ready availability of cash 
in Afghanistan because of aid. 

"As long as we think that we can have short-term, fast solutions for the counter-
narcotics, we are continued to be doomed to fail," he added.

Mr Lemahieu said there had been some recent successes, including the arrest of 
leading figures in the drugs industry, but it could take 10-15 years to deal with 
Afghanistan's opium crisis, even if policies improved. 

The report said the total area planted with poppies rose from 154,000 to 209,000 
hectares, while potential production rose by 49% to 5,500 tonnes, more than the 
current global demand.

Half of the cultivation area is in Helmand province.

Meanwhile two northern provinces which had 
previously been declared poppy-free - Faryab and 
Balkh - lost that status.

The report called for an integrated, comprehensive 
response to the problem.

"If the drug problem is not taken more seriously by 
aid, development and security actors, the virus of 
opium will further reduce the resistance of its host, 
already suffering from dangerously low immune 
levels due to fragmentation, conflict, patronage, 
corruption and impunity," it said.

But the report said there were some encouraging 
signs, with police tripling their effectiveness to 
capture "well over 10%" of production and a growth 
in services set up to tackle addiction.

The findings of the latest report reverse a decline in 
production last year attributed to bad weather and 
disease.
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Analysis

By David 
LoynBBC News, 
Islam Qala, near 
Afghan-Iran 
border

The consequences of 
Afghanistan's huge opium 
production have had an 
effect across society here. 
There are believed to be 
more than a million opium 
and heroin addicts - one of 
the largest levels in the world 
- taking advantage of plentiful 
supplies. 

The amount of land given 
over to opium in 2013 was 
209,000 hectares. The 
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However, cultivation has been rising yearly since 
2010 despite government efforts to eradicate the 
crop.

More farmers have been trying to grow the poppy as 
the price of opium has been rising.

Afghanistan produces more than 90% of the world's 
opium.

Share this story About sharing

More on this story

Afghan farmers return to opium as other markets fail 
15 April 2013

Why Afghanistan may never eradicate opium 
26 February 2013

Afghanistan opium harvest drops by a third - UN 
20 November 2012

Taliban-funding Afghan drug lord jailed for life in US 
12 June 2012

Recent report suggests a rise in drug addictions in Afghanistan 
11 April 2012

Former drug addicts find new lease of life in Kabul restaurant. 
9 October 2012

Asia

More Videos from the BBC

Read Watched

10 things
Which distinguished writer did MI5 suspect 
of running a brothel?

Gentle and dangerous
Three Western myths about Japan that 
won't go away

Guilt trip
Is going on holiday more hassle than it's 
worth?

Most Popular

potential production from that 
is estimated to be more than 
annual global demand, 
according to the head of the 
UN office for Drugs and 
Crime in Kabul, Jean-Luc 
Lemahieu. 

After rising sharply in the 
years after the Taliban 
successfully stopped 
production, the harvest last 
peaked in 2007 and is 
expected to continue rising. 

Mr Lemahieu said that the 
rise since 2010 was caused 
principally by what he called 
a "hot political market" - 
uncertainty over the process 
of transition from US control. 
That uncertainty will continue 
with the end of foreign 
combat operations and the 
presidential election next 
year. 
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*As of May 2014

Development
Narcotics Anonymous sprang from the 

Alcoholics Anonymous Program of the late 1940s, 
with NA meetings first emerging in the Los Angeles 
area of California, USA, in the early 1950s. The NA 
program started as a small US organization that has 
grown into one of the world’s oldest and largest in-
ternational organizations of its type. For many years, 
NA grew very slowly, spreading from Los Angeles 
to other major North American cities and Australia 
in the early 1970s. Within a few years, groups had 
formed in Brazil, Colombia, Germany, India, Ireland, 
Japan, New Zealand, and Great Britain. In 1983, 
Narcotics Anonymous published its self-titled Basic 
Text book, which contributed to NA’s tremendous 
growth; by year’s end, NA had grown to have a pres-
ence in more than a dozen countries and had 2,966 
meetings worldwide.

Today, Narcotics Anonymous is well established 
throughout much of North and South America, 
Europe, Australia, the Middle East, New Zealand, 
and Russia. Groups and NA communities continue 
to grow and evolve throughout the Indian sub-
continent, Africa, and Asia. Today the organization 
is truly a worldwide multilingual, multicultural fel-
lowship with more than 63,000 weekly meetings 
in 132 countries. Narcotics Anonymous books and 
information pamphlets are currently available in 
45 languages, with translations in process for 16 
languages.*

Program
NA’s earliest self-titled pamphlet, known among 

members as “The White Booklet,” describes Narcotics 
Anonymous this way:

“NA is a nonprofit fellowship or society of men and 
women for whom drugs had become a major 
problem. We … meet regularly to help each other 
stay clean. ... We are not interested in what or how 
much you used ... but only in what you want to do 
about your problem and how we can help.” 

Membership is open to all drug addicts, regard-
less of the particular drug or combination of drugs 
used. When adapting AA’s First Step, the word “ad-
diction” was substituted for “alcohol,” thus removing 
drug-specific language and reflecting the “disease 
concept” of addiction. Narcotics Anonymous pro-
vides a recovery process and peer support network 
that are linked together. One of the keys to NA’s 
success is the therapeutic value of addicts working 
with other addicts. Members share their successes 
and challenges in overcoming active addiction 
and living drug-free, productive lives through the 
application of the principles contained within the 
Twelve Steps and Twelve Traditions of NA. These 
principles are the core of the Narcotics Anonymous 
recovery program. Narcotics Anonymous itself is a 
non-religious program of recovery; each member is 
encouraged to cultivate an individual understand-
ing—religious or not—of the spiritual principles 
and apply these principles to everyday life.

There are no social, religious, economic, racial, 
ethnic, national, gender, or class-status membership 
restrictions. There are no dues or fees for member-
ship; most members regularly contribute in meet-
ings to help cover the expenses incurred for the 
rent of facility space.

Narcotics Anonymous is not affiliated with other 
organizations, including other twelve step pro-
grams, treatment centers, or correctional facilities. 
As an organization, NA does not employ profes-
sional counselors or therapists nor does it provide 
residential facilities or clinics. Additionally, the fel-
lowship does not offer vocational, legal, financial, 
psychiatric, or medical services. NA has only one 
mission: to provide an environment in which ad-
dicts can help one another stop using drugs and 
find a new way to live. 

In Narcotics Anonymous, membership is based 
on a desire to stop using drugs including alcohol 
and has as a foundation, the principle of complete 
abstinence. It has been the experience of NA mem-
bers that complete and continuous abstinence 
provides the best foundation for recovery and 

personal growth. NA as a whole has no opinion on 
outside issues, including prescribed medications. 
Use of psychiatric medication and other medically 
indicated drugs prescribed by a physician and taken 
under medical supervision is not seen as compro-
mising a person’s recovery in NA. 

Service Organization
The primary service provided by Narcotics 

Anonymous is the NA group meeting. Each group 
runs itself based on principles common to the 
entire organization, which is expressed in NA’s lit-
erature.

Most groups rent space for their meetings in 
buildings run by public, religious, or civic organiza-
tions. Individual members lead the NA meetings 
while other members participate by sharing about 
their experiences in recovering from drug addiction. 
Group members also work together to perform the 
activities associated with running a meeting. 

In a country where Narcotics Anonymous is a rel-
atively new and emerging fellowship, the NA group 
is the only level of organization. In places where a 
number of Narcotics Anonymous groups have had 
the chance to develop and stabilize, groups elect 
representatives to form a local service committee. 
These local committees usually offer a number of 
services. Included among them are:
		distribution of NA literature;
		helpline information services;
		presentations for treatment and healthcare 

staff, civic organizations, government agencies, 
and schools;

		presentations to acquaint treatment or correc-
tional facility clients with the NA program; and

		maintaining NA meeting directories for individ-
ual information and for any interested person.

In some countries, especially the larger coun-
tries or those where Narcotics Anonymous is well 
established, a number of local/area committees 
have come together to create regional committees. 

These regional committees handle services within 
their larger geographical boundaries while the lo-
cal/area committees operate local services.

An international delegate assembly known as 
the World Service Conference provides guidance 
on issues affecting the entire organization. Primary 
among the priorities of NA’s world services are 
activities that support emerging and developing 
NA communities and the translation of Narcotics 
Anonymous literature. For additional information, 
contact the World Service Office headquarters in 
Los Angeles, California. The mailing address, tele-
phone number, fax number, and website address 
appear at the end of this pamphlet.

Organizational Philosophy
In order to maintain its focus, Narcotics 

Anonymous has established a tradition of non-
endorsement and does not take positions on 
anything outside its own specific sphere of activity. 
Narcotics Anonymous does not express opinions—
either pro or con—on civil, social, medical, legal, or 
religious issues. Additionally, it does not take stands 
on addiction-related issues such as criminality, law 
enforcement, drug legalization or penalties, prosti-
tution, HIV/HCV infection, or syringe programs.

Narcotics Anonymous strives to be entirely 
self-supporting through member contributions 
and does not accept financial contributions from 
non-members. Based on the same principle, groups 
and service committees are administered by NA 
members, for members.

Narcotics Anonymous neither endorses nor op-
poses any other organization’s philosophy or meth-
odology. NA’s primary focus is in providing a recov-
ery environment whereby drug addicts can share 
their recovery experiences with one another. By 
remaining free from the distraction of controversy, 
NA is able to focus all of its energy on its particular 
area of purpose.
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Cooperating with Narcotics Anonymous
Although certain traditions guide its relations 

with other organizations, Narcotics Anonymous 
welcomes the cooperation of those in government, 
the clergy, treatment and healthcare professions, 
criminal justice organizations and private voluntary 
organizations. NA’s nonaddict friends have been in-
strumental in getting Narcotics Anonymous started 
in many countries and helping NA grow worldwide.

NA strives to cooperate with others interested in 
Narcotics Anonymous. Our more common coopera-
tion approaches are: providing contact information, 
disseminating recovery literature, and sharing infor-
mation about recovery. Additionally, NA members 
are often available to provide presentations for 
treatment centers and correctional facilities, offering 
information about the NA program to the profes-
sional staff and sharing with addicts otherwise un-
able to attend community-based meetings.

Membership Demographics
To offer some general informal observations 

about the nature of the membership, and the effec-
tiveness of the program, the following observations 
are believed to be reasonably accurate.

The socioeconomic strata represented by the NA 
membership vary from country to country. Usually, 
members of one particular social or economic class 
start and sustain most developing NA communities 
worldwide, but as their fellowship development 
activities become more effective, the membership 
becomes more broadly representative of all socio-
economic backgrounds.

All ethnic and religious backgrounds are repre-
sented among NA members. Once a developing 
NA community reaches a certain level of maturity, 
its membership generally reflects the diversity or 
homogeneity of the background culture.

Membership in Narcotics Anonymous is vol-
untary; no attendance records are kept either for 
NA’s own purposes or for others. Because of this, 
it is sometimes difficult to provide interested par-
ties with comprehensive information about NA 

membership. There are, however, some objective 
measures that can be shared based on data ob-
tained from members attending one of our world 
conventions; the diversity of our membership, espe-
cially ethnic background, seems to be representa-
tive of the geographic location of the survey. The 
following demographic information was gathered 
from a survey completed by approximately 16,750 
NA members. The survey was made available at 
the 2013 World Convention of NA in Philadelphia, 
Pennsylvania in our international journal, The NA 
Way Magazine, and on our website:
		Gender: 57% male, 43% female.
		Age: 1% 20 years old and under, 12% 21–30 

years old, 18% 31–40 years old, 28% 41–50 
years old, 31% 51-60 years old, and 10% over 
60 years old.

		Ethnicity : 76% Caucasian, 13% African-
American, 5% Hispanic, and 6% other. 

		Employment status: 59% employed full-time, 
12% employed part-time, 11% unemployed, 
9% retired, 6% students, and 4% homemakers.

Years Drug-Free

NA members have an average of 11.07 years 
clean. This can be compared to NA’s last survey, 
which was the 2011 Membership Survey, showed 
members with an average of 10.87 years clean. 

Quality of Life Improvement Areas
Multiple answers were allowed.

In 2013 the two areas that received overwhelm-
ing improvement with NA attendance were family 
relationship, where 92% of our members stated en-
richment; and social connection, which was realized 
by 88% of the respondents. NA literature states that 
active addiction is marked by increased isolation 
and destruction with relationships. Recovery in NA 
has helped survey respondents to repair the dam-
age in their lives from drug addiction.
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What Is A.A.?

Alcoholics Anonymous is an international fellowship of men and women who 
have had a drinking problem. It is nonprofessional, self-supporting, multiracial, 
apolitical, and available almost everywhere. There are no age or education 
requirements. Membership is open to anyone who wants to do something about 
his or her drinking problem.

View by list 

Since the book Alcoholics Anonymous first appeared 
in 1939, this basic text has helped millions of men and 
women recover from alcoholism.

Currently available in the General Service Conference-
approved Fourth Edition, the Big Book contains the 
stories of the co-founders, as well as many members 
of diverse backgrounds who have found recovery in 
the worldwide Fellowship.

THE TWELVE STEPS OF ALCOHOLICS ANONYMOUS A.A.’s Twelve Steps 
are a group of principles, spiritual in their nature, which, if practiced as a way of 
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life, can expel the obsession to drink and enable the sufferer to become happily 
and usefully whole.

THE TWELVE TRADITIONS OF ALCOHOLICS ANONYMOUS (Short Form)
A.A.’s Twelve Traditions apply to the life of the Fellowship itself. They outline the 
means by which A.A. maintains its unity and relates itself to the world about it, the 
way it lives and grows.
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What's Nar-Anon?

The Nar-Anon Family Groups are a worldwide fellowship for those affected by someone else’s 

addiction. As a Twelve-Step Program, we offer our help by sharing our experience, strength, and 

hope. The only requirement for membership is that there be a problem of addiction in a relative or 

friend. Our program of recovery is adapted from NA and uses our Twelve Steps, Twelve 

Traditions, and Twelve Concepts. 

What's a Nar-Anon Family Group?

The Nar-Anon Family Group is for those who know the feeling of desperation due to the addiction 

problem of someone close to them. Members share their experiences, strength, and hope at 

weekly meetings, which are usually held at locations such as treatment and community centers, 

hospitals, churches, or local twelve-step clubs.

What if there's no Nar-Anon Group in my area?

If there's no Nar-Anon Family Group in your community, you may start one.  Click here for more 

information on how you can do so.

How Do I Join Nar-Anon?

1FAQ — Nar-Anon Family Groups
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Joining is easy - just attend a meeting. There are no dues or fees. The only requirement for 

membership is that there be a problem of addiction in a relative or friend. We're never affiliated 

with any other organization or outside entity.

What Does It Cost?

Nar-Anon has no dues or fees.  Each group is self-supporting and collects donations that are 

used for local expenses such as room rent and supplies. Group and member donations support 

the Nar-Anon World Service Office.

Is Literature Available?

Nar-Anon publications are based upon the shared experience of our membership and their 

application of Nar-Anon's principles to their lives. You can view and purchase Nar-Anon literature 

at our Webstore.

Is Professional Help Available?

Nar-Anon is a non-professional fellowship whose members share their experience, strength, 

and hope to solve their common problems. We've learned to avoid standing in the way of the 

addict’s recovery. Nar-Anon is not a replacement for, nor provides professional treatment. We do 

cooperate with NA and other recovery programs, but don't affiliate with or recommend them 

specifically.
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U.S. Department of Justice
Civil Rights Division
Disability Rights Section

QUESTIONS AND ANSWERS:

THE AMERICANS WITH DISABILITIES ACT

AND HIRING POLICE OFFICERS

The Americans with Disabilities Act, or ADA, is a civil rights law guaranteeing equal opportunity to jobs for qualified 
individuals with disabilities. The following questions and answers respond to the concerns most commonly raised by 
police departments. 

Further information about the ADA's employment requirements may be obtained from the Equal Employment 
Opportunity Commission at 800-669-4000 (voice) or 800-669-6820 (TDD). Other ADA information is available 
through the Department of Justice's ADA Information Line at 800-514-0301 (voice) or 800-514-0383 (TDD). 

1. Q: Who is a "qualified individual with a disability" for employment? 

A: A qualified individual with a disability is an employee or job applicant who meets legitimate skill, 
experience, education, or other requirements of an employment position that he or she holds or seeks. The 
person must also be able to perform the "essential" (as opposed to marginal or incidental) functions of the 
position either with or without reasonable accommodation. Job requirements that screen out or tend to 
screen out people with disabilities are legitimate only if they are job-related and consistent with business 
necessity. 

2. Q: The ADA prohibits making disability-related inquiries or giving applicants for police jobs medical 
examinations until a conditional offer of employment is made. Why? 

A: In the past, people with disabilities, particularly those with hidden disabilities, were denied jobs once 
potential employers found out about their disabilities. The ADA seeks to prohibit discrimination by limiting 
an employer's knowledge of an applicant's disability to a later stage of the job application process. Under 
the ADA an employer may only ask about an applicant's disability or give a medical examination after the 
employer has made a job offer. The job offer can be conditioned on successfully passing a medical 
examination. Thus, if the person with a disability is denied the job because of information obtained from 
the medical examination or because of the applicant's disability, the reason for this decision is out in the 
open. This procedure should limit impermissible consideration of disability. 

3. Q: I know I can't give a job applicant a medical exam before a conditional job offer is made. But what about 
physical agility and physical fitness tests? 

A: You can give job applicants tests measuring an applicant's ability to perform job-related tasks or 
physical fitness tests (tests measuring performance of running, lifting, etc.) before any job offer is made. 
Tests that measure simply an applicant's ability to perform a task are not considered to be medical 
examinations. But remember, job requirements that screen out or tend to screen out persons with 
disabilities are legitimate only if they are job-related and consistent with business necessity. 

4. Q: But to limit the police department's liability, I need to get a medical approval that it's o.k. for a job 
applicant to take the physical fitness test. Doesn't the ADA create a catch-22 for police departments? 
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A: No, the ADA's prohibition on medical exams does not make it illegal for a police department to ask an 
applicant to provide a certification from a doctor that he or she can safely perform the physical fitness test. 
The ADA allows an employer to require a limited medical certification in these circumstances. The medical 
certification should only indicate whether or not the individual can safely perform the test and should not 
contain any medical information or explanation. The police department may also ask the applicant to sign a 
waiver releasing the employer from liability for injuries during the test resulting from any physical or 
mental disorders. 

5. Q: Recently a job applicant for a police officer's job came into the police department with fingers that were 
visibly impaired. The police department required that he demonstrate that he could pull the trigger on the police 
issue firearm and reload it before a conditional job offer was made. Did this violate the ADA? 

A: No. If an individual has a "known" disability that would reasonably appear to interfere with or prevent 
performance of job functions, that person may be asked to demonstrate how these functions will be 
performed, even if other applicants are not asked to do so. 

6. Q: Can I refuse to consider an applicant because of his current use of illegal drugs?

A: Yes, individuals who currently engage in the illegal use of drugs are specifically excluded from the 
definition of an "individual with a disability" when an employer takes action on the basis of their current 
use. 

7. Q: What about applicants with a history of illegal drug use? Do they have rights under the ADA?

A: It depends. Casual drug use is not a disability under the ADA. Only individuals who are addicted to 
drugs, have a history of addiction, or who are regarded as being addicted have an impairment under the 
law. In order for an individual's drug addiction to be considered a disability under the ADA, it would have 
to pose a substantial limitation on one or more major life activities. In addition, the individual could not 
currently be using illegal drugs. Denying employment to job applicants solely because of a history of casual 
drug use would not raise ADA concerns. On the other hand, policies that screen out applicants because of a 
history of addiction or treatment for addiction must be carefully scrutinized to ensure that the policies are 
job-related and consistent with business necessity. If safety is asserted as a justification for such a policy, 
then the employer must be able to show that individuals excluded because of a history of drug addiction or 
treatment would pose a direct threat -- i.e., a significant risk of substantial harm -- to the health or safety of 
the individual or others that cannot be eliminated or reduced by reasonable accommodation. Again, 
individuals who currently use illegal drugs, even users who are addicted, may be denied employment 
because of their current use. 

8. Q: May an applicant be asked prior to a conditional job offer whether he or she has ever used illegal drugs or 
been arrested for any reason? 

A: Yes. It does not violate the ADA to ask whether the applicant has ever used illegal drugs or been 
arrested for such use. However, a law enforcement agency may not ask at the pre-offer stage about the 
frequency of past illegal drug use or whether the applicant has ever been addicted to drugs or undergone 
treatment for addiction. 

9. Q: Can I disqualify all applicants with felony convictions even though a former addict with a felony drug 
conviction would be excluded?

A: Yes, as long as you can show that the exclusion is job-related and consistent with business necessity. 

10. Q: Does the ADA have any impact on the use of drug-testing?

A: No. Police departments may subject current employees to testing for illegal use of drugs and may 
require job applicants to undergo such testing at any stage of the application process.

11. Q: If an applicant tests positive for illegal drug use, can I ask whether he or she is using any prescription 
medications under a doctor's care that may have caused a positive result? 
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A: Yes. Inquiries into the use of prescription drugs are permitted in response to a positive drug test, even 
though the answers may disclose information about a disability. 

12. Q: Are alcoholics covered by the ADA? 

A. Yes. While a current illegal user of drugs is not protected by the ADA if an employer acts on the basis 
of such use, a person who currently uses alcohol is not automatically denied protection. An alcoholic is a 
person with a disability and is protected by the ADA if he or she is qualified to perform the essential 
functions of the job. An employer may be required to provide an accommodation to an alcoholic. However, 
an employer can discipline, discharge or deny employment to an alcoholic whose use of alcohol adversely 
affects job performance or conduct. An employer also may prohibit the use of alcohol in the workplace and 
can require that employees not be under the influence of alcohol. 

13. Q: Can police departments still use polygraph tests at the application stage or do we have to wait until a 
conditional job offer has been made?

A: You can conduct polygraph exams before a conditional job offer is made. However, employers must 
exercise care not to ask any prohibited disability-related inquiries in administering the pre-offer polygraph 
exam. 

14. Q: May a police department wait to conduct a background check on applicants until after the information 
from the medical exam has been reviewed -- which is after a conditional offer of employment has been made? 

A: Yes, in certain circumstances. In general, a job offer is not viewed as "bona fide" under the ADA, unless 
an employer has evaluated all relevant non-medical information which, from a practical and legal 
perspective, could reasonably have been analyzed prior to extending the offer. However, a law enforcement 
employer may be able to demonstrate that a proper background check for law enforcement personnel could 
not, from a practical perspective, be performed pre-offer because of the need to consult medical records and 
personnel as part of the security clearance process. Where the police department uses the information from 
the medical exam during the background check, doing the background check at the post-offer stage saves 
the police department the cost of doing a second background check. 

Federal investigators will carefully scrutinize situations in which a police department withdraws an offer 
after a post-offer background examination to determine whether the withdrawal was based on non-medical 
information in the background check or on information obtained through post-offer medical examinations 
and disability-related inquiries. If it is determined that the offer was withdrawn because of the applicant's 
disability, then the police department must demonstrate that the reasons for the withdrawal are job-related 
and consistent with business necessity. 

15. Q: The police department hires from a pool of applicants that have received conditional offers. Does the ADA 
allow a police department to re-rank the applicants in the pool based on the results of the medical examination? 

A: Yes, if certain procedures are followed. The ADA allows police departments to make conditional job 
offers to a pool of applicants that is larger than the number of currently available vacancies if an employer 
can demonstrate that, for legitimate reasons, it must provide a certain number of offers to fill current or 
anticipated vacancies. A police department must comply with the ADA when taking individuals out of the 
pool to fill actual vacancies. It must notify an individual (orally or in writing) if his or her placement into an 
actual vacancy is in any way adversely affected by the results of a post-offer medical examination or 
disability-related question. The police department must be able to demonstrate that the basis for any 
adverse action is job-related and consistent with business necessity. 

16. Q: If an employee is injured or becomes ill can he or she be required to take a medical examination?

A: Yes, as long as the examination is job-related and consistent with business necessity. 

17. Q: Do I have to create another job for an employee who, because of disability, can no longer perform the 
essential functions of her job even with reasonable accommodation?

A: No. The ADA does not require an employer to create jobs for people with disabilities. However, the 
employee must be reassigned to a vacant position for which the individual is qualified if it does not involve 
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a promotion and it would not result in an undue hardship. A municipal rule prohibiting transfers between 
different municipal personnel systems does not automatically constitute an undue hardship. Whether it 
would be an undue hardship to modify a no-transfer rule in a particular situation must be evaluated on a 
case-by-case basis. 

18. Q: May a police department create a light duty job category reserved only for incumbent officers without 
offering identical positions to job applicants? 

A: Yes. A police department may create a specific class of light duty jobs that are limited to incumbent 
police officers. 

19. Q: If an officer wants to stay in a street job and his supervisor wants him to go on light duty because of a 
disability, can the supervisor force him to accept a light duty position? 

A: It depends. If the employee can still perform the essential functions of the "street job" with or without 
reasonable accommodation, and without being a direct threat to health or safety, he or she cannot be forced 
into a light duty position because of a disability. 

20. Q: If a charging party receives a right to sue letter, does that mean that the government has found that there 
has been a violation of the ADA? 

A: No. The receipt of a right to sue letter in and of itself only signifies that the complainant has exhausted 
administrative remedies under title I and is now entitled to bring a lawsuit if he or she chooses. In some 
cases a right to sue letter may be accompanied by an EEOC finding that there is reasonable cause to believe 
that an ADA violation has occurred. In this situation, it is the EEOC finding and not the existence of the 
right to sue letter that establishes reasonable cause. More frequently a right to sue letter is issued after a 
charge has been dismissed for jurisdictional reasons, for lack of merit, or because the charging party has 
requested the letter and the government has determined that it will not be able to complete its investigation 
in a timely manner. 

Note: Reproduction of this document is encouraged.

3/25/97

April 4, 2006
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Drug and Alcohol-Related Intoxication Deaths
in Maryland

Data update through 1st quarter 2015

This report contains counts of drug and alcohol-related
intoxication deaths* occurring in Maryland through the first
quarter of 2015, the most recent period for which reasonably
complete data are available. Counts are also shown for the
same period of 2007-2014 to allow for comparison of trends over
time. Counts for 2015 are preliminary and subject to change.

*Deaths resulting from recent ingestion or exposure to alcohol or other types of drugs,    
including heroin, cocaine, phencyclidine (PCP), prescription opioids, benzodiazepines, 
methamphetamines and other prescribed and unprescribed drugs.



Figure 1. Total Number of Unintentional Intoxication Deaths 
Occurring in Maryland from January-March of Each Year.*
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Figure 2.  Number of Heroin-Related Deaths Occurring in 
Maryland from January through March of Each Year.*
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Figure 3.  Number of Prescription Opioid-Related Deaths Occurring 
in Maryland from January through March of Each Year.*
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Figure 4.  Number of Cocaine-Related Deaths Occurring in 
Maryland from January through March of Each Year.*
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Figure 5.  Number of Fentanyl-Related Intoxication Deaths 
Occurring in Maryland Through March of Each Year.*
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*2014 counts are preliminary and include deaths reported by OCME through March 2014.



Figure 6.  Number of Benzodiazepine-Related Deaths Occurring in 
Maryland from January through March of Each Year.*
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Figure 7.  Number of Alcohol-Related Deaths Occurring in 
Maryland from January through March of Each Year.*
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Figure 8.  Number of Drug and Alcohol-Related Intoxication Deaths 
Involving Heroin Through March of Each Year.*
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Figure 9.  Number of Drug and Alcohol-Related Intoxication Deaths 
Involving Heroin or Fentanyl Through March of Each Year.*
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Figure 10

Total Number of Drug and Alcohol-Related Intoxication             
Deaths by Place of Occurrence, Maryland.                

January -- March, 2015 and 2014.

State of Maryland Drug & Alcohol Intoxication Deaths 2015 vs 2014

COUNTY Jan. - Mar. 2015 Jan. -Mar. 2014 # DIFFERENCE

Allegany County 5 1 4

A. A. County 27 23 4

Baltimore City 116 74 42

Baltimore County 47 40 7

Calvert County 5 9 -4

Caroline County 0 1 -1

Carroll County 11 14 -3

Cecil County 6 10 -4

Charles County 6 6 0

Dorchester County 0 0 0

Frederick County 3 11 -8

Garrett County 1 1 0

Harford County 9 7 2

Howard County 7 3 4

Kent County 2 0 2

Montgomery County 23 10 13

P.G. County 13 16 -3

Queen Anne's County 1 3 -2

Somerset County 6 1 5

St. Mary's County 3 3 0

Talbot County 2 0 2

Washington County 19 11 8

Wicomico County 4 6 -2

Worcester County 2 3 -1

Total 318 253 65

1Includes deaths that were the result of recent ingestion or exposure to alcohol or another type 
of drug, including heroin, cocaine, prescription opioids,  benzodiazepines, and other 
prescribed and unprescribed drugs.

2Includes only deaths for which the manner of death was classified as accidental or 
undetermined.

3Counts for 2015 are preliminary.



                                          

TABLE 1. TOTAL NUMBER OF DRUG AND ALCOHOL-RELATED INTOXICATION DEATHS BY PLACE
OF OCCURRENCE, 2007-2014 AND YTD 2015 THROUGH MARCH.1,2,3

TOTAL INTOXICATION DEATHS

2007 2008 2009 2010 2011 2012 2013 2014 YTD 2015

MARYLAND .................. 815 694 731 649 671 799 858 1,040 318

WESTERN AREA ......... 110 99 97 96 109 115 138 161 51
GARRETT ................ 1 3 3 3 2 0 6 2 1
ALLEGANY ............... 14 9 9 15 12 14 15 12 5
WASHINGTON ......... 16 26 18 20 21 27 28 40 19
FREDERICK ............. 23 15 23 20 30 26 37 42 3
MONTGOMERY ....... 56 46 44 38 44 48 52 65 23

CENTRAL AREA .......... 550 443 479 411 420 519 557 677 217
BALTIMORE CITY .... 287 184 239 172 167 225 246 304 116
BALTIMORE

COUNTY ............ 131 118 106 115 107 119 144 170 47
ANNE ARUNDEL ..... 71 70 63 56 79 83 78 101 27
CARROLL ................. 14 17 22 15 8 29 24 38 11
HOWARD ................. 16 19 16 10 21 24 29 21 7
HARFORD ................ 31 35 33 43 38 39 36 43 9

SOUTHERN AREA ....... 86 94 93 74 73 93 84 110 27
CALVERT ................. 14 9 14 6 12 12 6 17 5
CHARLES ................. 13 16 11 13 11 13 9 21 6
ST. MARY'S ............. 6 11 9 12 8 12 10 9 3
PRINCE GEORGE'S 53 58 59 43 42 56 59 63 13

EASTERN SHORE
AREA ...................... 69 58 62 68 69 72 79 92 23

CECIL ....................... 25 10 24 24 28 25 26 29 6
KENT ........................ 3 4 2 5 2 0 4 6 2
QUEEN ANNE'S ....... 4 5 4 4 5 2 8 10 1
CAROLINE ............... 1 4 2 2 11 4 2 7 0
TALBOT .................... 5 4 3 3 1 5 7 4 2
DORCHESTER ........ 4 5 2 6 2 5 5 0 0
WICOMICO .............. 9 13 12 13 11 21 17 20 4
SOMERSET ............. 6 3 4 1 3 3 4 3 6
WORCESTER .......... 12 10 9 10 6 7 6 13 2

1 Includes deaths that were the result of recent ingestion or exposure to alcohol or another type of drug, including heroin, cocaine, prescription
opioids, benzodiazepines, and other prescribed and unprescribed drugs.

2 Includes only deaths for which the manner of death was classified as accidental or undetermined.
3 Counts for 2015 are preliminary.



TABLE 2. HEROIN-RELATED INTOXICATION DEATHS BY PLACE OF OCCURRENCE, 2007-2014 AND
YTD 2015 THROUGH MARCH.1,2,3

HEROIN-RELATED DEATHS

2007 2008 2009 2010 2011 2012 2013 2014 YTD 2015

MARYLAND .................. 399 289 360 238 247 392 464 578 194

WESTERN AREA ......... 33 35 39 27 34 49 68 86 30
GARRETT ................ 0 0 1 0 1 0 2 1 1
ALLEGANY ............... 3 4 2 3 3 6 3 5 4
WASHINGTON ......... 5 13 11 6 8 11 14 21 11
FREDERICK ............. 8 4 9 6 11 10 21 26 2
MONTGOMERY ....... 17 14 16 12 11 22 28 33 12

CENTRAL AREA .......... 323 203 264 171 165 272 319 379 140
BALTIMORE CITY .... 200 107 151 93 76 131 150 192 86
BALTIMORE

COUNTY ............ 56 51 53 42 38 64 76 86 25
ANNE ARUNDEL ..... 38 24 31 18 24 38 41 53 14
CARROLL ................. 9 5 7 3 2 13 14 16 5
HOWARD ................. 8 8 7 3 10 12 16 9 5
HARFORD ................ 12 8 15 12 15 14 22 23 5

SOUTHERN AREA ....... 28 35 36 25 27 38 38 60 9
CALVERT ................. 5 3 7 1 5 6 2 13 4
CHARLES ................. 2 5 3 6 6 5 5 10 2
ST. MARY'S ............. 1 3 0 4 4 7 6 5 0
PRINCE GEORGE'S 20 24 26 14 12 20 25 32 3

EASTERN SHORE
AREA ...................... 15 16 21 15 21 33 39 53 15

CECIL ....................... 8 4 12 4 8 11 11 15 4
KENT ........................ 1 1 0 0 1 0 0 2 1
QUEEN ANNE'S ....... 0 1 3 2 2 2 5 7 0
CAROLINE ............... 0 0 0 0 3 3 2 6 0
TALBOT .................... 1 2 0 0 1 2 2 4 2
DORCHESTER ........ 1 2 0 2 1 3 3 0 0
WICOMICO .............. 1 3 3 5 3 9 11 12 3
SOMERSET ............. 2 1 1 0 1 2 1 1 4
WORCESTER .......... 1 2 2 2 1 1 4 6 1

1 Includes deaths confirmed or suspected to be related to recent heroin use.
2 Includes only deaths for which the manner of death was classified as accidental or undetermined.
3 Counts for 2015 are preliminary.



TABLE 3. PRESCRIPTION OPIOID-RELATED INTOXICATION DEATHS BY PLACE OF OCCURRENCE,
2007-2014 AND YTD 2015 THROUGH MARCH.1,2,3

PRESCRIPTION OPIOID-RELATED DEATHS

2007 2008 2009 2010 2011 2012 2013 2014 YTD 2015

MARYLAND .................. 302 280 251 311 342 311 316 329 87

WESTERN AREA ......... 42 38 40 36 58 48 51 52 15
GARRETT ................ 0 2 2 1 1 0 2 2 0
ALLEGANY ............... 9 5 6 8 5 5 8 6 1
WASHINGTON ......... 7 10 4 7 11 9 11 16 7
FREDERICK ............. 6 4 9 6 21 16 14 9 0
MONTGOMERY ....... 20 17 19 14 20 18 16 19 7

CENTRAL AREA .......... 190 189 148 197 212 196 207 216 60
BALTIMORE CITY .... 95 60 63 61 82 74 86 83 25
BALTIMORE

COUNTY ............ 48 51 37 60 68 47 54 59 18
ANNE ARUNDEL ..... 22 36 20 31 33 33 28 32 6
CARROLL ................. 4 11 10 9 5 17 12 15 5
HOWARD ................. 6 6 4 6 9 5 13 7 3
HARFORD ................ 15 25 14 30 15 20 14 20 3

SOUTHERN AREA ....... 25 28 31 33 30 29 26 35 7
CALVERT ................. 8 3 4 3 7 6 3 7 1
CHARLES ................. 6 6 7 4 5 7 5 9 3
ST. MARY'S ............. 3 7 7 9 3 5 4 3 1
PRINCE GEORGE'S 8 12 13 17 15 11 14 16 2

EASTERN SHORE
AREA ...................... 45 25 32 45 42 38 32 26 5

CECIL ....................... 19 6 10 20 20 18 12 12 0
KENT ........................ 2 3 2 3 1 0 4 2 1
QUEEN ANNE'S ....... 4 1 1 2 2 0 3 3 1
CAROLINE ............... 0 2 1 2 5 1 0 1 0
TALBOT .................... 2 1 2 2 0 1 4 0 0
DORCHESTER ........ 2 1 1 4 1 3 3 0 0
WICOMICO .............. 5 4 8 7 7 9 4 3 1
SOMERSET ............. 4 3 1 1 3 2 2 1 1
WORCESTER .......... 7 4 6 4 3 4 0 4 1

1 Includes deaths that were related to recent ingestion of one or more prescription opioids.
2 Includes only deaths for which the manner of death was classified as accidental or undetermined.
3 Counts for 2015 are preliminary.



TABLE 4. COCAINE-RELATED INTOXICATION DEATHS BY PLACE OF OCCURRENCE, 2007-2014 AND
YTD 2015 THROUGH MARCH.1,2,3

COCAINE-RELATED DEATHS

2007 2008 2009 2010 2011 2012 2013 2014 YTD 2015

MARYLAND .................. 248 157 162 135 148 153 154 198 58

WESTERN AREA ......... 29 16 11 12 22 21 26 26 7
GARRETT ................ 0 0 0 1 0 0 0 0 0
ALLEGANY ............... 2 1 1 1 0 2 2 2 2
WASHINGTON ......... 3 1 0 3 3 5 6 6 3
FREDERICK ............. 4 2 3 3 7 2 5 8 1
MONTGOMERY ....... 20 12 7 4 12 12 13 10 1

CENTRAL AREA .......... 178 108 124 93 97 108 102 138 44
BALTIMORE CITY .... 106 57 72 45 48 59 47 82 27
BALTIMORE

COUNTY ............ 30 25 25 23 19 17 27 28 11
ANNE ARUNDEL ..... 26 18 15 13 18 13 12 19 3
CARROLL ................. 2 2 3 6 3 7 7 2 1
HOWARD ................. 6 1 4 1 5 7 5 3 2
HARFORD ................ 8 5 5 5 4 5 4 4 0

SOUTHERN AREA ....... 20 20 15 19 15 16 13 22 4
CALVERT ................. 1 2 1 3 2 3 0 2 0
CHARLES ................. 3 3 2 2 1 1 0 0 0
ST. MARY'S ............. 1 1 1 2 0 2 1 1 1
PRINCE GEORGE'S 15 14 11 12 12 10 12 19 3

EASTERN SHORE
AREA ...................... 21 13 12 11 14 8 13 12 3

CECIL ....................... 5 3 4 3 7 2 5 4 0
KENT ........................ 1 2 0 1 0 0 0 1 1
QUEEN ANNE'S ....... 3 0 2 0 1 0 0 0 0
CAROLINE ............... 0 0 1 0 1 1 0 1 0
TALBOT .................... 4 0 1 0 0 0 3 0 1
DORCHESTER ........ 1 1 0 1 1 1 1 0 0
WICOMICO .............. 2 5 2 3 3 4 3 4 1
SOMERSET ............. 1 0 1 1 0 0 0 0 0
WORCESTER .......... 4 2 1 2 1 0 1 2 0

1 Includes deaths that were related to recent use of cocaine.
2 Includes only deaths for which the manner of death was classified as accidental or undetermined.
3 Counts for 2015 are preliminary.



TABLE 5. ALCOHOL-RELATED INTOXICATION DEATHS BY PLACE OF OCCURRENCE, 2007-2014 AND
YTD 2015 THROUGH MARCH.1,2,3

ALCOHOL-RELATED DEATHS

2007 2008 2009 2010 2011 2012 2013 2014 YTD 2015

MARYLAND .................. 187 175 162 160 161 195 239 270 68

WESTERN AREA ......... 29 34 25 25 32 27 34 45 10
GARRETT ................ 1 2 1 1 1 0 2 1 0
ALLEGANY ............... 5 0 3 4 2 4 2 3 1
WASHINGTON ......... 3 10 4 5 4 3 6 11 3
FREDERICK ............. 5 7 8 5 9 5 11 12 2
MONTGOMERY ....... 15 15 9 10 16 15 13 18 4

CENTRAL AREA .......... 114 96 100 94 99 126 154 166 51
BALTIMORE CITY .... 56 41 54 39 44 71 86 86 31
BALTIMORE

COUNTY ............ 38 23 22 29 22 24 32 39 8
ANNE ARUNDEL ..... 12 12 9 10 21 15 22 18 8
CARROLL ................. 3 4 5 4 4 4 4 9 2
HOWARD ................. 2 7 5 3 4 6 6 6 1
HARFORD ................ 3 9 5 9 4 6 4 8 1

SOUTHERN AREA ....... 31 27 21 22 19 30 29 30 5
CALVERT ................. 3 3 4 0 2 2 1 4 1
CHARLES ................. 5 5 1 4 3 2 4 5 1
ST. MARY'S ............. 2 1 3 2 2 3 2 3 0
PRINCE GEORGE'S 21 18 13 16 12 23 22 18 3

EASTERN SHORE
AREA ...................... 13 18 16 19 11 12 22 29 2

CECIL ....................... 5 4 7 6 3 6 9 5 0
KENT ........................ 0 0 0 1 0 0 1 1 0
QUEEN ANNE'S ....... 1 2 0 1 3 0 1 7 0
CAROLINE ............... 1 0 1 0 1 0 1 2 0
TALBOT .................... 0 3 0 0 0 2 2 0 0
DORCHESTER ........ 2 0 0 1 0 1 0 0 0
WICOMICO .............. 1 6 3 4 2 2 6 7 0
SOMERSET ............. 0 0 1 0 1 1 1 2 2
WORCESTER .......... 3 3 4 6 1 0 1 5 0

1 Includes deaths that were related to recent ingestion of alcohol.
2 Includes only deaths for which the manner of death was classified as accidental or undetermined.
3 Counts for 2015 are preliminary.



TABLE 6. FENTANYL-RELATED INTOXICATION DEATHS BY PLACE OF OCCURRENCE, 2007-2014
AND YTD 2015 THROUGH MARCH.1,2,3

FENTANYL-RELATED DEATHS

2007 2008 2009 2010 2011 2012 2013 2014 YTD 2015

MARYLAND .................. 26 25 27 39 26 29 58 185 73

WESTERN AREA ......... 5 1 2 7 6 5 7 16 7
GARRETT ................ 0 1 0 0 1 0 0 0 0
ALLEGANY ............... 3 0 1 2 1 1 1 1 0
WASHINGTON ......... 0 0 0 2 1 1 4 1 1
FREDERICK ............. 0 0 0 2 3 1 2 6 0
MONTGOMERY ....... 2 0 1 1 0 2 0 8 6

CENTRAL AREA .......... 14 19 16 20 10 16 35 141 57
BALTIMORE CITY .... 3 2 4 4 2 4 12 71 40
BALTIMORE

COUNTY ............ 6 9 9 6 4 5 11 36 12
ANNE ARUNDEL ..... 3 5 3 5 2 3 6 23 2
CARROLL ................. 0 2 0 2 0 1 2 4 1
HOWARD ................. 1 0 0 0 0 2 3 5 1
HARFORD ................ 1 1 0 3 2 1 1 2 1

SOUTHERN AREA ....... 1 1 4 3 3 2 10 16 5
CALVERT ................. 0 1 1 0 1 0 0 5 1
CHARLES ................. 0 0 0 0 1 1 3 1 1
ST. MARY'S ............. 0 0 1 1 1 0 1 3 0
PRINCE GEORGE'S 1 0 2 2 0 1 6 7 3

EASTERN SHORE
AREA ...................... 6 4 5 9 7 6 6 12 4

CECIL ....................... 2 1 0 2 2 0 0 1 1
KENT ........................ 0 0 0 0 0 0 0 1 0
QUEEN ANNE'S ....... 1 0 0 0 0 0 1 1 0
CAROLINE ............... 0 0 0 1 4 0 0 0 0
TALBOT .................... 1 1 0 1 0 1 0 2 1
DORCHESTER ........ 0 0 0 2 0 0 2 0 0
WICOMICO .............. 1 1 3 1 1 4 1 7 0
SOMERSET ............. 1 1 0 1 0 0 2 0 1
WORCESTER .......... 0 0 2 1 0 1 0 0 1

1 Includes deaths that were related to recent use of pharmaceutical or illicitly-produced fentanyl.
2 Includes only deaths for which the manner of death was classified as accidental or undetermined.
3 Counts for 2015 are preliminary.
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METHODS 

 
Introduction 
 
 The purpose of this report is to describe trends in the number of unintentional drug- 
and alcohol-related intoxication deaths occurring in Maryland during the period 2007-2014.  
Trends are examined by age at time of death, race/ethnicity, gender, place of death and 
substances related to death.       
  
 This report was prepared using drug and alcohol intoxication data housed in a 
registry developed and maintained by the Vital Statistics Administration (VSA) of the 
Maryland Department of Health and Mental Hygiene (DHMH).  The methodology for 
reporting on drug-related intoxication deaths in Maryland was developed by VSA with 
assistance from the DHMH Behavioral Health Administration, the Office of the Chief Medical 
Examiner (OCME) and the Maryland Poison Control Center.  Assistance was also provided 
by authors of a Baltimore City Health Department report on intoxication deaths.1   

Sources of data 

 The data included in this report were obtained mainly from OCME.  Maryland law 
requires OCME to investigate all deaths occurring in the State that result from violence, 
suicide, casualty, or take place in a suspicious, unexpected or unusual manner.  In these 
instances, information compiled during an investigation is used to determine the cause or 
causes of death.  Depending on the circumstances, an investigation may involve a 
combination of scene examination, review of witness reports, review of medical and police 
reports, autopsy, and toxicological analysis of autopsy specimens.  Toxicological analysis is 
routinely performed when there is suspicion that a death was the result of drug or alcohol 
intoxication.   

 A small number of additional intoxication deaths that occurred among U.S. military 
personnel were investigated by federal investigators rather than by OCME.  These cases 
were identified through death records maintained by VSA and information available on 
these cases was included in the registry.   

Information on place of death and race/ethnicity was missing for a small number of 
records provided by OCME and was obtained through death certificate data.  Death 
certificate data were also used to update demographic information on records that were 
amended after the records were filed with the Division of Vital Records.  

 

                                                           
1
 Office of Epidemiology and Planning, Baltimore City Health Department.  Intoxication Deaths Associated with 

Drugs of Abuse or Alcohol.  Baltimore City, Maryland: Baltimore City Health Department.  January 2007. 
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Identification of drug-related intoxication deaths 

For the purpose of this report, an intoxication death was defined as a death that was 
the result of recent ingestion or exposure to alcohol or another type of drug, including 
heroin, cocaine, phencyclidine (PCP), prescription opioids, benzodiazepines, 
methamphetamines and other prescribed and unprescribed drugs.  OCME provided all 
records to VSA for which the text of the cause of death included one or more of the 
following terms: poisoning, intoxication, toxicity, inhalation, ingestion, overdose, exposure, 
chemical, effects or use.   Any records provided by OCME that were not drug-related 
intoxication deaths, such as deaths due to smoke inhalation, carbon monoxide intoxication, 
cold exposure, and chronic use of alcohol or other drugs, were excluded in the registry.  
Also excluded from the registry were any deaths that were not accidental or of 
undetermined intent.  A death is considered to be of undetermined intent if the medical 
examiner does not have sufficient evidence to definitively determine whether a death was 
natural, accidental, or the result of suicide or homicide.  In the case of intoxication deaths, a 
substantial proportion of records with an “undetermined” manner of death are likely to have 
been unintentional.   

Analyses  

 Trends in the number of drug- and alcohol-related intoxication deaths occurring in 
Maryland during the years 2007-2014 were analyzed by age group, race/ethnicity, gender, 
place of occurrence of death, and substances related to the death.  Changes were 
examined for deaths related to the following substances: 

1. Opioids 
a. Heroin 
b. Prescription opioids 
c. Fentanyl  

2. Cocaine 
3. Benzodiazepines and related drugs 
4. Alcohol 

 The number of deaths by place of occurrence was computed by jurisdiction and by 
region, categorized as follows: 
 

Western Area Central Area Southern Area Eastern Shore Area 
Garrett County 
Allegany County 
Washington County 
Frederick County 
Montgomery County 

Baltimore City 
Baltimore County  
Anne Arundel County 
Carroll County 
Howard County 
Harford County 

Calvert County 
Charles County 
St. Mary’s County 
Prince George’s  
County 

Cecil County 
Kent County 
Queen Anne’s County 
Caroline County 
Talbot County 
Dorchester County 
Wicomico County 
Somerset County 
Worcester County 



3 
 

 Trends in deaths for the period 2007-2014 are shown in Figures 1 through 30. Data 
on intoxication deaths related to a combination of substances are shown in Figures 31 
through 33.  Counts of the number of total deaths and deaths related to classes of 
substances or specific substances by place of occurrence are shown in Tables 1 through 9.    

 **Since an intoxication death may involve more than one substance, counts of 

deaths related to specific substances do not sum to the total number of deaths in 

this report.** 

Opioid-related deaths 

 Opioids include heroin and prescription opioid drugs such as oxycodone, 
hydrocodone, hydromorphone, methadone, fentanyl, tramadol and codeine.  In this report, 
an opioid was considered to be associated with a death if a specific opioid drug was 
indicated in the cause of death.  If the cause of death did not identify a specific drug (e.g., 
the cause of death indicated “Narcotic Intoxication”), OCME toxicology results were 
reviewed to determine whether the presence of any opioid drug was detected.  If so, the 
cause of death was considered to be opioid-related, regardless of the level of the drug. 

 Since heroin is rapidly metabolized into morphine, the records of many deaths that 
are likely to be heroin-related do not list “heroin” as a cause of death, and therefore cannot 
be identified using only information listed in the cause of death.  Therefore, a combination of 
information contained in the cause of death field, toxicology results, and scene investigation 
notes is used to identify heroin-related deaths.  In this report, a death was considered to be 
heroin-related if: 

1. “Heroin” was mentioned in the cause of death; or 
2. The toxicology screen showed a positive result for 6-monacetylmorphine; or 
3. The toxicology screen showed positive results for both morphine and quinine; or  
4. The cause of death was nonspecific and the scene investigation notes indicated that 

heroin was likely to have been involved in the death; or  
5. The death was associated with morphine through either cause of death information 

or toxicology results, unless information contained in the investigative report did not 
support this assumption.  

 Prescription opioid-related deaths were defined as deaths that involve one or more 
prescription opioids, as identified through cause of death information when a specific drug 
was indicated and through toxicology results when the cause of death was nonspecific.  
Prescription opioids include buprenorphine, codeine, hydrocodone, hydromorphone, 
meperidine, methadone, morphine, oxycodone, pentazocine, propoxyphene, tramadol and 
prescribed fentanyl.  Prescribed fentanyl is an opioid analgesic approved for patient use to 
manage severe or chronic pain.  There is also a form of fentanyl that is produced illicitly in 
clandestine laboratories and mixed with (or substituted for) heroin or other illicit drugs.  
Although in some cases it was difficult to determine whether a prescribed or illicit form of 
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fentanyl was related to a death, the count of prescription opioid-related drugs in this report 
includes only fentanyl deaths involving a prescription form of the drug.   

Benzodiazepine-related deaths 

 Benzodiazepines are a class of depressants that include drugs such as alprazolam, 
clonazepam, diazepam and multiple related drugs.   The category of benzodiazepine-
related drugs in this report includes both benzodiazepines and related drugs, such as 
zolpidem, which have similar sedative effects. 
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SUMMARY OF TRENDS IN DEATHS—2007 TO 2014  
 

Total alcohol and drug intoxication deaths 

 A total of 1039 drug- and alcohol-related intoxication deaths occurred in 
Maryland in 2014, a 21% increase over the number of deaths in 2013 and a 60% 
increase since 2010, after which time the number of deaths began to rise.   

 Intoxication deaths have been increasing among all age groups, but are 
increasing most rapidly among individuals 55 years of age and above.   

 The number of deaths increased by 38% among African Americans, 15% among 
Whites, and 43% among Hispanics between 2013 and 2014. Although the 
number of deaths has increased among all three groups since 2010, the increase 
has been greatest among African Americans; the number of deaths doubled 
within this time period. 

 Deaths increased by 27% among men and 8% among women between 2013 and 
2014.  

 Although the number of deaths has generally been increasing in all regions of the 
State since 2010, there are several small jurisdictions where the number of 
deaths has either remained stable, or declined. 

Opioid-related deaths 

 Eight hundred eighty-seven (887), or 85.7% of all intoxication deaths that 
occurred in Maryland in 2014 were opioid-related.  Opioid-related deaths 
included deaths related to heroin, prescription opioids, and nonpharmaceutical 
fentanyl. 

 The number of opioid-related deaths increased by 22% between 2013 and 2014, 
and by 76% between 2010 and 2014.  

 Large increases in the number of heroin and fentanyl-related deaths were 
responsible for the overall increase in opioid-related deaths.  The number of 
heroin-related deaths increased by 25% between 2013 and 2014 (from 464 to 
578), and there was over a three-fold increase in the number of fentanyl-related 
deaths (from 58 to 185).   

 The number of heroin-related deaths in Maryland more than doubled between 
2010 and 2014.  Deaths have increased among all age groups, whites and 
African Americans, men and women, and in all regions of the State.   

 Twenty-five percent of heroin-related deaths in 2014 occurred in combination 
with alcohol, 22% with cocaine, and 18% with fentanyl. 

 The overall number of prescription opioid-related deaths has remained 
relatively stable in recent years.  However, deaths have been increasing among 
African Americans and among individuals ages 55 years and above.  
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 The number of fentanyl-related deaths began increasing in late 2013 as a result 
of overdoses involving nonpharmaceutical fentanyl, that is, nonprescription 
fentanyl produced in clandestine laboratories and mixed with, or substituted for, 
heroin or other illicit substances.  Fentanyl is many times more potent than 
heroin, and greatly increases the risk of an overdose death.  

 Fentanyl-related deaths have increased among all age groups, among whites 
and African Americans, and among both men and women.  The increase has 
been particularly pronounced among African Americans; there were 74 deaths in 
2014 compared with only two in 2012.     

 While fentanyl-related deaths have been increasing in all regions of the State, 
the increase has been most rapid in Central Maryland. 

Cocaine-related deaths 

 The number of cocaine-related deaths, which had remained relatively stable 
since 2008, increased by 29% between 2013 and 2014.  There were 198 deaths 
in 2014 compared to 154 in the year before. 

 The number of deaths increased most rapidly between 2013 and 2014 among 
African Americans and among men.  

 Nearly 66% of cocaine-related deaths occurred in combination with heroin, and 
20% in combination with prescription opioids. 

Benzodiazepine-related deaths 

 The number of benzodiazepine-related deaths increased from 69 in 2013 to 103 
in 2014, an increase of nearly 50%. 

 Nearly 60% of all benzodiazepine-related deaths occurred in combination with 
prescription opioids. 

Alcohol-related deaths 

 The number of alcohol-related deaths increased by 13% between 2013 and 
2014, and by 69% since 2010.  There were 270 alcohol-related deaths in 2014, 
compared with 238 in 2013 and 160 in 2010. 

 Most alcohol-related deaths occur among individuals between the ages of 45 and 
54 years of age, and among men.  The number of deaths has been increasing in 
recent years among both whites and African Americans.   

 More than half of all alcohol-related deaths occurred in combination with heroin. 
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Figure 1.  Total Number of Drug- and Alcohol-Related 
Intoxication Deaths Occurring in Maryland, 2007-2014. 
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Figure 2.  Total Number of Intoxication Deaths Occurring in 
Maryland by Place of Occurrence, 2014. 
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  Figure 3.  Total Number of Drug- and Alcohol-Related Intoxication 
Deaths Occurring in Maryland by Age Group, Race/Ethnicity and 

Gender, 2007-2014. 
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Figure 4.  Total Number of Drug- and Alcohol-Related Intoxication 
Deaths by Place of Occurrence, Maryland, 2007-2014. 
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Figure 5.  Total Number of Drug- and Alcohol-Related 
Intoxication Deaths by Selected Substances1,  

Maryland, 2007-2014. 

2007 2008 2009 2010 2011 2012 2013 2014

Heroin 399 289 360 238 247 392 464 578

Prescription opioids 302 280 251 311 342 311 316 329

Alcohol 187 175 162 160 161 195 238 270

Benzodiazepines 37 48 52 58 68 73 69 103

Cocaine 248 157 162 135 148 153 154 198

Fentanyl 26 25 27 39 26 29 58 185

0

100

200

300

400

500

600

N
u

m
b

e
r 

o
f 

d
e

at
h

s 

1Since an intoxication death may involve more than one substance, counts of deaths related to 
 specific substances do not sum to the total number of deaths. 
2Includes deaths caused by benzodiazepines and related drugs with similar sedative effects. 
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Figure 6.  Total Number of Opioid* and Non-Opioid- 
Related Deaths Occurring in Maryland, 2007-2014. 

2007 2008 2009 2010 2011 2012 2013 2014

Opioid-related 628 523 570 504 529 648 729 887
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Figure 6.  Number of Opioid-Related Deaths Occurring 
in Maryland by Substance, 2007-2014. 

2007 2008 2009 2010 2011 2012 2013 2014

Heroin 399 289 360 238 247 392 464 578

Prescription opioids 302 280 251 311 342 311 316 329

Fentanyl 26 25 27 39 26 29 58 185
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*Total opioids include heroin, prescription opioids, and illicit forms of fentanyl.   
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Figure 7. Number of Heroin-Related Deaths 
Occurring in Maryland, 2007-2014. 

399 

289 

360 

238 247 

392 

464 

578 

0

100

200

300

400

500

600

700

2007 2008 2009 2010 2011 2012 2013 2014

N
u

m
b

e
r 

o
f 

d
e

at
h

s 

Figure 8.  Number of Heroin-Related Deaths Occurring in 
Maryland by Place of Occurrence, 2014. 
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Figure 9.  Number of Heroin-Related Deaths Occurring in Maryland 
by Age Group, Race/Ethnicity and Gender, 2007-2014. 
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Figure 10.  Number of Heroin-Related Deaths by 
Place of Occurrence, Maryland, 2007-2014. 
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Figure 11.  Number of Deaths Occurring in Maryland 
by Selected Prescription Opioids, 2007-2014. 

2007 2008 2009 2010 2011 2012 2013 2014

Total 302 280 251 311 342 311 316 329
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Figure 12.  Number of Prescription Opioid-Related 
Deaths Occurring in Maryland, 2007-2014. 
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Figure 13.  Number of Prescription Opioid-Related Deaths Occurring in 
Maryland by Place of Occurrence,  2014. 
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Figure 13.  Number of Prescription Opioid-Related Deaths Occurring in 
Maryland by Age Group, Race/Ethnicity and Gender,  2007-2014. 
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Figure 14.  Number of Prescription Opioid-Related Deaths 
by Place of Occurrence, Maryland, 2007-2014. 
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Figure 15. Number of Fentanyl-Related Deaths 
Occurring in Maryland, 2007-2014. 
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Figure 16.  Number of Fentanyl-Related Deaths Occurring in 
Maryland by Place of Occurrence, 2014. 
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Figure 17.  Number of Fentanyl-Related Deaths Occurring in 
Maryland by Age Group, Race/Ethnicity and Gender, 2007-2014. 
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Figure 18.  Number of Fentanyl-Related Deaths by 
Place of Occurrence, Maryland, 2007-2014. 
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COCAINE-RELATED 
DEATHS 
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Figure 19.  Number of Cocaine-Related Deaths 
Occurring in Maryland, 2007-2014. 
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Figure 20.  Number of Cocaine-Related Deaths Occurring in 
Maryland by Place of Occurrence, 2014. 

0 0 0 0 0 0 1 1 1 2 2 2 2 3 4 4 4 6 8 10 

19 19 

28 

82 

0

10

20

30

40

50

60

70

80

90

N
u

m
b

e
r 

o
f 

d
e

at
h

s 

 26



Figure 21.  Number of Cocaine-Related Deaths Occurring in 
Maryland by Age Group, Race/Ethnicity and Gender, 2007-2014. 
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Figure 22.  Number of Cocaine-Related Deaths by 
Place of Occurrence, Maryland, 2007-2014. 
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BENZODIAZEPINE-
RELATED DEATHS 
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Figure 23.  Number of Benzodiazepine-Related 
Deaths Occurring in Maryland, 2007-2014. 
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Figure 24.  Number of Benzodiazepine-Related Deaths 
Occurring in Maryland by Place of Occurrence, 2014. 
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Figure 25.  Number of Benzodiazepine-Related Deaths Occurring in 
Maryland by Age Group, Race/Ethnicity and Gender, 2007-2014. 
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Figure 26.  Number of Benzodiazepine-Related Deaths 
by Place of Occurrence, Maryland, 2007-2014. 
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ALCOHOL-RELATED 
DEATHS 
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Figure 27.  Number of Alcohol-Related Deaths 
Occurring in Maryland, 2007-2014. 
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Figure 28.  Number of Alcohol-Related Deaths Occurring in 
Maryland by Place of Occurrence, 2014. 
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Figure 29.  Number of Alcohol-Related Deaths Occurring in 
Maryland by Age Group, Race/Ethnicity and Gender, 2007-2014. 
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Figure 30.  Number of Alcohol-Related Deaths by 
Place of Occurrence, Maryland, 2007-2014. 
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DRUG COMBINATIONS 

 37



Number Percent
Heroin

Total 578
In combination

With alcohol 143 24.7
With cocaine 130 22.5
With fentanyl 101 17.5
With prescription opioids 83 14.4
With benzodiazepines 32 5.5

Prescription opioids
Total 329
In combination

With heroin 83 25.2
With benzodiazepines 61 18.5
With alcohol 50 15.2
With cocaine 39 11.9
With fentanyl 34 10.3

Cocaine
Total 198
In combination

With heroin 130 65.7
With prescription opioids 39 19.7
With fentanyl 32 16.2
With alcohol 32 16.2
With benzodiazepines 10 5.1

Benzodiazepines
Total 103
In combination

With prescription opioids 61 59.2
With heroin 32 31.1
With alcohol 22 21.4
With cocaine 10 9.7
With fentanyl 8 7.8

Fentanyl
Total 185
In combination

With heroin 101 54.6
With alcohol 37 20.0
With prescription opioids 34 18.4
With cocaine 32 17.3
With benzodiazepines 8 4.3

Alcohol
Total 270
In combination

With heroin 143 53.0
With prescription opioids 50 18.5
With fentanyl 37 13.7
With cocaine 32 11.9
With benzodiazepines 22 8.1

and Alcohol-Relation Intoxication Deaths, Maryland, 2014.
Figure 31.  Combinations of Substances Related to Unintentional Drug-

 38



Figure 32.  Number of Drug- and Alcohol-Related 
Intoxication Deaths Involving Heroin, 2014. 
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Figure 33.  Number of Drug- and Alcohol-Related 
Intoxication Deaths Involving Heroin or Fentanyl, 2014. 
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TABLES 
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TABLE 1. TOTAL NUMBER OF DRUG AND ALCOHOL-RELATED INTOXICATION DEATHS BY PLACE OF
OCCURRENCE, 2007-2014.1,2

REGION AND POLITICAL
SUBDIVISION

TOTAL INTOXICATION DEATHS

2007 2008 2009 2010 2011 2012 2013 2014 TOTAL

MARYLAND ...................................... 815 694 731 649 671 799 858 1,039 6,256

WESTERN AREA ............................. 110 99 97 96 109 115 138 161 925
GARRETT .................................... 1 3 3 3 2 0 6 2 20
ALLEGANY ................................... 14 9 9 15 12 14 15 12 100
WASHINGTON ............................. 16 26 18 20 21 27 28 40 196
FREDERICK ................................. 23 15 23 20 30 26 37 42 216
MONTGOMERY ........................... 56 46 44 38 44 48 52 65 393

CENTRAL AREA .............................. 550 443 479 411 420 519 557 676 4,055
BALTIMORE CITY ........................ 287 184 239 172 167 225 246 303 1,823
BALTIMORE COUNTY ................. 131 118 106 115 107 119 144 170 1,010
ANNE ARUNDEL ......................... 71 70 63 56 79 83 78 101 601
CARROLL ..................................... 14 17 22 15 8 29 24 38 167
HOWARD ..................................... 16 19 16 10 21 24 29 21 156
HARFORD .................................... 31 35 33 43 38 39 36 43 298

SOUTHERN AREA ........................... 86 94 93 74 73 93 84 110 707
CALVERT ..................................... 14 9 14 6 12 12 6 17 90
CHARLES ..................................... 13 16 11 13 11 13 9 21 107
ST. MARY'S ................................. 6 11 9 12 8 12 10 9 77
PRINCE GEORGE'S .................... 53 58 59 43 42 56 59 63 433

EASTERN SHORE AREA ................ 69 58 62 68 69 72 79 92 569
CECIL ........................................... 25 10 24 24 28 25 26 29 191
KENT ............................................ 3 4 2 5 2 0 4 6 26
QUEEN ANNE'S ........................... 4 5 4 4 5 2 8 10 42
CAROLINE ................................... 1 4 2 2 11 4 2 7 33
TALBOT ........................................ 5 4 3 3 1 5 7 4 32
DORCHESTER ............................ 4 5 2 6 2 5 5 0 29
WICOMICO .................................. 9 13 12 13 11 21 17 20 116
SOMERSET ................................. 6 3 4 1 3 3 4 3 27
WORCESTER .............................. 12 10 9 10 6 7 6 13 73

1 Includes deaths that were the result of recent ingestion or exposure to alcohol or another type of drug, including heroin, cocaine, prescription opioids,
benzodiazepines, and other prescribed and unprescribed drugs.

2 Includes only deaths for which the manner of death was classified as accidental or undetermined.
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TABLE 2. NUMBER OF HEROIN-RELATED INTOXICATION DEATHS BY PLACE OF OCCURRENCE, 2007-2014.1,2

REGION AND POLITICAL
SUBDIVISION

HEROIN-
RELATED DEATHS

2007 2008 2009 2010 2011 2012 2013 2014 TOTAL

MARYLAND ...................................... 399 289 360 238 247 392 464 578 2,967

WESTERN AREA ............................. 33 35 39 27 34 49 68 86 371
GARRETT .................................... 0 0 1 0 1 0 2 1 5
ALLEGANY ................................... 3 4 2 3 3 6 3 5 29
WASHINGTON ............................. 5 13 11 6 8 11 14 21 89
FREDERICK ................................. 8 4 9 6 11 10 21 26 95
MONTGOMERY ........................... 17 14 16 12 11 22 28 33 153

CENTRAL AREA .............................. 323 203 264 171 165 272 319 379 2,096
BALTIMORE CITY ........................ 200 107 151 93 76 131 150 192 1,100
BALTIMORE COUNTY ................. 56 51 53 42 38 64 76 86 466
ANNE ARUNDEL ......................... 38 24 31 18 24 38 41 53 267
CARROLL ..................................... 9 5 7 3 2 13 14 16 69
HOWARD ..................................... 8 8 7 3 10 12 16 9 73
HARFORD .................................... 12 8 15 12 15 14 22 23 121

SOUTHERN AREA ........................... 28 35 36 25 27 38 38 60 287
CALVERT ..................................... 5 3 7 1 5 6 2 13 42
CHARLES ..................................... 2 5 3 6 6 5 5 10 42
ST. MARY'S ................................. 1 3 0 4 4 7 6 5 30
PRINCE GEORGE'S .................... 20 24 26 14 12 20 25 32 173

EASTERN SHORE AREA ................ 15 16 21 15 21 33 39 53 213
CECIL ........................................... 8 4 12 4 8 11 11 15 73
KENT ............................................ 1 1 0 0 1 0 0 2 5
QUEEN ANNE'S ........................... 0 1 3 2 2 2 5 7 22
CAROLINE ................................... 0 0 0 0 3 3 2 6 14
TALBOT ........................................ 1 2 0 0 1 2 2 4 12
DORCHESTER ............................ 1 2 0 2 1 3 3 0 12
WICOMICO .................................. 1 3 3 5 3 9 11 12 47
SOMERSET ................................. 2 1 1 0 1 2 1 1 9
WORCESTER .............................. 1 2 2 2 1 1 4 6 19

1 Includes deaths confirmed or suspected to be related to recent heroin use.
2 Includes only deaths for which the manner of death was classified as accidental or undetermined.
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TABLE 3. NUMBER OF PRESCRIPTION OPIOID-RELATED INTOXICATION DEATHS BY PLACE OF
OCCURRENCE, 2007-2014.1,2

REGION AND POLITICAL
SUBDIVISION

PRESCRIPTION OPIOID-RELATED DEATHS

2007 2008 2009 2010 2011 2012 2013 2014 TOTAL

MARYLAND ...................................... 302 280 251 311 342 311 316 329 2,442

WESTERN AREA ............................. 42 38 40 36 58 48 51 52 365
GARRETT .................................... 0 2 2 1 1 0 2 2 10
ALLEGANY ................................... 9 5 6 8 5 5 8 6 52
WASHINGTON ............................. 7 10 4 7 11 9 11 16 75
FREDERICK ................................. 6 4 9 6 21 16 14 9 85
MONTGOMERY ........................... 20 17 19 14 20 18 16 19 143

CENTRAL AREA .............................. 190 189 148 197 212 196 207 216 1,555
BALTIMORE CITY ........................ 95 60 63 61 82 74 86 83 604
BALTIMORE COUNTY ................. 48 51 37 60 68 47 54 59 424
ANNE ARUNDEL ......................... 22 36 20 31 33 33 28 32 235
CARROLL ..................................... 4 11 10 9 5 17 12 15 83
HOWARD ..................................... 6 6 4 6 9 5 13 7 56
HARFORD .................................... 15 25 14 30 15 20 14 20 153

SOUTHERN AREA ........................... 25 28 31 33 30 29 26 35 237
CALVERT ..................................... 8 3 4 3 7 6 3 7 41
CHARLES ..................................... 6 6 7 4 5 7 5 9 49
ST. MARY'S ................................. 3 7 7 9 3 5 4 3 41
PRINCE GEORGE'S .................... 8 12 13 17 15 11 14 16 106

EASTERN SHORE AREA ................ 45 25 32 45 42 38 32 26 285
CECIL ........................................... 19 6 10 20 20 18 12 12 117
KENT ............................................ 2 3 2 3 1 0 4 2 17
QUEEN ANNE'S ........................... 4 1 1 2 2 0 3 3 16
CAROLINE ................................... 0 2 1 2 5 1 0 1 12
TALBOT ........................................ 2 1 2 2 0 1 4 0 12
DORCHESTER ............................ 2 1 1 4 1 3 3 0 15
WICOMICO .................................. 5 4 8 7 7 9 4 3 47
SOMERSET ................................. 4 3 1 1 3 2 2 1 17
WORCESTER .............................. 7 4 6 4 3 4 0 4 32

1 Includes deaths that were related to recent ingestion of one or more prescription opioids.
2 Includes only deaths for which the manner of death was classified as accidental or undetermined.
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TABLE 4. NUMBER OF OXYCODONE-RELATED INTOXICATION DEATHS BY PLACE OF OCCURRENCE,
2007-2014.1,2

REGION AND POLITICAL
SUBDIVISION

OXYCODONE-
RELATED DEATHS

2007 2008 2009 2010 2011 2012 2013 2014 TOTAL

MARYLAND ...................................... 63 72 82 113 118 99 86 120 753

WESTERN AREA ............................. 11 15 19 14 20 21 19 21 140
GARRETT .................................... 0 1 0 0 0 0 1 0 2
ALLEGANY ................................... 3 0 1 2 0 2 3 3 14
WASHINGTON ............................. 0 4 3 2 5 2 5 5 26
FREDERICK ................................. 1 2 5 3 6 9 3 2 31
MONTGOMERY ........................... 7 8 10 7 9 8 7 11 67

CENTRAL AREA .............................. 31 44 34 59 63 51 44 69 395
BALTIMORE CITY ........................ 7 6 10 5 15 15 11 20 89
BALTIMORE COUNTY ................. 8 14 14 21 22 12 14 22 127
ANNE ARUNDEL ......................... 5 9 4 9 14 11 9 10 71
CARROLL ..................................... 2 3 3 6 3 6 3 4 30
HOWARD ..................................... 3 2 0 4 2 2 4 4 21
HARFORD .................................... 6 10 3 14 7 5 3 9 57

SOUTHERN AREA ........................... 12 9 15 15 15 13 12 17 108
CALVERT ..................................... 3 1 2 2 4 5 3 3 23
CHARLES ..................................... 5 3 4 2 4 3 1 5 27
ST. MARY'S ................................. 1 3 5 3 2 2 2 3 21
PRINCE GEORGE'S .................... 3 2 4 8 5 3 6 6 37

EASTERN SHORE AREA ................ 9 4 14 25 20 14 11 13 110
CECIL ........................................... 3 0 3 13 9 4 6 6 44
KENT ............................................ 0 0 1 2 0 0 1 0 4
QUEEN ANNE'S ........................... 1 0 1 1 1 0 1 1 6
CAROLINE ................................... 0 0 1 1 0 0 0 0 2
TALBOT ........................................ 0 0 0 1 0 1 1 0 3
DORCHESTER ............................ 1 0 0 2 1 1 0 0 5
WICOMICO .................................. 1 2 4 2 5 5 1 2 22
SOMERSET ................................. 0 0 1 1 2 1 1 1 7
WORCESTER .............................. 3 2 3 2 2 2 0 3 17

1 Includes deaths that were related to recent ingestion of  oxycodone.
2 Includes only deaths for which the manner of death was classified as accidental or undetermined.
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TABLE 5. NUMBER OF METHADONE-RELATED INTOXICATION DEATHS BY PLACE OF OCCURRENCE,
2007-2014.1,2

REGION AND POLITICAL
SUBDIVISION

METHADONE-
RELATED DEATHS

2007 2008 2009 2010 2011 2012 2013 2014 TOTAL

MARYLAND ...................................... 210 163 135 173 172 170 138 152 1,313

WESTERN AREA ............................. 23 17 14 13 20 21 11 25 144
GARRETT .................................... 0 0 1 1 0 0 1 1 4
ALLEGANY ................................... 3 4 2 3 4 1 1 3 21
WASHINGTON ............................. 6 4 0 3 5 4 3 10 35
FREDERICK ................................. 6 1 4 1 5 9 3 6 35
MONTGOMERY ........................... 8 8 7 5 6 7 3 5 49

CENTRAL AREA .............................. 141 118 97 128 128 122 110 112 956
BALTIMORE CITY ........................ 80 47 50 53 65 54 57 54 460
BALTIMORE COUNTY ................. 34 29 18 37 32 28 29 31 238
ANNE ARUNDEL ......................... 15 19 13 17 17 15 6 14 116
CARROLL ..................................... 1 7 4 2 2 12 7 5 40
HOWARD ..................................... 2 1 4 2 5 1 5 2 22
HARFORD .................................... 9 15 8 17 7 12 6 6 80

SOUTHERN AREA ........................... 12 15 12 14 10 11 6 8 88
CALVERT ..................................... 5 0 2 1 2 2 0 2 14
CHARLES ..................................... 2 4 2 1 0 1 1 4 15
ST. MARY'S ................................. 2 3 3 5 1 2 1 1 18
PRINCE GEORGE'S .................... 3 8 5 7 7 6 4 1 41

EASTERN SHORE AREA ................ 34 13 12 18 14 16 11 7 125
CECIL ........................................... 16 3 6 9 9 10 4 4 61
KENT ............................................ 2 2 1 2 1 0 2 1 11
QUEEN ANNE'S ........................... 2 1 1 1 1 0 1 0 7
CAROLINE ................................... 0 0 0 1 1 1 0 1 4
TALBOT ........................................ 2 0 2 1 0 1 2 0 8
DORCHESTER ............................ 1 1 0 0 0 1 0 0 3
WICOMICO .................................. 3 2 1 3 1 1 2 0 13
SOMERSET ................................. 3 2 0 0 1 0 0 0 6
WORCESTER .............................. 5 2 1 1 0 2 0 1 12

1 Includes deaths that were related to recent ingestion of  methadone.
2 Includes only deaths for which the manner of death was classified as accidental or undetermined.
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TABLE 6. NUMBER OF FENTANYL-RELATED INTOXICATION DEATHS BY PLACE OF OCCURRENCE,
2007-2014.1,2

REGION AND POLITICAL
SUBDIVISION

FENTANYL-
RELATED DEATHS

2007 2008 2009 2010 2011 2012 2013 2014 TOTAL

MARYLAND ...................................... 26 25 27 39 26 29 58 185 415

WESTERN AREA ............................. 5 1 2 7 6 5 7 16 49
GARRETT .................................... 0 1 0 0 1 0 0 0 2
ALLEGANY ................................... 3 0 1 2 1 1 1 1 10
WASHINGTON ............................. 0 0 0 2 1 1 4 1 9
FREDERICK ................................. 0 0 0 2 3 1 2 6 14
MONTGOMERY ........................... 2 0 1 1 0 2 0 8 14

CENTRAL AREA .............................. 14 19 16 20 10 16 35 141 271
BALTIMORE CITY ........................ 3 2 4 4 2 4 12 71 102
BALTIMORE COUNTY ................. 6 9 9 6 4 5 11 36 86
ANNE ARUNDEL ......................... 3 5 3 5 2 3 6 23 50
CARROLL ..................................... 0 2 0 2 0 1 2 4 11
HOWARD ..................................... 1 0 0 0 0 2 3 5 11
HARFORD .................................... 1 1 0 3 2 1 1 2 11

SOUTHERN AREA ........................... 1 1 4 3 3 2 10 16 40
CALVERT ..................................... 0 1 1 0 1 0 0 5 8
CHARLES ..................................... 0 0 0 0 1 1 3 1 6
ST. MARY'S ................................. 0 0 1 1 1 0 1 3 7
PRINCE GEORGE'S .................... 1 0 2 2 0 1 6 7 19

EASTERN SHORE AREA ................ 6 4 5 9 7 6 6 12 55
CECIL ........................................... 2 1 0 2 2 0 0 1 8
KENT ............................................ 0 0 0 0 0 0 0 1 1
QUEEN ANNE'S ........................... 1 0 0 0 0 0 1 1 3
CAROLINE ................................... 0 0 0 1 4 0 0 0 5
TALBOT ........................................ 1 1 0 1 0 1 0 2 6
DORCHESTER ............................ 0 0 0 2 0 0 2 0 4
WICOMICO .................................. 1 1 3 1 1 4 1 7 19
SOMERSET ................................. 1 1 0 1 0 0 2 0 5
WORCESTER .............................. 0 0 2 1 0 1 0 0 4

1 Includes deaths that were related to recent ingestion  or exposure to pharmaceutical or nonpharmaceutical fentanyl.
2 Includes only deaths for which the manner of death was classified as accidental or undetermined.
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TABLE 7. NUMBER OF COCAINE-RELATED INTOXICATION DEATHS BY PLACE OF OCCURRENCE,
2007-2014.1,2

REGION AND POLITICAL
SUBDIVISION

COCAINE-
RELATED DEATHS

2007 2008 2009 2010 2011 2012 2013 2014 TOTAL

MARYLAND ...................................... 248 157 162 135 148 153 154 198 1,355

WESTERN AREA ............................. 29 16 11 12 22 21 26 26 163
GARRETT .................................... 0 0 0 1 0 0 0 0 1
ALLEGANY ................................... 2 1 1 1 0 2 2 2 11
WASHINGTON ............................. 3 1 0 3 3 5 6 6 27
FREDERICK ................................. 4 2 3 3 7 2 5 8 34
MONTGOMERY ........................... 20 12 7 4 12 12 13 10 90

CENTRAL AREA .............................. 178 108 124 93 97 108 102 138 948
BALTIMORE CITY ........................ 106 57 72 45 48 59 47 82 516
BALTIMORE COUNTY ................. 30 25 25 23 19 17 27 28 194
ANNE ARUNDEL ......................... 26 18 15 13 18 13 12 19 134
CARROLL ..................................... 2 2 3 6 3 7 7 2 32
HOWARD ..................................... 6 1 4 1 5 7 5 3 32
HARFORD .................................... 8 5 5 5 4 5 4 4 40

SOUTHERN AREA ........................... 20 20 15 19 15 16 13 22 140
CALVERT ..................................... 1 2 1 3 2 3 0 2 14
CHARLES ..................................... 3 3 2 2 1 1 0 0 12
ST. MARY'S ................................. 1 1 1 2 0 2 1 1 9
PRINCE GEORGE'S .................... 15 14 11 12 12 10 12 19 105

EASTERN SHORE AREA ................ 21 13 12 11 14 8 13 12 104
CECIL ........................................... 5 3 4 3 7 2 5 4 33
KENT ............................................ 1 2 0 1 0 0 0 1 5
QUEEN ANNE'S ........................... 3 0 2 0 1 0 0 0 6
CAROLINE ................................... 0 0 1 0 1 1 0 1 4
TALBOT ........................................ 4 0 1 0 0 0 3 0 8
DORCHESTER ............................ 1 1 0 1 1 1 1 0 6
WICOMICO .................................. 2 5 2 3 3 4 3 4 26
SOMERSET ................................. 1 0 1 1 0 0 0 0 3
WORCESTER .............................. 4 2 1 2 1 0 1 2 13

1 Includes deaths that were related to recent use of cocaine.
2 Includes only deaths for which the manner of death was classified as accidental or undetermined.
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TABLE 8. NUMBER OF BENZODIAZEPINE-RELATED INTOXICATION DEATHS BY COUNTY OF OCCURRENCE,
2007-2014.1,2

REGION AND POLITICAL
SUBDIVISION

BENZODIAZEPINE-
RELATED DEATHS

2007 2008 2009 2010 2011 2012 2013 2014 TOTAL

MARYLAND ...................................... 37 48 52 58 68 73 69 103 508

WESTERN AREA ............................. 4 8 11 10 15 9 10 23 90
GARRETT .................................... 0 0 1 0 0 0 1 0 2
ALLEGANY ................................... 1 0 1 3 1 0 1 3 10
WASHINGTON ............................. 1 2 2 2 4 3 2 5 21
FREDERICK ................................. 1 1 3 1 4 2 2 5 19
MONTGOMERY ........................... 1 5 4 4 6 4 4 10 38

CENTRAL AREA .............................. 22 29 29 43 39 49 44 66 321
BALTIMORE CITY ........................ 7 2 10 12 9 15 14 22 91
BALTIMORE COUNTY ................. 12 7 8 18 9 12 16 24 106
ANNE ARUNDEL ......................... 1 8 4 6 14 11 3 9 56
CARROLL ..................................... 0 4 3 3 0 1 3 3 17
HOWARD ..................................... 1 2 2 2 4 2 5 0 18
HARFORD .................................... 1 6 2 2 3 8 3 8 33

SOUTHERN AREA ........................... 6 9 4 2 5 6 7 8 47
CALVERT ..................................... 1 1 1 1 1 1 1 3 10
CHARLES ..................................... 1 3 1 0 0 2 1 2 10
ST. MARY'S ................................. 1 1 0 1 1 1 2 1 8
PRINCE GEORGE'S .................... 3 4 2 0 3 2 3 2 19

EASTERN SHORE AREA ................ 5 2 8 3 9 9 8 6 50
CECIL ........................................... 4 0 3 2 6 7 3 3 28
KENT ............................................ 0 0 0 0 0 0 0 0 0
QUEEN ANNE'S ........................... 0 0 0 1 1 0 0 0 2
CAROLINE ................................... 0 0 0 0 0 0 0 0 0
TALBOT ........................................ 0 1 0 0 0 0 3 0 4
DORCHESTER ............................ 0 0 1 0 0 1 1 0 3
WICOMICO .................................. 0 0 0 0 1 0 0 1 2
SOMERSET ................................. 1 0 1 0 0 1 1 0 4
WORCESTER .............................. 0 1 3 0 1 0 0 2 7

1 Includes deaths that were related to recent ingestion of a benzodiazepine or related drug with sedative effects.
2 Includes only deaths for which the manner of death was classified as accidental or undetermined.
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TABLE 9. NUMBER OF ALCOHOL-RELATED INTOXICATION DEATHS BY PLACE OF OCCURRENCE,
2007-2014.1,2

REGION AND POLITICAL
SUBDIVISION

ALCOHOL-
RELATED DEATHS

2007 2008 2009 2010 2011 2012 2013 2014 TOTAL

MARYLAND ...................................... 187 175 162 160 161 195 239 270 1,549

WESTERN AREA ............................. 29 34 25 25 32 27 34 45 251
GARRETT .................................... 1 2 1 1 1 0 2 1 9
ALLEGANY ................................... 5 0 3 4 2 4 2 3 23
WASHINGTON ............................. 3 10 4 5 4 3 6 11 46
FREDERICK ................................. 5 7 8 5 9 5 11 12 62
MONTGOMERY ........................... 15 15 9 10 16 15 13 18 111

CENTRAL AREA .............................. 114 96 100 94 99 126 154 166 949
BALTIMORE CITY ........................ 56 41 54 39 44 71 86 86 477
BALTIMORE COUNTY ................. 38 23 22 29 22 24 32 39 229
ANNE ARUNDEL ......................... 12 12 9 10 21 15 22 18 119
CARROLL ..................................... 3 4 5 4 4 4 4 9 37
HOWARD ..................................... 2 7 5 3 4 6 6 6 39
HARFORD .................................... 3 9 5 9 4 6 4 8 48

SOUTHERN AREA ........................... 31 27 21 22 19 30 29 30 209
CALVERT ..................................... 3 3 4 0 2 2 1 4 19
CHARLES ..................................... 5 5 1 4 3 2 4 5 29
ST. MARY'S ................................. 2 1 3 2 2 3 2 3 18
PRINCE GEORGE'S .................... 21 18 13 16 12 23 22 18 143

EASTERN SHORE AREA ................ 13 18 16 19 11 12 22 29 140
CECIL ........................................... 5 4 7 6 3 6 9 5 45
KENT ............................................ 0 0 0 1 0 0 1 1 3
QUEEN ANNE'S ........................... 1 2 0 1 3 0 1 7 15
CAROLINE ................................... 1 0 1 0 1 0 1 2 6
TALBOT ........................................ 0 3 0 0 0 2 2 0 7
DORCHESTER ............................ 2 0 0 1 0 1 0 0 4
WICOMICO .................................. 1 6 3 4 2 2 6 7 31
SOMERSET ................................. 0 0 1 0 1 1 1 2 6
WORCESTER .............................. 3 3 4 6 1 0 1 5 23

1 Includes deaths that were related to recent ingestion of alcohol.
2 Includes only deaths for which the manner of death was classified as accidental or undetermined.

 50



WORLD
DRUG REPORT
2011





UNITED NATIONS
New York, 2011

World Drug Report
2011

UNITED NATIONS OFFICE ON DRUGS AND CRIME 
Vienna



Copyright © 2011, United Nations Office on Drugs and Crime (UNODC).
ISBN: 978-92-1-148262-1
e-ISBN: 978-92-1-054919-6
United Nations Publication, Sales No. E.11.XI.10

This publication may be reproduced in whole or in part and in any form
for educational or non-profit purposes without special permission from
the copyright holder, provided acknowledgement of the source is made.
UNODC would appreciate receiving a copy of any publication that uses 
this publication as a source.

Suggested citation: UNODC, World Drug Report 2011 (United Nations
Publication, Sales No. E.11.XI.10).

No use of this publication may be made for resale or any other commercial
purpose whatsoever without prior permission in writing from
the United Nations Office on Drugs and Crime. Applications for such
permission, with a statement of purpose and intent of the reproduction,
should be addressed to UNODC, Policy Analysis and Research Branch.

DISCLAIMERS

This report has not been formally edited.

The contents of this publication do not necessarily reflect the views or
policies of UNODC or contributory organizations and neither do they
imply any endorsement.

The designations employed and the presentation of material in this publication
do not imply the expression of any opinion whatsoever on the part
of UNODC concerning the legal status of any country, territory or city or its
authorities, or concerning the delimitation of its frontiers or boundaries.

Photos: UNODC, © Edurivero / Dreamstime.com

Comments on the report are welcome and can be sent to:

Division for Policy Analysis and Public Affairs
United Nations Office on Drugs and Crime
PO Box 500
1400 Vienna 
Austria
Tel: (+43) 1 26060 0
Fax: (+43) 1 26060 5827

E-mail: wdr@unodc.org
Website: www.unodc.org

UNODC gratefully acknowledges the contribution of the Government of Austria  
towards the cost of the World Drug Report 2011.



This report is dedicated to the memory of

Leonardo Iván Alfaro Santiago,

Patricia Olga Delgado Rúa de Altamirano,

Mariela Cinthia Moreno Torreblanco and
Stephan Javier Campos Ruiz

who lost their lives on 5 May, 2011, while on duty
 for UNODC in Los Yungas, Bolivia. 





5

ACKNOWLEDGEMENTS

Editorial and production team

The World Drug Report 2011 was produced under the supervision of 
Sandeep Chawla, Director, Division for Policy Analysis and Public Affairs. 
Core team

Laboratory and Scientific Section
Justice Tettey, Jakub Gregor, Beate Hammond and Yen Ling Wong. 

Statistics and Surveys Section
Angela Me, Coen Bussink, Philip Davis, Kamran Niaz, Preethi Perera,
Catherine Pysden, Umidjon Rahmonberdiev, Martin Raithelhuber, 
Ali Saadeddin, Antoine Vella and Cristina Mesa Vieira.

Studies and Threat Analysis Section
Thibault Le Pichon, Hakan Demirbüken, Raggie Johansen, Anja Korenblik,
Suzanne Kunnen, Kristina Kuttnig, Renee Le Cussan and Thomas Pietschmann.

The production of the World Drug Report 2011 was coordinated by Sandeep Chawla, 
with the support of the Studies and Threat Analysis Section.

The report also benefited from the work and expertise of many other UNODC 
staff members in Vienna and around the world.



6

Preface 8
Explanatory notes 10
Executive summary 13

 1. OVERVIEW OF GLOBAL AND REGIONAL DRUG TRENDS AND PATTERNS
  1.1 Global overview   
   1.1.1 Production 19  
   1.1.2 Trafficking 21
   1.1.3 Consumption 22
  1.2 Regional overview 
   1.2.1 North America 35 
   1.2.2 South America, Central America and the Caribbean 36
   1.2.3 Europe  38
   1.2.4 Africa  40
   1.2.5 Asia  41
   1.2.6 Oceania  43

 2. THE OPIUM/HEROIN MARKET
  2.1 Introduction  45
  2.2.Consumption  46
  2.3 Production  58
  2.4 Trafficking  62
  2.5 Market analysis 77

 3. THE COCA/COCAINE MARKET
  3.1 Introduction  85
  3.2 Consumption  85
  3.3 Production  99
  3.4 Trafficking  106
  3.5 Market analysis 119

 4. THE ATS MARKET
  4.1 Introduction  127
  4.2 Consumption  127
  4.3 Manufacture  146
  4.4 Trafficking  154
  4.5 Emerging trends 165

 5. THE CANNABIS MARKET
  5.1 Introduction  175
  5.2 Consumption  175
  5.3 Production  189
  5.4 Trafficking  193

 

CONTENTS



7

 6. STATISTICAL ANNEX
  6.1 Consumption
   6.1.1 Annual prevalence 209
   6.1.2 Treatment demand 232
   6.1.3 Health consequences 237
  6.2 Production
   6.2.1 Afghanistan 241
   6.2.2 Bolivia (Plurinational State of ) 244
   6.2.3 Colombia 245
   6.2.4 Lao People’s Democratic Republic 248
   6.2.5 Myanmar 249
   6.2.6 Peru  252
 

TEXT BOXES

Opioids and opiates 49

Polydrug use among cocaine users 92

Cocaine adulterants 95

Coca leaf: fresh – sun-dried – oven-dried 104

Cannabis users 178

Profile of clients in treatment with cannabis as the primary drug   
of concern in the United States 181

Cannabis use and psychosis 184

Chemistry and effects of synthetic cannabinoids 187

Methodology 255  
 



8

Today there is widespread recognition among Member 
States and United Nations entities that drugs, together 
with organized crime, jeopardize the achievement of the 
Millennium Development Goals. It is increasingly clear 
that drug control must become an essential element of 
our joint efforts to achieve peace, security and develop-
ment. At the same time, we must reinforce our commit-
ment to shared responsibility and the basic principles of 
health and human rights.

The World Drug Report documents developments in 
global drug markets and tries to explain the factors that 
drive them. Its analysis of trends and emerging chal-
lenges informs national and international drug and 
crime priorities and policies, and provides a solid foun-
dation of evidence for counternarcotics interventions. 
Drug markets and drug use patterns change rapidly, so 
measures to stop them must also be quick to adapt. Thus 
the more comprehensive the drug data we collect and 
the stronger our capacity to analyse the problem, the 
better prepared the international community will be to 
respond to new challenges.

Recent trends

Despite increased attention to drug demand reduction 
in recent years, drug use continues to take a heavy toll. 
Globally, some 210 million people use illicit drugs each 
year, and almost 200,000 of them die from drugs. There 
continues to be an enormous unmet need for drug use 
prevention, treatment, care and support, particularly in 
developing countries.

Drug use affects not only individual users, but also their 
families, friends, co-workers and communities. Children 
whose parents take drugs are themselves at greater risk 
of drug use and other risky behaviours. Drugs generate 
crime, street violence and other social problems that 
harm communities. In some regions, illicit drug use is 
contributing to the rapid spread of infectious diseases 
like HIV and hepatitis.

Heroin consumption has stabilized in Europe and 
cocaine consumption has declined in North America – 
the most lucrative markets for these drugs. But these 
gains have been offset by several counter-trends: a large 
increase in cocaine use in Europe and South America 
over the last decade; the recent expansion of heroin use 
to Africa; and increased abuse of synthetic ‘designer 
drugs’ and prescription medications in some regions. 
Meanwhile, new drug use profiles are also emerging: 

consumption of combinations of drugs rather than just 
one illicit substance is becoming more common, and 
this increases the risk of death or serious health conse-
quences.

On the supply side, illicit cultivation of opium poppy 
and coca bush is now limited to a few countries, but 
heroin and cocaine production levels remain high. 
Although 2010 saw a significant decrease in opium pro-
duction, this was largely due to a plant disease that 
affected opium poppies in the major growing regions of 
Afghanistan. Yet between 1998 and 2009, global pro-
duction of opium rose almost 80 per cent, which makes 
the 2010 production decline less significant over the last 
decade.  Meanwhile, the market for cocaine has not 
shrunk substantially, it has simply experienced geo-
graphical shifts in supply and demand. Just a decade 
ago, the North American market for cocaine was four 
times larger than that of Europe, but now we are wit-
nessing a complete rebalancing. Today the estimated 
value of the European cocaine market ($33 billion) is 
almost equivalent to that of the North American market 
($37 billion).

Drug trafficking, the critical link between supply and 
demand, is fuelling a global criminal enterprise valued in 
the hundreds of billions of dollars that poses a growing 
challenge to stability and security. Drug traffickers and 
organized criminals are forming transnational networks, 
sourcing drugs on one continent, trafficking them across 
another, and marketing them in a third. In some coun-
tries and regions, the value of the illicit drug trade far 
exceeds the size of the legitimate economy. Given the 
enormous amounts of money controlled by drug traf-
fickers, they have the capacity to corrupt officials. In 
recent years we have seen several such cases in which 
ministers and heads of national law enforcement agen-
cies have been implicated in drug-related corruption. We 
are also witnessing more and more acts of violence, con-
flicts and terrorist activities fuelled by drug trafficking 
and organized crime. 

A stronger multilateral response to illicit drugs

In the face of such diverse and complex challenges, we 
must improve the performance of our global response to 
illicit drugs. 

This year is the 50th anniversary of the keystone of the 
international drug control system: the 1961 Single Con-
vention on Narcotic Drugs. Its provisions remain sound 

PREFACE
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and highly relevant, as does its central focus on the pro-
tection of health. The international community must 
make more effective use of all three Drug Conventions 
as well as the Conventions against Transnational Organ-
ized Crime and Corruption. Mobilizing these powerful 
international legal instruments, together with existing 
law enforcement and judicial networks, can strengthen 
transnational cooperation in investigating and prosecut-
ing drug traffickers, combating money-laundering, and 
identifying, freezing and confiscating criminal assets. 

A comprehensive and integrated approach can also help 
us to confront the global threat from drugs more effec-
tively. We must build new partnerships. Governments 
and civil society must work together. States have to join 
forces in promoting regional cooperation. This strategy 
is already having some success against drugs originating 
in Afghanistan. The Paris Pact unites more than 50 
States and international organizations to counter traffic 
in and consumption of Afghan opiates. Regional coun-
ternarcotics information-sharing and joint cooperation 
initiatives like the Triangular Initiative (involving 
Afghanistan, the Islamic Republic of  Iran and Pakistan), 
the Central Asian Regional Information and Coordina-
tion Centre and Operation TARCET (initiative to pre-
vent the smuggling of precursors to Afghanistan) have 
intercepted and seized tons of illicit drugs and precursor 
chemicals. Building on the lessons of the Paris Pact, the 
Group of Eight, under the leadership of the French 
Presidency, recently launched an initiative to create a 
unified response to tackle the global cocaine market.

We also must ensure that supply and demand reduction 
efforts work together rather than in parallel. On the 
supply side, if we are to make real progress against heroin 
and cocaine, we must address illicit cultivation in a more 
meaningful and coordinated way. We have many tools at 
our disposal, including alternative livelihoods. Govern-
ments and aid agencies must invest more in development, 
productive employment and increased security. Crop 
eradication can also play a role, as a national responsibil-
ity with international support and assistance and in com-
bination with programmes that help farmers shift to the 
cultivation of licit crops. We must also develop new strat-
egies for preventing the diversion of chemicals that are 
used to make synthetic ‘designer drugs’ and to turn coca 
bush and opium poppies into cocaine and heroin. 

On the demand side, there is growing recognition that 
we must draw a line between criminals (drug traffickers) 

and their victims (drug users), and that treatment for 
drug use offers a far more effective cure than punish-
ment. We are seeing progress in drug use prevention 
through family skills training, and more attention is 
being paid to comprehensive HIV prevention, treatment 
and care. As an essential part of demand reduction 
efforts, we also need to more vigorously raise public 
awareness about illicit drugs, and facilitate healthy and 
fulfilling alternatives to drug use, which must not be 
accepted as a way of life.

Better data and analysis to enrich policy

A lack of comprehensive data continues to obstruct our 
full understanding of the markets for illicit drugs. The 
gaps are more prominent in some regions, such as Africa 
and Asia, and also around new drugs and evolving con-
sumption patterns. 

More comprehensive data collection allows for more and 
better analysis, which in turn enriches our response to 
the world drug challenge. I urge countries to strengthen 
their efforts to collect data on illicit drugs, and I encour-
age donors to support those countries that need assist-
ance in these efforts. If we can strengthen our research 
and analysis, we can better understand the drug phe-
nomenon and pinpoint areas where interventions are 
most likely to achieve positive results. 

I would like to thank the teams of skilled surveyors who 
gather data on cultivation and production levels of illicit 
crops in the world’s major drug-producing regions. The 
information they collect is of strategic importance to the 
efforts of both the Governments concerned and the 
international community to make our societies safer 
from drugs and organized crime. In addition, their data 
forms the core of this report. These brave individuals 
work in challenging and sometimes dangerous condi-
tions. Sadly, in May 2011 a team of UNODC crop 
surveyors in the Plurinational State of Bolivia lost their 
lives while on the job. I would like to pay tribute to their 
courage and commitment, and dedicate this report to 
their memory.

Yury Fedotov 
Executive Director 

United Nations Office on Drugs and Crime
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EXPLANATORY NOTES

Types of drugs:

ATS – Amphetamine-type stimulants (ATS) refers to a 
group of substances comprised of synthetic stimulants 
from the amphetamines-group of substances, including 
amphetamine, methamphetamine, methcathinone and 
the ecstasy-group substances (MDMA and its ana-
logues). In cases where countries report to UNODC 
without indicating the specific ATS they are referring to, 
the term non-specified amphetamines is used. In cases 
where ecstasy is referred to in enclosed brackets (‘ecstasy’), 
the drug represents cases where the drug is sold as ecstasy 
(MDMA) but which may contain a substitute chemical 
and not MDMA.

Coca paste (or coca base) – An extract of the leaves of the 
coca bush. Purification of coca paste yields cocaine (base 
and hydrochloride). 

Cocaine (base and salts) – Coca paste, cocaine base and 
cocaine hydrochloride referred to in the aggregate.

Crack (cocaine) – Cocaine base obtained from cocaine 
hydrochloride through conversion processes to make it 
suitable for smoking.

Heroin HCl (heroin hydrochloride) – Injectable form of 
heroin, sometimes referred to as ‘Heroin no. 4.’

Heroin no. 3 – A less refined form of heroin suitable for 
smoking.

Opioid – A generic term applied to alkaloids from opium 
poppy, their synthetic analogues, and compounds syn-
thesized in the body.  

Opiate – A subset of opioids comprised of the various 
products derived from the opium poppy plant including 
opium, morphine and heroin.

Poppy straw – All parts (except the seeds) of the opium 
poppy, after mowing.

Terms: Since there is some scientific and legal ambiguity 
about the distinctions between drug 'use', 'misuse' and 
'abuse', this report uses the neutral terms, drug 'use' or 
'consumption'.

Annual prevalence refers to the total number of people 
of a given age range who have used a given drug at least 
once in the past year divided by the number of people 
of a given age. 

Maps: The boundaries and names shown and the desig-
nations used on maps do not imply official endorsement 
or acceptance by the United Nations. A dotted line rep-
resents approximately the line of control in Jammu and 
Kashmir agreed upon by India and Pakistan. The final 
status of Jammu and Kashmir has not yet been agreed 
upon by the parties. Disputed boundaries (China/India) 
are represented by cross hatch due to the difficulty of 
showing sufficient detail. 

Population data: The data on population used in this 
report comes from: United Nations, Department of 
Economic and Social Affairs, Population Division, 
World Population Prospects: The 2008 Revision, 2009.

Regions: In various sections, this report uses a number 
of regional designations. These are not official designa-
tions. They are defined as follows:

 • East Africa: Burundi, Comoros, Djibouti, Eritrea, 
Ethiopia, Kenya, Madagascar, Mauritius, Rwanda, 
Seychelles, Somalia, Tanzania (United Republic of ) 
and Uganda.

 • North Africa: Algeria, Egypt, Libyan Arab Jamahiriya, 
Morocco, Sudan and Tunisia.

 • Southern Africa: Angola, Botswana, Lesotho, Malawi, 
Mozambique, Namibia, South Africa, Swaziland, 
Zambia and Zimbabwe.

 • West and Central Africa: Angola, Benin, Burkina 
Faso, Cameroon, Cape Verde, Central African Repub-
lic, Chad, Congo (Democratic Republic of ), Congo 
(Republic of ), Côte d’Ivoire, Equatorial Guinea, 
Gabon, Gambia, Ghana, Guinea, Guinea-Bissau, Li-
beria, Mali, Mauritania, Niger, Nigeria, Sao Tome and 
Principe, Senegal, Sierra Leone and Togo. 
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 • Caribbean: Antigua and Barbuda, Bahamas, Barbados, 
Bermuda, Cuba, Dominica, Dominican Republic, 
Grenada, Haiti, Jamaica, Saint Kitts and Nevis, Saint 
Lucia, Saint Vincent and the Grenadines and Trinidad 
and Tobago.

 • Central America: Belize, Costa Rica, El Salvador, 
Guatemala, Honduras, Nicaragua and Panama.

 • North America: Canada, Mexico and the United 
States of America. 

 • South America: Argentina, Bolivia (Plurinational State 
of ), Brazil, Chile, Colombia, Ecuador, Guyana, Para-
guay, Peru, Suriname, Uruguay and Venezuela (Boli-
varian Republic of ).

 • Central Asia and Transcaucasia: Armenia, Azerbaijan, 
Georgia, Kazakhstan, Kyrgyzstan, Tajikistan, Turk-
menistan and Uzbekistan.

 • East and South-East Asia: Brunei Darussalam, Cam-
bodia, China (including Hong Kong, Macao, and 
Taiwan Province of China), the Democratic People’s 
Republic of Korea, Indonesia, Japan, Lao People’s 
Democratic Republic, Malaysia, Mongolia, Myanmar, 
Philippines, the Republic of Korea, Singapore, Thai-
land, Timor-Leste and Viet Nam. 

 • Near and Middle East/South-West Asia: Afghanistan, 
Bahrain, Iran (Islamic Republic of ), Iraq, Israel, Jor-
dan, Kuwait, Lebanon, Oman, Pakistan, Qatar, Saudi 
Arabia, Syrian Arab Republic, the United Arab Emir-
ates and Yemen. The Near and Middle East refers to 
a subregion which includes Bahrain, Israel, Jordan, 
Kuwait, Lebanon, Oman, Qatar, Saudi Arabia, the 
Syrian Arab Republic, the United Arab Emirates and 
Yemen.

 • South Asia: Bangladesh, Bhutan, India, Maldives, Ne-
pal and Sri Lanka. 

 • East Europe: Belarus, Republic of Moldova, Russian 
Federation and Ukraine.

 • South-East Europe: Albania, Bosnia and Herzegovina, 
Bulgaria, Croatia, Kosovo, Montenegro, Romania, 
Serbia, the former Yugoslav Republic of Macedonia 
and Turkey.

 • West and Central Europe: Andorra, Austria, Belgium, 
Cyprus, the Czech Republic, Denmark, Estonia, Fin-
land, France, Germany, Greece, Hungary, Iceland, 
Ireland, Italy, Latvia, Liechtenstein, Lithuania, Lux-
embourg, Malta, Monaco, the Netherlands, Norway, 
Poland, Portugal, San Marino, Slovakia, Slovenia, 
Spain, Sweden, Switzerland and the United Kingdom. 

 • Oceania: Australia, Fiji, Kiribati, Marshall Islands, 
Micronesia, Nauru, New Zealand, Palau, Papua New 
Guinea, Samoa, Solomon Islands, Tonga, Tuvalu, 
Vanuatu and other small island territories.



12

EXPLANATORY NOTES

The following abbreviations have been used in this Report:

AIDS Acquired Immune-Deficiency  
Syndrome

ARQ UNODC annual reports questionnaire
ATS 

CCDAC

amphetamine-type stimulants

Central Committee for Drug Abuse 
Control (Myanmar)

CICAD Inter-American Drug Abuse Control 
Commission

CIS Commonwealth of Independent States
COP Colombian peso

DAINAP Drug Abuse Information Network for 
Asia and the Pacific

DEA United States, Drug Enforcement 
Administration

DELTA UNODC Database on Estimates and 
Long Term Trend Analysis

DIRAN Colombian National Police  
– Antinarcotics Directorate

DUMA Drug Use Monitoring in Australia
EMCDDA European Monitoring Centre for 

Drugs and Drug Addiction
ESPAD European School Survey Project  

on Alcohol and other Drugs
EUROPOL European Police Office

Govt. Government
HIV Human Immunodeficiency Virus

HONLEA Heads of National Drug Law  
Enforcement Agencies

IDS UNODC individual drug seizures 
database

IDU injecting drug use
INCB International Narcotics Control Board

INCSR International Narcotics Control Strat-
egy Report (United States Department 
of State)

INTERPOL/
ICPO

International Criminal Police  
Organization

LSD

LCDC

lysergic acid diethylamide

Lao National Commission for Drug 
Control and Supervision

MDA 3,4-methylenedioxyamphetamine 
(tenamfetamine)

MDE 3,4-methylenedioxyethylamphetamine
MDMA 3,4-methylenedioxymethamphetamine

NGO Non-governmental organization
NIDA National Institute of Drug Abuse 

(USA)
OECD Organization for Economic  

Co-operation and Development 
ONDCP Office of National Drug Control  

Policy (USA)
P-2-P 1-phenyl-2-propanone (BMK)

SACENDU South African Community  
Epidemiology Network on Drug Use

SAMHSA Substance Abuse and Mental Health 
Services Administration (USA)

SRO safrole-rich oils

THC tetrahydrocannabinol
UNAIDS Joint United Nations Programme on 

HIV/AIDS
UNODC United Nations Office on Drugs and 

Crime
WCO World Customs Organization
WDR

WHO 

World Drug Report

World Health Organization
3,4-MDP-2-P 3,4-methylenedioxyphenyl-2-pro-

panone (PMK)

 Weights and measurements:
l litre
g gram

mg milligram
kg kilogram
mt metric ton
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Global developments in illicit drug con-
sumption, production and trafficking

Consumption

Globally, UNODC estimates that, in 2009, between 
149 and 272 million people, or 3.3% to 6.1%  of the 
population aged 15-64, used illicit substances at least 
once in the previous year. About half that number are 
estimated to have been current drug users, that is, having 
used illicit drugs at least once during the past month 
prior to the date of assessment. While the total number 
of illicit drug users has increased since the late 1990s, 
the prevalence rates have remained largely stable, as has 
the number of problem drug users,1 which is estimated 
at between 15 and 39 million.

Cannabis is by far the most widely used illicit drug type, 
consumed by between 125 and 203 million people 
worldwide in 2009. This corresponds to an annual prev-
alence rate of 2.8%-4.5%. In terms of annual prevalence, 
cannabis is followed by ATS (amphetamine-type stimu-
lants; mainly methamphetamine, amphetamine and 

1 While there is no established definition of problem drug users, they 
are usually defined by countries as those that regularly use illicit sub-
stances and can be considered dependent, and those who inject drugs.

ecstasy), opioids (including opium, heroin and prescrip-
tion opioids) and cocaine. Lack of information regarding 
use of illicit drugs – particularly ATS - in populous 
countries such as China and India, as well as in emerging 
regions of consumption such as Africa, generate uncer-
tainty when estimating the global number of users. This 
is reflected in the wide ranges of the estimates.

While there are stable or downward trends for heroin 
and cocaine use in major regions of consumption, this is 
being offset by increases in the use of synthetic and pre-
scription drugs. Non-medical use of prescription drugs 
is reportedly a growing health problem in a number of 
developed and developing countries. 

Moreover, in recent years, several new synthetic com-
pounds have emerged in established illicit drug markets. 
Many of these substances are marketed as ‘legal highs’ 
and substitutes for illicit stimulant drugs such as cocaine 
or ‘ecstasy.’ Two examples are piperazines and mephe-
drone, which are not under international control. A 
similar development has been observed with regard to 
cannabis, where demand for synthetic cannabinoids 

Annual prevalence and number of illicit drug users at the global level, late 1990s-2009/2010

Source: UNODC estimates based on ARQ data and other official sources.
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(‘spice’) has increased in some countries. Sold on the 
internet and in specialized shops, synthetic cannabi-
noids have been referred to as ‘legal alternatives’ to can-
nabis, as they are not under international control. The 
control status of these compounds differs significantly 
from country to country.

In terms of treatment demand, the picture varies between 
regions. Cannabis contributes significantly to treatment 

demand in most regions, but it is particularly prominent 
in Africa and Oceania. Opiates dominate treatment 
demand in Europe and Asia, whereas cocaine is the main 
problem drug in South America. In North America, 
cannabis, opioids and cocaine make up similar shares of 
total treatment demand. ATS does not dominate any 
one region but makes a sizable contribution to treat-
ment demand particularly in Asia and Oceania, but also 
in Europe and North America.

In terms of the health consequences of drug use, the 
global average prevalence of HIV among injecting drug 
users is estimated at 17.9%, or equivalently, 2.8 million 
people who inject drugs are HIV positive. This means 
that nearly one in five injecting drug users is living with 
HIV. The prevalence of Hepatitis C among injecting 
drug users at the global level is estimated at 50% (range: 
45.2%-55.3%), suggesting that there are 8.0 million 
(range: 7.2 – 8.8 million) injecting drug users world-
wide who are also infected with HCV. Deaths related to 
or associated with the use of illicit drugs are estimated 
between 104,000 and 263,000 deaths each year, equiva-
lent to a range of 23.1 to 58.7 deaths per one million 
inhabitants aged 15-64. Over half of the deaths are esti-
mated to be fatal overdose cases.

Production

Global opium poppy cultivation amounted to some 
195,700 ha in 2010, a small increase from 2009. The 
vast bulk - some 123,000 ha - were cultivated in Afghan-
istan, where the cultivation trend remained stable. The 
global trend was mainly driven by increases in Myan-
mar, where cultivation rose by some 20% from 2009. 
There was a significant reduction in global opium pro-
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Source: UNODC estimates based on ARQ data and other  
official sources.

Global opium poppy and coca cultivation (ha), 1990-2010*

* For Mexico (opium poppy) and the Plurinational State of Bolivia (coca), in the absence of data for 2010, the estimates for 2009 were 
imputed to 2010.

Sources: UNODC.
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duction in 2010, however, as a result of disease in opium 
poppy plants in Afghanistan.

The global area under coca cultivation continued to 
shrink to 149,1002 ha in 2010, falling by 18% from 
2007 to 2010. There was also a significant decline in 
potential cocaine manufacture, reflecting falling cocaine 
production in Colombia which offset increases identi-
fied in both Peru and the Plurinational State of Bolivia.  

While it is difficult to estimate total global ampheta-
mine-type stimulants manufacture, it has spread, and 
more than 60 Member States from all regions of the 
world have reported such activity to date. The manu-
facture of amphetamines-group substances is larger 
than that of ecstasy. Methamphetamine - which belongs 
to the amphetamines-group - is the most widely manu-
factured ATS, with the United States of America report-
ing a large number of detected illicit laboratories. 

Cannabis herb cultivation occurs in most countries 
worldwide. Although there was insufficient data availa-
ble to update the global cultivation estimate, the rela-
tively stable seizure trend suggests a stable level of 
production. Indoor cultivation of cannabis herb is still 
largely limited to the developed countries of North 
America, Europe and Oceania. Cannabis resin produc-
tion estimates were not updated this year, but based on 
ARQ replies to UNODC, Afghanistan and Morocco 
were major producers.

Trafficking

Trafficking flows vary according to the drug type 
involved. The most commonly seized drug type, can-
nabis herb, is often locally produced and thus, interna-

2 The figure for the Plurinational State of Bolivia was not available at 
the time of printing of this report. The total area under cultivation 
in 2010 is based on 2009 figures for Bolivia and will be revised when 
the 2010 figure becomes available.

tional trafficking is limited. Cocaine and heroin are 
trafficked both intra- and inter-regionally, though con-
siderable amounts are consumed quite far from the 
countries of cultivation and production. Most ATS-
manufacture occurs in the region of consumption, 
whereas their precursor chemicals are trafficked inter-
regionally.

The long-term trends show increased seizures for all the 
major drug types. Between 1998 and 2009, seizures of 
cocaine, heroin and morphine, and cannabis almost 
doubled. ATS seizures more than tripled over the same 
period.    

Though it is still the most commonly seized drug, by far, 
the relative importance of cannabis in total illicit drug 
seizures has declined, rendering the other drug types – 
particularly ATS - increasingly prominent.

Looking at recent trends, global seizures of ATS rose to 
a record high in 2009, driven by increases in metham-
phetamine seizures. Ecstasy seizures, on the other hand, 
decreased. The predominant type of ATS seized varies 
according to region, with methamphetamine dominat-
ing in Oceania, Africa, North America and much of Asia. 

Seizures of opiates remained stable in 2009, with the 
Islamic Republic of Iran and Turkey continuing to 
account for the largest national seizure totals. Cocaine 
seizures also remained largely stable, at a high level. For 
cannabis, seizures of cannabis herb – the most widely 
consumed variety – increased, whereas resin seizures 
decreased.

For cocaine and cannabis resin, seizures are shifting away 
from the main consumer markets to source regions. 
Both North America and West and Central Europe 
account for declining shares of global cocaine seizures, 
while South America is seizing more. Similarly, cannabis 
resin seizures decreased significantly in Europe but 
increased in North Africa from 2008 to 2009.

The major drug markets

Opiates

Global use of opiates remained largely stable in 2009. 
UNODC estimates that some 12 to 21 million people 
used opiates worldwide; some three quarters of them 
used heroin. In 2009, an estimated 12-14 million global 
heroin users consumed some 375 mt of heroin. Europe 
and Asia remain the key global consumption markets, 
and they are largely supplied by Afghan opium.

In recent years, the non-medical use of various prescrip-
tion opioids has become increasingly problematic in 
some areas of the world, particularly in North America. 
In the United States, many emergency room visits are 
now related to prescription opioid use, and this drug 
class is also responsible for an increasing share of treat-
ment admissions in that country.
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Afghanistan accounts for 63% of the total global area 
under opium poppy cultivation. Cultivation there 
remained stable in 2010. Increases were registered in 
Myanmar in 2010, however, which resulted in an 
increasing global trend (5%). The opium yield is also 
increasing in Myanmar, causing the country’s potential 
opium production to increase by some 75%.

Nonetheless, global opium production dropped to 
4,860 mt in 2010, from to 7,853 mt the year before. 
This was largely due to a drastic reduction in Afghani-
stan’s opium production as a result of disease in opium 
poppy plants. UNODC forecasts for Afghan production 
in 2011 predict a further small decline or at least a sta-
bilization of overall opium poppy cultivation at the 
lower levels. If opium yield returns to the average level, 
opium production is likely to increase in Afghanistan in 
2011. 

Seizures of opium and heroin appeared to stabilize in 
2009, amounting to 653 mt and 76 mt, respectively. An 
estimated 460-480 mt of heroin were trafficked (includ-
ing seizures) worldwide in 2009, of which 375 mt 
reached the consumers. Traffickers’ use of maritime 
transportation and seaports has been identified as a key 
emerging threat.

The global opiate market was valued at US$68 billion 
in 2009, with heroin consumers contributing US$61 
billion of this. Heroin prices vary greatly. Although 
prices in Afghanistan increased in 2010, one gram costs 
less than US$4. In West and Central Europe, users pay 
some US$40-100 per gram, in the United States and 
northern Europe, US$170-200, and in Australia, the 

price is as high as US$230–370. While Afghan farmers 
only earned some US$440 million in 2010, organized 
crime groups in the main countries of consumption reap 
the largest profits.

Cocaine

In 2009, the annual prevalence of cocaine use was esti-
mated between 0.3% and 0.5% of the world population 
aged 15-64, or some 14.2 to 20.5 million people in that 
age range. Though the lower and upper bounds of 
cocaine users in 2009 have widened somewhat, con-
sumption remains essentially stable. Taking qualitative 
information into account, the actual number of cocaine 
users is probably closer to the lower end of the range. 

Despite significant declines in recent years, the largest 
cocaine market continues to be that of the United States, 
with an estimated consumption of 157 mt of cocaine, 
equivalent to 36% of global consumption. The second-
largest cocaine market is that of Europe, notably West 
and Central Europe, where consumption is estimated at 
123 mt. Over the last decade, the volume of cocaine 
consumed in Europe has doubled. In recent years, there 
are some signs of stabilization, though at the higher 
levels. Cocaine use in East Europe is limited.

The area under coca cultivation declined by 18% from 
2007 to 2010. Considering the past decade (2000-
2010), the decrease is even larger, 33%. Global seizures 
of cocaine have been generally stable over the period 
2006-2009, amounting to some 732 mt in 2009. Since 
2006 seizures have shifted towards the source areas in 
South America and away from the consumer markets in 
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North America and West and Central Europe. The role 
of West Africa in cocaine trafficking from South America 
to Europe might have decreased if judged from seizures 
only, but there are other indications that traffickers may 
have changed their tactics, and the area remains vulner-
able to a resurgence in trafficking of cocaine. Some coun-
tries in  the Asia-Pacific, with potentially large consumer 
markets, registered increasing cocaine seizures in 2008 
and 2009. 

The value of the global cocaine market is lower than it 
was in the mid-1990s, when prices were much higher 
and the market in the United States was strong. In 1995, 
the global market was worth some US$165 billion, 
while in 2009, this had been reduced to just over half of 
that, some US$85 billion (range: US$75-US$100 bn). 
As with heroin, almost all the profits are reaped by traf-
fickers. 

Amphetamine-type stimulants (ATS)

Global ATS use levels remained essentially stable in 
2009. ATS can be divided into two main categories: 
Amphetamines-group (mainly amphetamine and meth-
amphetamine) and ecstasy-group (MDMA and its ana-
logues). UNODC estimates that the annual prevalence 
for amphetamines-group substances ranged between 
0.3% and 1.3% in 2009, or some 14 to 57 million 
people aged 15-64 who had used such substances at least 
once in the past year. For the ecstasy-group, global 
annual prevalence was estimated at between 0.2% and 
0.6% of the population aged 15-64, or some 11 to 28 
million past-year users.

The predominant substance used varies between and 
within regions. Amphetamines-group substances domi-
nate in Africa, the Americas and Asia, whereas for 
Europe and Oceania, ecstasy-group prevalence rates are 
higher. In North America, the two groups are nearly on 
par. On aggregate, experts who reported their assessment 
of ATS use in their respective countries perceive that the 
use of amphetamines-group substances is stable or 
increasing, whereas for ecstasy, the trend was most often 
reported as stable (decreasing in Asia).

The manufacture of ATS is not geographically bound, 
and ATS laboratories tend to be located close to the 
illicit markets for these drugs. Precursors and other 
chemicals used in the illicit manufacture of ATS are 
frequently trafficked across regions. 

Some 10,600 ATS-related laboratories were reported 
seized in 2009. The vast bulk of the seized laboratories 
were manufacturing methamphetamine, most of them 
located in the United States. Methamphetamine is the 
most widely manufactured ATS worldwide. Amphet-
amine and ecstasy manufacture operations tend to be 
fewer in number but have more sophisticated operations 

as they require more specialized equipment, precursor 
chemicals and greater skill levels. 

In 2009, global seizures of ATS rose significantly, slightly 
exceeding the high level of 2007. The increase was 
mainly driven by methamphetamine seizures, which 
rose by more than 40% to reach 31 mt. Amphetamine 
seizures rose by some 10% to 33 mt. Ecstasy seizures 
decreased somewhat from the already low 2008 level, 
and amounted to 5.4 mt. 

In East and South-East Asia, ATS markets have expanded 
over the past year. Expert perceptions indicate that 
increases in ATS use – notably use of methamphetamine 
- are significant. Government experts have reported that 
methamphetamine ranks among the top three illicit 
drugs consumed in several countries in this region, 
including China, Japan and Indonesia. 

Africa is a region of concern with regard to the traffick-
ing of ATS. Trafficking of methamphetamine from 
Africa was reported first at the end of 2008 and reports 
have continued since. West Africa, in particular, is 
emerging as a new source of methamphetamine for illicit 
markets in East Asia, with couriers transiting Europe, 
West Asia or East Africa. Precursor chemicals are also 
frequently trans-shipped through the region.

In India, the first clandestine ATS manufacture opera-
tion was detected in May 2003. Since then, several 
additional facilities have been uncovered. Attempts at 
illicit ATS manufacture have also been reported from 
Bangladesh and Sri Lanka. South Asia has become one 
of the main regions used to obtain ephedrine and  

Total ATS (including
non-specified amphetamines; right axis)
Amphetamine (left axis)

Methamphetamine (left axis)

Ecstasy (MDA, MDEA, MDMA; left axis)

Seizures of ATS, by type, 2001-2009

Source: UNODC DELTA.
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pseudoephedrine for the illicit manufacture of metham-
phetamine. India is one of the world’s largest manufac-
turers of precursor chemicals and Bangladesh also has a 
growing chemical industry. Amphetamine, metham-
phetamine and ecstasy have been regularly seized in 
South Asia over the past five years.  

Cannabis

Cannabis remains by far the most widely produced and 
consumed illicit substance globally. In 2009, between 
2.8% and 4.5% of the world population aged 15-64 - 
between 125 and 203 million people - had used canna-
bis at least once in the past year. This is similar to last 
year’s estimates. Cannabis herb is the most common 
type used, produced and seized.

Some increases in cannabis use were reported from the 
Americas, Africa and Asia in 2009, whereas consump-
tion in western Europe and Oceania remained stable or 
declined. Over the past 10 years, experts from an increas-
ing number of countries have been reporting stable can-
nabis use trends. Despite this, cannabis use accounts for 
the bulk of treatment demand in Africa and Oceania.

Recent studies have shown that intensive (long-term 
regular use, high doses) exposure to cannabis products 
with high potency levels may increase the risk of psy-
chotic disorders. The average concentration of the major 
psychoactive substance in cannabis products (THC) 
seems to be higher than it was 10-15 years ago, though 
data for the past five years show a stable trend in some 
countries. The pattern, however, is not consistent for all 
products and all countries.

Cannabis herb cultivation is widely dispersed as it is 
mostly produced for domestic or regional markets. 
Therefore, an estimation of total global production is 
fraught with difficulty. Cannabis resin production is 
more localized and the drug is trafficked over larger 
distances. The countries most often identified as sources 
by the cannabis resin consumer markets are Morocco, 
Afghanistan, Lebanon and Nepal/India.

In Afghanistan, the first UNODC/Government canna-
bis survey in 2009 indicated that Afghanistan is indeed 
among the significant cannabis resin-producing coun-
tries. Moreover, cannabis has become a competitor to 
opium poppy as a lucrative crop for farmers in the coun-
try. The preliminary second survey in 2010 gave no 
indications of major changes in the levels of cultivation 
and production compared to 2009.

Cannabis herb seizures increased somewhat – returning 
to the levels of 2006-2007 following a drop in 2008 - 
and amounted to some 6,000 mt. North America 
accounts for the bulk of herb seizures, and seizures in the 
United States and Mexico increased in 2009. Cannabis 
resin seizures, on the other hand, decreased from their 
peak level in 2008. Resin seizures continued their shift 

away from West and Central Europe – where seizures are 
at their lowest level for the last 10 years - to the promi-
nent source region of North Africa, where seizures have 
increased.

Opioids ,
18.9 %

Cannabis ,
64 %

Methaqualone,
3.7% 

ATS , 5.1 %

Khat, 3.9% 

Cocaine,
5 %

S olvents  and
 inhalants , 3.2% 

S edatives  and 
tranquillizers ,

2.3% 

Africa: Distribution* of primary drug of abuse  
of people entering treatment, 2009

*Total is greater than 100% due to polydrug use. 
Source: UNODC ARQ.
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The following chapter first draws together information 
on the global drug problem in its three main sectoral 
dimensions – production, trafficking and consumption, 
including prevalence, drug-related treatment, drug-
related infectious diseases and drug deaths. This is fol-
lowed by a regional overview. More detailed information 
on specific drug markets (opiates, cocaine, cannabis and 
amphetamine-type stimulants) can be found in subse-
quent chapters. 

2) Global overview

a) Production

The world’s largest illicit drug product – in volume 
terms – is cannabis, that is, the production of cannabis 
herb, followed by cannabis resin. The second largest 
illicit drug production is related to cocaine, followed by 
heroin. Amphetamine-type stimulants production seems 
to be at comparable levels with heroin.

Cannabis – the most widely produced illicit drug 
worldwide 

Cannabis herb production takes place across all conti-
nents and in almost all countries. Indoor production of 
cannabis, in contrast, is concentrated in developed 
countries in North America, Europe and Oceania. No 

reliable trend information of cannabis herb production 
at the global level is available. Cannabis herb seizures 
suggest a stable level of cannabis herb production glo-
bally. 

Cannabis resin production is geographically more lim-
ited. Based on information on the origin of cannabis 
resin, supplied by Member States, this seems to take 
place primarily in Morocco – mainly producing for the 
markets in West and Central Europe and North Africa 
– and Afghanistan – mainly producing for neighbouring 
countries in South-West Asia and for the local market. 
Moroccan authorities report that cannabis resin produc-
tion has declined in recent years. Cannabis production 
in Afghanistan – based on joint surveys conducted by 
UNODC and the Government – seems to show a gener-
ally stable level in 2010, compared to a year earlier 
(which was 1,500-3,500 mt in 2009). 

Opium and cocaine production falling... 

Information on production is more readily available 
when it comes to heroin and cocaine. UNODC and the 
Governments concerned conduct regular opium and 
coca surveys in the main opium and coca producing 
areas. These surveys showed clear declines over the 
2007-2009 period (-21% for opium and -13% for coca). 
The global area under coca cultivation continued to 
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Fig. 1: Global opium poppy and coca cultivation, 1990-2010*
* For Mexico (opium poppy) and the Plurinational State of Bolivia (coca), in the absence of data for 2010, the estimates for 2009 were 
imputed to 2010.

Source: UNODC, Illicit Crop Monitoring Programme (ICMP). 
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shrink further to 149,1001 ha in 2010, thus falling by 
18% from 2007 to 2010. The global area under coca 
cultivation in 2010 was a third lower than in 2000. 

The downward trend for the area under opium poppy 
cultivation did not continue in 2010, mainly due to 
increases in Myanmar. The global area under opium 
cultivation in 2010 amounted to some 195,700 ha, 
which was still some 12% lower than in 2000 and more 
than a quarter lower than in 1990. Afghanistan contin-
ued to account for the bulk of the cultivation with some 
123,000 ha (63% of the global total).

In terms of production, opium output declined strongly 
in 2010 (-38%) due to a massive decline of opium pro-
duction in Afghanistan (-48%) linked to much lower 
yields as a consequence of various plant diseases that 
affected poppy plants. These declines of the yield in 
Afghanistan more than offset the increases in Myanmar. 
Nonetheless, Afghanistan remained the world’s largest 
illicit opium-producing country, accounting for 74% of 
global opium production in 2010, down from 88% in 
2009 and 92% in 2007. In parallel, the importance of 
Myanmar increased, from 5% of total opium produc-
tion in 2007 to 12% in 2010. Given the declines of 
opium production in Afghanistan, global opium pro-
duction declined by 45% between 2007 and 2010.

In parallel, ‘potential’ heroin manufacture, that is, the 
heroin that could have been manufactured from the 
opium produced (less the amounts of opium consumed 
as is), fell from some 760 mt in 2007 to less than 400 
mt in 2010. These calculations, however, do not take 
into account the stock and inventory of opium. Based 
on consumption estimates and the amounts seized, it is 

1 The figure for the Plurinational State of Bolivia was not available at 
the time of printing of this report. The total area under cultivation 
in 2010 is based on 2009 figures for Bolivia and will be revised when 
the 2010 figure becomes available.

estimated that the ‘heroin available in the market’ (prior 
to seizures) was, on average, around 430 mt per year 
over the 2002-2008 period and between 460 and 480 
mt in 2009. 

There has been a significant decline in potential cocaine 
manufacture in recent years. Between 2007 and 2010, 
potential cocaine production shrank by about one sixth, 
reflecting strongly falling cocaine production in Colom-
bia which offset increases identified in both Peru and the 
Plurinational State of Bolivia. 

… while manufacture of ATS appears  
to be increasing 

There is no new global ATS production estimate for the 
year 2009. Available indicators suggest, however, that 
global manufacture of ATS may have increased in 2009. 
Seizures of ATS increased by 16% in 2009. The number 
of ATS laboratory incidents rose by 26% on a year ear-
lier to some 10,600, though this figure was still 46% 
lower than in the peak year of 2004. 

The increase was mainly linked to methamphetamine 
laboratories dismantled in the United States of America. 
Global seizures of the main methamphetamine precur-
sor chemicals (ephedrine and pseudoephedrine), taken 
together, more than doubled in 2009. 

In contrast, the number of amphetamine and ecstasy 
laboratories dismantled globally was lower in 2009 than 
in 2007 and far lower than in 2004. Seizures of the main 
amphetamine and ecstasy precursors fell in 2009. The 
importance of Europe as a key location for the manufac-
ture of ecstasy continued to decline. 

Fig. 2: Global opium production (mt),  
2002-2010

Source: UNODC, Illicit Crop Monitoring Programme (ICMP).

Fig. 3: Global number of dismantled ATS  
laboratories, 2007-2009

Source: UNODC ARQ.
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b) Trafficking 

Trafficking flows continue to show distinct patterns: 

 • Most of the cannabis herb trafficking is intra-regional. 
In fact, most cannabis is locally produced and locally 
consumed and thus does not generally leave domestic 
frontiers. 

 • Most of the cannabis resin produced in Morocco is 
destined for consumption in West and Central Eu-
rope and North Africa. Cannabis resin produced in 
Afghanistan is primarily destined for neighbouring 
regions. 

 • Cocaine trafficking is both intra-regional and inter-re-
gional. Cocaine produced in the three Andean coun-
tries (Colombia, Peru and the Plurinational State of 
Bolivia) continues to be primarily destined for North 
America and West and Central Europe. Actual exports 
out of Andean countries (after deducting seizures and 
consumption in the Andean region) are estimated at 
788 mt. 378 mt are estimated to have left the Andean 
region for North America in 2009, of which some 
200 mt – purity adjusted – were seized in the process. 
The importance of North America has declined, how-
ever, over the last few years. The next main destina-
tions were the countries of West and Central Europe, 
mostly direct shipments, though some trafficking also 
takes place via countries in Africa, notably West Africa 
(around 13% of all trafficking to Europe). About 217 
mt of cocaine are thought to have left the Andean 
region for West and Central Europe, of which almost 
100 mt (purity-adjusted) were seized in the process. In 
addition, a significant share of the cocaine produced 
is also trafficked to the Southern Cone countries of 
South America for domestic consumption.

 • Heroin trafficking is both intra-regional and inter-
regional in nature. Heroin produced in Afghanistan 

is consumed within the region and/or trafficked to 
Europe. Some 160 mt of Afghan heroin are estimated 
to have entered Pakistan in 2009 of which the bulk 
(some 138 mt) were for final destinations in Europe, 
South-East Asia, South Asia and Africa. Some 145 mt 
of heroin is estimated to have been trafficked from 
Afghanistan to the Islamic Republic of Iran for local 
consumption and onward trafficking in 2009. Some 
75-80 mt of heroin are estimated to have reached 
West and Central Europe, mostly trafficked via South-
East Europe. About 90 mt of Afghan heroin are esti-
mated to have been trafficked to Central Asia, mainly 
for final destinations in the C.I.S countries, notably 
the Russian Federation. Heroin manufactured in 
Myanmar is primarily for the market in other South-
East Asian countries. Heroin produced in Mexico and 
Colombia is mainly destined for the United States and 
some limited local consumption. 

 • Trafficking in amphetamines continues to be mainly 
intra-regional, while the trafficking in ampheta-
mines precursor chemicals continues to be largely 
inter-regional. 

 • Ecstasy-trafficking has – traditionally – been intra-
regional within Europe (as the origin of most of the 
ecstasy used to be Europe) and inter-regional for other 
regions. In recent years, the importance of Europe as 
a source region has clearly declined. Production has 
shifted to other regions, notably North America and 
South-East Asia. Exports from the latter regions to 
other regions are, however, still very limited. 

Seizures of cannabis herb and resin have shown a gener-
ally stable trend over the 2007-2009 period. In 2009, 
cannabis herb seizures increased while resin seizures 
declined. 

Following strong increases over the 2000-2005 period, 

Fig. 4: Global seizures of selected drugs (mt), 2005-2009 

Source: UNODC ARQ. Quantities as reported (not adjusted for purity).
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global cocaine seizures fluctuated, but did not change 
significantly between 2005 and 2009. The high cocaine 
seizures indicate ongoing improvements in the cocaine 
interception rates, given falling cocaine production at 
the global level. 

Opium seizures almost doubled between 2005 and 
2009, while seizures of heroin and morphine, taken 
together, remained generally stable over the 2005-2009 
period. This suggests that the strong increase of opium 
production in Afghanistan (until 2007) led to increasing 
opium exports but was not translated into an equally 
rapid expansion of heroin production at the global level. 
Similarly, the declines of Afghan opium production after 
2007 did not lead to any declines of heroin and mor-
phine trafficking - at least not until 2009. 

Seizures of amphetamines increased over the 2005-2009 
period, mainly reflecting increases in methamphetamine 
seizures.2 Ecstasy seizures, in contrast, declined. Between 
2007 and 2009 they fell by more than two thirds, which 
seems to confirm reports of an ecstasy shortage in several 
markets.

Long-term seizure trends show that cocaine, heroin and 
morphine as well as cannabis seizures – in volume terms 
- almost doubled between 1998 and 2009, while seizures 
of ATS more than tripled over the same period. 

Over the 2005-2009 period, the above-mentioned 
plant-based drug seizures remained largely stable while 
ATS seizures, excluding ecstasy, showed a clear increase. 

2 Seizures of amphetamines and ecstasy shown in this report differ 
from those shown in previous reports. Pills have been converted 
in ‘gross weight’ terms into amphetamines or ecstasy (instead of 
the actual amounts of psychoactive substances contained in such 
pills) as seizures of other substances are also shown in ‘gross weight’ 
terms, and not purity-adjusted. The volume of amphetamines and 
ecstasy, shown in kilogram equivalents, is thus higher than in previ-
ous reports. 

c) Consumption

Drug users 

Globally, UNODC estimates that between 149 and 272 
million people, or, 3.3% to 6.1% of the population aged 
15-64 used illicit substances at least once in the previous 
year. About half that number is estimated to have been 
current drug users, that is, having used illicit drugs at 
least once during the past month prior to the survey. 
Thus, the use of illicit psychoactive substances – for 
which a global control system is in place - continues to 
be substantially lower than the use of a legal psychoac-
tive substance such as tobacco.3 Some 25% of the adult 
population (15 years and above) are current tobacco 
smokers, according to the World Health Organization.4 

Prevalence rates of illicit drug use have remained gen-
erally stable over the last decade 

The overall number of drug users appears to have 
increased over the last decade, from 180 to some 210 
million people (range: 149-272 million). In terms of 
prevalence rate, the proportion of drug users among the 
population aged 15-64, however, remained almost 
unchanged at around 5% (range: 3.4%-6.2%) in 2009/ 
2010. 

Problem drug use remains relatively stable 

Considering only the problem drug users, estimates 
range from 15 to 39 million people, equivalent to 0.3%-

3 The WHO places tobacco in the group of psychoactive substances 
(World Health Organization, Neuroscience of psychoactive substance use 
and dependence, Geneva, 2004.) 

4 World Health Organization, World Health Statistics 2010. Results 
were derived from the WHO report on the global tobacco epidemic, 
2009. Data on male use of tobacco products (41.1% of the male 
population aged 15 and above) and female use of tobacco products 
(8.9% of the female population aged 15 and above) are considered 
by WHO to be the best estimate for the year 2006. 

Fig. 5: Trends in seizures of main drug categories (index: 1998 = 100), 1995-2009 

Source: UNODC ARQ.
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0.9% of the population aged 15-64. While there is no 
established definition of problem drug users, they are 
usually defined by countries as those that regularly use 
illicit substances and can be considered dependent, and 
those who inject drugs. The European Monitoring 
Centre for Drugs and Drug Addiction (EMCDDA) 
defines problem drug use as “injecting drug use or long 
duration/regular use of opioids, cocaine and/or 
amphetamines.”5 A comparison of problem drug use 
since 2004/2005 shows a fairly stable trend.

5 EMCDDA (2008), Guidelines for Estimating the Incidence of Problem 
Drug Use, Lisbon.

Fig. 6: Annual prevalence of illicit drug use, late 1990s-2009/2010 

Source: UNODC estimates based on UNODC ARQ and other official sources. 

Fig. 7: Prevalence of tobacco and illicit drug 
use among the adult population, in % 

* The calculation of monthly use was based on information from 
35 countries for which ratios of past month to annual drug use 
levels were calculated. In case no total drug use figures were avail-
able, the ratio of past month cannabis to past year cannabis use 
was used as a proxy. The unweighted average showed that past- 
month prevalence was equivalent to 52% of annual prevalence. 
Applying this to a prevalence rate of 4.8% results in a past-month 
prevalence estimate of around 2.5%.

Sources: UNODC estimates for illicit drugs based on UNODC 
ARQ; tobacco statistics: WHO, World Health Statistics 2010.
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Cannabis remains the most widely used illicit drug, 
ahead of ATS, opioids and cocaine

A breakdown of illicit drug use shows that cannabis 
remains by far the most widely used illicit substance. 
The number of cannabis users was estimated between 
125 and 203 million in 2009, equivalent to a prevalence 
rate of 2.8%-4.5% of the population aged 15-64.

The second most widely used group of substances seems 
to be the ATS (including methamphetamine, ampheta-
mine, methcathinone and ecstasy). Within ATS, the 
‘amphetamines’ (methamphetamine, amphetamine and 
methcathinone) is still the most prominent group of 
substances, used by 14-56 million people in 2009, 
equivalent to a prevalence rate ranging from 0.3% to 
1.3% of the population aged 15-64. The broad ranges 
are mainly due to major uncertainties regarding the 
extent of amphetamines consumption in the world’s two 
most populous countries, China and India, as well as 
uncertainties regarding the spread of amphetamines use 
in Africa. The same applies to the broad ranges for 
ecstasy use (11-28 million people, or a prevalence rate 
ranging from 0.2-0.6% of the population aged 15-64). 

The third most widely used group of substances appears 
to be the opioids, with estimates ranging from 24 to 35 
million people, equivalent to a prevalence rate of 0.5%-
0.8% of the population aged 15-64. The most problem-
atic opioids6 at the global level, as reflected in treatment 
demand, are the opiates, that is, the various psychoactive 
substances derived from the opium poppy plant, notably 
opium and heroin. About 12-21 million people are esti-
mated to have consumed illicit opiates in 2009, equiva-
lent to a prevalence rate ranging from 0.3% to 0.5%. 
The most problematic opiate in the world’s illegal drug 
markets continues to be heroin. UNODC estimates that 
there were some 12-14 million heroin users in the world 
in 2009. In recent years, problem drug use has also been 
related to the non-medical use of various prescription 
opioids, such as oxycodone, fentanyl or pethidine.

Cocaine appears to rank fourth in terms of global preva-
lence, with estimates ranging from 14 to 21 million 
people,7 equivalent to an annual prevalence rate ranging 
from 0.3%-0.5% of the population aged 15-64. The 
global use of cocaine seems to be less widespread than 
the use of opioids, similar to the use of opiates, and 
more widespread than the use of heroin. 

6 Opioid is a generic term applied to alkaloids from opium poppy, 
their synthetic analogues, and compounds synthesized in the body. 
In general, a distinction is made between ‘opiates’ (that is, the various 
products derived from the opium poppy plant) and synthetic opioids. 
More detail is available in the chapter on the opium/heroin market. 

7 Taking qualitative information into account (regarding Africa and 
Asia), the best estimate is probably less than 16 million. 

Generally stable trends for use of main drug  
categories at the global level… 

The total number of users for the individual drug cate-
gories mentioned above does not appear to have changed 
significantly over the last few years. All changes occurred 
well within the existing ranges. If there has been a gen-
eral trend, it has been – for most drugs - towards a 
widening of existing ranges (that is, increases of the 
upper level and declines of the lower level of the esti-
mates), reflecting greater uncertainty about the actual 
number of drug users. Some of this is a result of statisti-
cal good practice, whereby prevalence estimates older 
than 10 years are now not being used to estimate preva-
lence. Since a large number of countries in Africa and 
Asia do not have recent data on drug use, the levels of 
uncertainty increase. 

Using a five-point scale from large decrease to large 
increase, most government experts perceived a stabiliza-
tion of drug use in 2009, as reported through the ARQ. 
This applied to cannabis, amphetamines, ecstasy, cocaine 
and the opioids, including heroin. 

… while new drugs are emerging 

The generally positive trends for the ‘traditional’ drugs, 
however, do not apply to all illicit drug markets. These 
markets continue to evolve and every year new products, 
not under control, are manufactured to supply an 
increasingly diversified demand for psychoactive sub-
stances. 

Synthetic drugs are the fastest evolving substances in this 

Fig. 8: Annual prevalence of drug use at the 
global level, in percent of the popula-
tion aged 15-64, 2009/2010 

Source: UNODC estimates based on ARQ and other official 
data.
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context, but products based on cannabis, cocaine and 
opiates are also becoming more diversified. In addition, 
reports of drug-adulterant combinations involving phar-
macologically active substances are increasing.

New psychoactive substances are supplied to the illicit 
market as a response to a number of factors: i) the use of 
different chemicals/precursors to evade an established 
law enforcement pattern; ii) the use of substances which 
are not nationally or internationally regulated and con-
trolled; iii) the replacement of substances whose supply 
is decreasing; and iv) the offer of products which can 
satisfy the evolving requirements of users. 

The fact that new psychoactive substances are emerging 
on the drug markets is not a new development. More 
recently, the market for new substances detected in sei-
zures has been expanding quickly. In Europe, one of the 
most ‘innovative’ regions when it comes to new drugs, 
110 new psychoactive substances were reported to the 
European Monitoring Centre for Drugs and Drug 
Addiction (EMCDDA) and Europol between 1997 and 
2009. In 2010, more than 40 new substances were noti-
fied in the European early-warning system, compared to 
24 in 2009.8 These included piperazines, cathinones, 
synthetic cannabinoids, tryptamines and phenethyl-
amines. 

In the last few years, a number of new substances entered 
the illicit market imitating either the pharmacological 
properties or chemical structures of existing controlled 
substances such as amphetamines or ecstasy. Some of 
these contain unregulated substances and are known as 
‘legal highs’. The piperazines and the cathinones, for 
example mephedrone, are examples of unregulated sub-
stances which recently entered the markets.

8 EMCDDA, 2010 Annual Report. 

Piperazines

Piperazine was initially developed as an anthelminthic 
used in the treatment of parasitic worms. Its best known 
derivative, benzylpiperazine (BZP), was further devel-
oped as an antidepressant but was not marketed for this 
purpose because it produced similar effects to d-amphet-
amine, though less potent. These amphetamine-like 
effects include a sense of euphoria and stimulant proper-
ties. Piperazine derivatives such as BZP and 3-trifluor-
omethylphenylpiperazine (TFMPP) are often sold as 
‘ecstasy’ to overcome the shortage of MDMA.

Mephedrone 

Mephedrone, also known as 4-methylmethcathinone 
(4-MMC), is chemically related to the internationally 
controlled substance cathinone, one of the psychoactive 
substances in the khat plant. Mephedrone was intro-
duced to the drug markets recently and is often touted 
as a legal alternative to amphetamine or cocaine with 
increasing reports emanating from Europe, North 
America and Australia. Although mephedrone and ana-
logues such as naphyrone produce effects similar to 
those of some internationally controlled substances, 
there are often no legislative restrictions on their manu-
facture and distribution due to the chemical differences.

‘Spice’ 

The cannabis market has diversified with the introduc-
tion of synthetic cannabinoids which emulate the effect 
of using cannabis. Since 2008, several synthetic can-
nabinoids (‘spice’) have been detected in herbal smoking 
blends. These products typically contain about 3 grams 
of finely cut plant material to which one or more syn-
thetic cannabinoids have been added. As they do not 
contain products that are under international control, 

Fig. 9: Government experts’ perceptions of trends in illicit drug use,* 2009 
* based on information from 83 countries and territories. 
Source: UNODC ARQ. 
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these products have often been marketed as ‘legal alter-
natives’ to cannabis. Little is known about the pharma-
cology and toxicology of these compounds, and it is 
believed that a number of these substances may have a 
higher addictive potential than cannabis. In response, a 
number of countries have placed ‘spice’ and similar 
products under control, leading to a decrease in the 
extent of the problem. 

Drug-adulterant combinations: Cocaine adulterated 
with levamisole 

Street dealers have traditionally ‘cut’ cocaine with dilu-
ents such as lactose to increase profits. Recently, there 
have been reports of the use of more pharmacologically 
active adulterants such as atropine, phenacetin and 
methyphenidate. The presence of some of these adulter-
ants may serve to increase the desired effects of the illicit 
substances or even reduce or eliminate some of its 
adverse effects. Data from the Netherlands (confirmed 
by data from several other European and North Ameri-
can countries) show that in 2008 and 2009, an increased 
number of cocaine samples contained levamisole, an 
anthelminthic, effective in infections with the common 
roundworm.

Difficulties in controlling new substances…

The large number of new substances that enter the 
market worldwide is posing a number of challenges to 
public health and law enforcement systems which 
require improved monitoring and a coordinated response 
across countries and regions. While some countries have 
tried to address the problem via the application of ‘emer-
gency scheduling’ mechanisms, others have started to 
experiment with ‘generic scheduling mechanisms’ which 
automatically also put analogue substances under con-
trol. This is, however, difficult to implement in many 
legal systems. Other countries have started to bring the 
rapidly growing number of new substances under imme-
diate control via the ‘Medicines Act’ (instead of the 
‘Narcotics Act’), which typically requires that medicinal 
products need to be properly tested before they can be 
sold to the general public. 

The precursor chemicals for synthetic drugs also con-
tinue to change in response to stricter controls. For 
example, in some countries, traffickers have started to 
use norephedrine as a precursor for the manufacture of 
methamphetamine, instead of ephedrine and pseu-
doephedrine, which have been under increasing govern-
mental scrutiny. 

… and problems related to the non-medical use of pre-
scription drugs increase

While there are stable trends for traditionally used drugs, 
and in major consumption regions even some decline 
for heroin and cocaine, there seems to be an increase in 

the non-medical use of prescription drugs in a number 
of countries. 

Non-medical use of prescription drugs, such as a number 
of synthetic opioids, tranquillizers and sedatives or pre-
scription stimulants is reportedly a growing health prob-
lem in a number of countries. In the United States, 
emergency room visits related to the non-medical use of 
prescription drugs have started to exceed the numbers 
related to the use of illicit drugs. Prescription drugs may 
replace certain illicit drugs since their use is perceived to 
be less harmful, being prescribed by physicians. They are 
legal, cheaper than illicit drugs and their use is more 
socially acceptable. Another factor for the growing pop-
ularity of prescription drugs is that patients who have 
been prescribed medications share or sell them to family 
members, friends or others who approach them. Non-
medical use of prescription drugs is a common phenom-
enon among young adults, women, elderly patients and 
health care professionals. Another issue of concern is 
that the growing numbers of polydrug users among 
illicit drug users also use prescription drugs in combina-
tion with their illicit drug of choice to enhance the 
effects of the main drug. 

Treatment demand

The need to enter treatment reflects problematic drug 
use, associated with adverse effects on the health of 
individuals. In most regions of the world, there continue 
to be clear regional patterns regarding the main problem 
drug types. In Europe and Asia, opioids (basically 
opiates, and in particular heroin) are dominant for 
problematic use. In some of the Asian countries, ATS - 
notably methamphetamine in South-East Asia and 
Captagon (that is, amphetamine, often mixed with 
caffeine) on the Arabian peninsula – has emerged as the 
most problematic drug group. ATS in treatment demand 
is also widespread in Oceania, North America and West 
and Central Europe. The problematic use of cannabis 
makes a significant contribution to treatment demand 
across all regions but is particularly prevalent in Africa. 
In South America (including the Caribbean and Central 
America), cocaine is the primary drug responsible for 
drug treatment. In North America, a more diversified 
pattern has developed where a single, dominant drug 
type does not emerge. Cannabis, opioids and cocaine are 
all equally represented. In Oceania, treatment is linked 
primarily to cannabis, followed by opioids. 
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Opiates are the most harmful drugs as reflected  
in treatment demand 

One way of ‘measuring’ the potential harmfulness of 
drugs is to compare the number of people having to 
undergo treatment with the total number of persons 
using the drug in question. 

The latest US data9 show that, on average, three persons 
per 100 annual drug users had to undergo treatment for 
drug use in 2008. Opiates use is far more problematic 
than the use of other illicit drugs. The rate for heroin is 
much higher than the average, at 22 for 100 users, that 
is, more than one out of five users enters treatment. 
Though treatment demand for prescription opioids has 
been rising far stronger in the USA (460% between 
1998 and 2008) than heroin-related treatment demand 
(8%), only 1 out of 100 people who misuse prescription 
opioids enter treatment. The corresponding rates 
amounted to between four and five per 100 users for 
cocaine and amphetamines (‘stimulants’) and one per 
100 users for cannabis in 2008. Above average treatment 
demand still exists for crack-cocaine users (14 per 100 
users), clearly exceeding overall cocaine-related treat-
ment demand, and for methamphetamine users (14 per 
100 users), clearly exceeding overall amphetamines-
related treatment demand. For users of tranquillizers 
and sedatives, the rates are between 0.6 and 0.7 per 100 
users. 

Based on the number of past-year users in European 
countries and the reported numbers in treatment for the 

9 SAMHSA, Results from the 2009 National Survey on Drug Use and 
Health: Detailed Tables; SAMHSA, Treatment Episode Data Set 
(TEDS), 1998-2008; estimates on the number of opioid and opiate 
users have been derived from ONDCP estimates on the number of 
heroin users and SAMHSA estimates on the number of prescription 
opioid users. 

various drug types, data suggest that between one in 
every four or five opioid users end up in treatment. 
These rates are comparable to those found in the USA, 
as most of the reported opioid use in Europe is linked to 
the abuse of opiates, notably heroin. For cocaine and 
ATS, available data suggest that around one in every 100 
users in Europe end up in treatment, that is, less than in 
the USA. This would suggest that cocaine and stimulant 
use in Europe is still not as problematic as in the USA 
because crack-cocaine and methamphetamine, the two 
most problematic substances in these categories, are still 
small in Europe. While treatment related to cannabis use 
increased in Europe over the last decade, this is still far 
less common than in the USA. Around one in every 230 
cannabis users underwent treatment in Europe, com-
pared to one in every 80 in the USA. Differences in 
treatment policy (notably with regard to compulsory 
cannabis-related treatment schemes) and recording prac-
tices may explain some of the differences. Consequently, 
opioid/opiate users in Europe are 20 times more likely 
to end up in treatment compared to cocaine and ATS 
users, and 50 times more likely compared to cannabis 
users. In the USA, the likelihood for opiate users to end 
up in treatment is about five times higher than for 
cocaine and stimulant users and 20 times higher than 
for cannabis users.10 

The prevalence of opiate use, compared to other drugs, 
is relatively low. However, opiates dominate treatment 
with a disproportionately high percentage of demand. 
This reflects the considerable harm associated with opi-

10 This analysis is based on macro data and does not take into account 
polydrug use.

Fig. 10: Comparison of drug types between treatment demand and relative number of users,*  
by region**

* Percentage of illicit drug users does not consider polydrug use. ** Seven regions are represented: Africa, Asia, East and South-East Asia, 
North America, Oceania, South America, West and Central Europe. Each geometric shape corresponds to one region. 

Source: UNODC ARQ; Government reports.
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ates (notably heroin) and the high probability that 
opiate users will require some form of treatment inter-
vention. As for most regions (except North and South 
America), the opiate and opioid figures are still almost 
identical. 

With the high prevalence rates of ATS in Asia, especially 
in East and South-East Asia, there remain concerns over 
an unmet demand for treatment of ATS use there. With 
most of the treatment services aimed at meeting the 
needs of opioid and cannabis users, ATS treatment serv-
ices are relatively scarce and under-resourced.11

The vast majority of illicit drug users consume cannabis, 
and although the harm associated with its use is rela-
tively small in comparison with the opiates, cannabis 
contributes in no small way to treatment demand. The 
level of treatment demand for cannabis coincides with 
regional prevalence rates, with the highest levels of con-
sumption in Oceania and Africa, followed by the Amer-
icas, Europe and Asia.

Infectious diseases among injecting drug users

A systematic review12 conducted for the Reference 
Group to the UN on HIV and Injecting Drug Use esti-
mated that there are approximately 15.9 million (range 
11.0-21.2 million) injecting drug users worldwide, with 
the largest numbers in China, the United States and the 
Russian Federation. These figures suggest that close to 
60% of all problem drug users worldwide inject drugs, 
and that injecting drug users account for about 7.5% of 
all drug users worldwide. 

Injecting drug use is an extreme form of illicit drug use 
with serious health implications and costs for the indi-
vidual and the community. Risky injecting and sexual 
behaviour among drug users becomes a major public 
health concern because of the high risk for the transmis-
sion of blood-borne infections such as HIV, Hepatitis C 
and B, especially among the marginalized and most at 
risk populations. 

Around one in five injecting drug users  
is HIV positive …

Based on information compiled by UNODC, the global 
average prevalence of HIV among injecting drug users is 
estimated at 17.9%, or equivalently, 2.8 million people 
who inject drugs are living with HIV. This is consistent 
with the estimate of 3.0 million (range 0.8-6.6 million) 
presented by the Reference Group to the UN on HIV 
and injecting drug use.13 High levels of HIV infections 

11 UNODC, Patterns and Trends of Amphetamine Type Stimulants and 
Other Drugs Asia and the Pacific, Global SMART Programme, 2010.

12 Mathers BM, Degenhardt L, Phillips B, et al., (November 2008), 
‘Global epidemiology of injecting drug use and HIV among people 
who inject drugs: a systematic review,’ Lancet 372 (9651): 1733–45.

13 Ibid.

are, in general, found among marginalized populations 
of drug users as well as among those in prison settings.

According to the Reference Group, there are large geo-
graphical variations in the prevalence of HIV among 
injecting drug users, with the largest numbers and high-
est rates in Latin America, East Europe, and East and 
South-East Asia. Combined, these regions account for 
73% of the global number of injecting drug users living 
with HIV. In some countries, the prevalence of HIV 
among injecting drug users is extremely high, such as in 
Estonia (72%), Argentina (50%) and Brazil (48%).

… and around half of all injecting drug users are 
infected with the Hepatitis C virus (HCV) 

Infections with viral hepatitis C and B also pose signifi-
cant public health concerns giving rise to considerable 
morbidity and mortality among drug users.

The hepatitis C virus (HCV) affects around 130-170 
million people worldwide14 (representing 2.2%-3.0% of 
the global population) and is a major cause of liver dis-
ease with the potential for considerable ill health effects 
and premature death. In developed countries, injecting 
drug use is the main route for the transmission of 
HCV.15 Although HCV and HIV have different viral 
properties and clinical outcomes, they share parallel 
risks, and their epidemic follows a similar path. HCV is 
five times more widespread worldwide than HIV, how-
ever, because it is more infectious and has probably been 
present for longer in human populations.

The prevalence of HCV among injecting drug users at 
the global level is high, at 50.3% (45.2%-55.3%), with 
13 out of 51 countries reporting prevalence rates greater 
than 70%. Africa and Oceania have the highest rates at 
73.2% and 63.8% respectively, although the number of 
countries reporting rates from these two regions is very 
low. Applying the estimated global average prevalence 
suggests that there are 8.0 (7.2-8.8) million injecting 
drug users worldwide who are also infected with HCV. 
As with HIV, higher levels of HCV infections are found 
among marginalized populations of drug users and those 
in prison settings. 

Most of the information reported to UNODC comes 
from Europe where the average level of infection of 
HCV among injecting drug users is 47.0%, but eight 
out of the 29 countries have prevalence rates above 60% 
and five over 70%. 

14 Daniel Lavanchy. The global burden of hepatitis C, Liver Interna-
tional, 2009; 29(s1): 74–81.

15 Ibid, and Colin W Shepard, Lyn Finelli, Miriam J Alter. Global 
epidemiology of hepatitis C virus infection. Lancet Infect Dis 2005;5: 
558–67.
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Deaths associated with illicit drug use

Deaths related to or associated with the use of illicit 
drugs may include: fatal drug overdoses; suicide; acci-
dents (such as motor vehicle accidents) while under the 
influence of illicit drugs; deaths among injecting and 
other drug users from infectious diseases such as HIV/
AIDS and Hepatitis C transmitted through the use of 
contaminated needles; or from medical conditions (such 
as organ failure) associated with long-term drug use. The 
information on the number of drug-related deaths 
reported to UNODC is often based on different criteria 
of classification of diseases and may include some or all 
of these categories. 

Data on drug-related deaths is a measure that provides 
information on the most extreme consequences and the 
health impact of drug use in the community. This can 
also provide essential information on risky patterns of 
drug use, the risk attributed to certain drugs or combi-
nations of substances, the level of risk among the most 
vulnerable population groups, and to monitor the prev-
alence of risks attributed to certain drugs.17 Toxicologi-
cal examinations to identify the cause of death are not 
standard in most countries and even if such examina-
tions are undertaken, they can often only confirm the 
presence of a psychoactive substance in the dead body 
but do not provide information on a causal relationship. 
Thus, drug deaths related to cannabis are often reported, 
though in most cases, the presence of this drug did not 
cause the death. Information on drug-related deaths, 
compiled from different countries using different clas-
sification systems, must be treated with caution. 

Globally, different estimates of drug-related deaths have 
been published by the World Health Organization in 
the past. These estimates include:

 • 194,000 (uncertainty interval 113,494 – 276,584) 
drug-related deaths for the year 2000, based on esti-
mates of the following four causes: AIDS, opioid over-
dose, suicide among opioid users and trauma.18

 • 197,400 (uncertainty interval 101,751 – 322,456) 
for the year 2000, based on all-cause mortality from 
cohort studies and attributable fractions.19

 • 245,000 deaths attributed to illicit drug use in 2004, 
which includes deaths related to heroin and cocaine 
use, and deaths from HIV/AIDS, hepatitis B and C 
resulting from illicit drug use.20 

17 EMCDDA, An overview of the drug-related deaths and mortality 
among drug users (DRD) key indicator, January 2009.

18 Degenhardt L, Hall W, Warner-Smith M, Lynskey M., ‘Chapter 13: 
Illicit drug use,’ In: Ezzati M, Lopez A, Rodgers A, Murray CJL, eds. 
Comparative quantification of health risks: global and regional burden of 
disease attributable to selected major risk factors, Geneva, World Health 
Organization, 2003.

19 Ibid.
20 World Health Organization, Global health risks: mortality and burden 

For 2009, UNODC has compiled information on drug-
related deaths based on data reported through the ARQ. 
The level of reporting on drug-related deaths encom-
passes nearly half (49%) of the world’s population aged 
15-64 - although there are large regional differences in 
coverage: North America - 100%; Europe - 97%; South 
America (including the Caribbean and Central America) 
- 64%; Oceania - 62%; Asia - 42%; and Africa, <1%. 
Since very little data emerged from countries in Africa, 
an alternative source on drug-related deaths has been 
used.21

According to the data compiled by UNODC, it is esti-
mated that globally, there are between 104,000 and 
263,000 deaths each year that are attributable to illicit 
drug use, or equivalently, that there are between 23.1 
and 58.7 deaths per million population aged 15-64 due 
to illicit drug use. These estimates are consistent with 
other previously published estimates by the WHO. As 
reported by Member States, approximately 50% of the 
deaths are fatal overdose cases. Significantly, drug-related 
deaths occur among a young age group. For example, 
EMCDDA reports that the mean age for deaths result-
ing from overdose in Europe is the mid-30s.22

In Europe, drug overdoses account for 4% of all deaths 
for those aged 15-3923 - and the rates in some countries 
exceed 10% in this age group. In a study on drug-related 
mortality in eight European cities, 10–20% of mortality 
within the 15-49 age group is attributable to opioid 
use.24 Data from Europe also suggest that for each drug-
induced death, there are an estimated 20-25 non-fatal 
overdose cases. As such, drug-related deaths are highly 
premature (and preventable) and account for a dispro-
portionate contribution to the burden of disease as 
measured by potential years of life lost. 

of disease attributable to selected major risks, 2009.
21 Darke, S., Degenhardt, L. and Mattick, R., Mortality Amongst Illicit 

Drug Users: Epidemiology, Causes and Intervention, Cambridge Uni-
versity Press, 2007.

22 EMCDDA, Annual report: the state of the drugs problem in Europe - 
2010, Lisbon, November 2010.

23 Ibid.
24 Bargagli, A.M., Hickman, M., Davoli, M., Perucci, C.A., Schifano, 

P. et al. (2006), ‘Drug-related mortality and its impact on adult mor-
tality in eight European countries’, European Journal of Public Health 
16, pp. 198–202.
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3) Regional overview 

This overview highlights some of the main characteris-
tics and illicit drug market trends at the regional level. 

a) North America 

North America continues to be the world’s largest drug 
market, even though it is – according to all estimates – 
now smaller, in economic terms, than a decade or two 
ago. 

Production 

Production of illicit drugs in North America is primarily 
linked to cannabis (mainly cannabis herb), ampheta-
mine-type stimulants (ATS) and opiates. 

Substantial amounts of cannabis are grown in all North 
American countries and important exports are directed 
from Mexico to the United States, and, to a lesser extent, 
from Canada to the United States. Greenhouse cultiva-
tion of cannabis is still limited to the USA and Canada. 

Manufacture of ATS takes place in all three countries 
and is mainly of methamphetamine and, to a lesser 
extent, ecstasy. Some 99% of all methamphetamine 
laboratories worldwide (though mostly ‘kitchen labs’) 
are dismantled in North America, notably in the United 
States. Significant amounts of methamphetamine con-
tinue to be shipped across the border from Mexico to 
the United States. Manufacture of ecstasy is mainly con-
centrated in Canada and the USA. A significant share of 
the Canadian ecstasy production is destined for the US 
market. Asian groups with links to China and South-
East Asian countries are mainly involved in the ecstasy 
production.

Production of opiates in North America only takes place 
in Mexico. Mexico’s opium production accounted for 
5% of the world total in 2009.

Trafficking 

Trafficking of drugs continues to be primarily directed 
towards North America. Trafficking of drugs out of the 
region to other destinations exists, but is limited. Traf-

ficking of cannabis herb is mainly intra-regional, with 
cannabis herb from both Mexico and Canada being 
shipped into the United States, in addition to domestic 
shipments of locally produced cannabis herb across US 
states. Similarly, methamphetamine trafficking is prima-
rily intra-regional, with flows from Mexico into the 
United States, as well as locally produced methampheta-
mine being trafficked domestically in the United States. 
Ecstasy trafficking used to be intra-regional (from west-
ern Europe to North America) but has now become 
mainly intra-regional, with deliveries from Canada into 
the United States. Cocaine trafficking, in contrast, 
remains inter-regional, with shipments of cocaine from 
the Andean region, notably Colombia, to Central Amer-
ica and Mexico for final destination markets in the 
United States and, to a lesser extent, Canada. 

The largest seizures in North America are reported for 
cannabis, followed by cocaine and the amphetamines. 
Expressed as a proportion of the global total, data show 
that 70% of global cannabis herb and 70% of global 
ecstasy seizures took place in North America in 2009, 
followed by amphetamines (21%) [methamphetamine 
only: 44%], cocaine (18%) and heroin (4% of the world 
total). Cannabis resin seizures accounted for less than 
1% of the total, showing that hashish does not play a 
significant role in North America. 

While cocaine seizures declined markedly between 2005 
and 2009 (-43%), reflecting the overall decline of the 
cocaine market in North America, seizures increased 
over this period for amphetamines (87%), ecstasy 
(71%), cannabis herb (32%) and heroin (19%). 

Illicit drug use 

The highest levels of illicit drug use are related to the 
consumption of cannabis, mainly cannabis herb. With a 
prevalence rate of 10.7% among the population aged 
15-64, cannabis use in North America is above the 
global average. The region accounts for about one fifth 
of global cannabis users, far above its share of the global 
population (around 7%). Following years of decline, 
cannabis use increased again in 2009 in the United 
States. The annual prevalence of cannabis use in the 

Table 4: Seizures in North America, in kilogram equivalents, 2005-2009

Source: UNODC ARQ.

2005 2006 2007 2008 2009
In % of global 
total in 2009

Cannabis herb 3,183,053 3,278,467 3,930,620 3,205,334 4,188,620 70%

Cocaine 233,605 193,601 175,316 132,970 132,355  18%

Amphetamines 7,422 9,226 7,047 8,551 13,876 21%

Ecstasy 2,227 3,008 3,981 3,279 3,816 70%

Heroin 2,391 2,432 1,760 2,283 2,853 4%

Memo: Population 458 million 7%
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USA increased from 10.1% of the population aged 12 
and above in 2007 to 11.3% in 2009.

The relative importance of North America is larger 
when it comes to cocaine. Almost 37% of all cocaine 
users worldwide are found in North America. With a 
prevalence rate of 1.9% among the population aged 
15-64, North America – despite declines in recent years 
– still has the highest prevalence rate of any subregion, 
far above the global average (0.4%). The decline was 
most pronounced after 2006, with the annual preva-
lence of cocaine use in the USA falling from 3.0% of the 
population aged 15-64 to 2.4% in 2009. Significant 
declines in cocaine use were also reported from Canada 
in recent years, with the annual prevalence rate falling 
from 2.3% in 2004 to 1.4% in 2009. 

About 1.1% of the population in North America uses 
amphetamines and a similar proportion uses ecstasy. 
These are – in both cases – above the global average. Use 
of amphetamine-type stimulants showed a downward 
trend over the 2006-2008 period and increased again 
slightly in 2009. The increase was mainly related to the 
‘recovery’ of methamphetamine, rising from 0.3% of the 
population aged 12 and above in 2008 to 0.5% in 2009. 
The same applied to the use of ecstasy which rose in the 
USA from 0.9% of the population aged 12 and above in 
2008 to 1.1% in 2009.

If opioids are considered, available estimates suggest that 
more than 40% of global opioid users are found in 
North America. These high levels are mainly due to 
widespread non-medical use of prescription opioids, 
which rose between 2002 and 2006, before falling until 
2008 and rising again in 2009. The abuse of opiates is, 
at 0.4%, close to the global average. Opiate use levels 
have remained stable in recent years.

North America has, in general, a significant problem 
when it comes to the non-medical use of prescription 
drugs. In the United States, such use of prescription 
drugs (‘psychotherapeutics’) has ranked for some years 
second after cannabis, with an annual prevalence of 
6.4% among the population aged 12 and above.25 The 
non-medical use of pain relievers (4.9%) which are pre-
scription opioids and of tranquillizers (2.2%) now show 
higher annual prevalence rates than cocaine (1.9%). The 
non-medical use of easily available prescription opioids 
- oxycodone in particular - appears to have increased 
since 2005. Among the new initiators of drug use in 
2009, around 2.2 million people in the USA initiated 
their drug use with pain relievers, approaching the 
number of those who initiated their drug use with can-
nabis.

25 Substance Abuse and Mental Health Services Administration, Results 
from the 2009 National Survey on Drug Use and Health: Volume I. 
Summary of National Findings, 2010, Rockville, Maryland, USA.

The main pharmaceutical prescription drug categories 
used in Canada are ‘opioid pain relievers’, ‘stimulants’ 
and ‘tranquillizers and sedatives’. In 2009, prescription 
opioid misuse in Canada was reported at 0.5%, the same 
level as 2008, while heroin use was estimated at 0.36%.26

In Mexico, the annual prevalence of non-medical use of 
prescription drugs seems to be much lower. The national 
household survey found prescription opioid prevalence 
to amount to 0.06% of the adult population in 2008, 
compared to 0.04% for heroin.27

Drug-related deaths

North America seems to experience a large proportion 
of drug-related deaths (45,100 deaths) and the highest 
drug-related mortality rate (148 deaths per million pop-
ulation aged 15-64). The United States saw an estimated 
38,400 deaths from illicit drug use in 2006, correspond-
ing to a drug-related mortality rate of 182 deaths per 
one million inhabitants aged 15-64. 

In the United States, overdoses from prescription opio-
ids have been steadily increasing from 4,000 in 2001 to 
11,000 in 2006 (the most recent year available), an 
increase of 175%, primarily as a result of the non-med-
ical use of diverted prescription opioids.28 Similar trends 
in the non-medical use of prescription medicines are 
also emerging in other countries.29 

b) South America, Central America  
 and the Caribbean 

South America continues to be primarily a subregion 
known for large-scale cocaine production and traffick-
ing, though drug use, notably in the Southern Cone 
countries, has also become significant. 

Production 

Notable illicit drug production continues to take place 
in the three Andean countries. Colombia, Peru and the 
Plurinational State of Bolivia are responsible for close to 
100% of global coca leaf production, the raw material 
for the manufacture of cocaine. In 2010, coca was culti-
vated on 149,10030 ha in the Andean countries, down 

26 Estimated by UNODC based on 1% prevalence of injecting drug use 
(estimated 220,690 IDU in 2004) reported by the Reference Group 
to the United Nations on HIV and injecting drug use, 2008.

27 SALUD, Encuesta Nacional de Adicciones 2008, Instituto Nacional de 
Salud Pública, Mexico.

28 U.S. Department of Justice, Drug Enforcement Administration, 
National Drug Intelligence Centre, National Prescription Drug Threat 
Assessment 2009,and National Drug Threat Assessment 2010.

29 Nicholas R., Lee N., and A. Roche, Responding to pharmaceutical drug 
misuse in Australia: A Matter of Balance, NCETA Literature Review 
to support the development of the National Pharmaceutical Drug 
Misuse Strategy, March 2011.

30 The figure for the Plurinational State of Bolivia was not available at 
the time of printing of this report. The total area under cultivation in 
2010 is based on old figures for Bolivia and will be revised once the 
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from 221,300 ha in 2000. Cocaine manufacture in clan-
destine laboratories also takes place, to a large extent, in 
the Andean countries. Since 2007, cocaine production 
has shown a clear downward trend, mainly due to 
declines of production in Colombia, which also contin-
ued in 2010. Cocaine production fell by some one sixth 
over the 2007-2010 period. 

Most of the countries in South America, Central Amer-
ica and the Caribbean have significant levels of cannabis 
production, notably of cannabis herb. In 2009, 70% of 
global cannabis plant seizures, an indirect indicator  of 
cannabis eradication, occurred in this subregion. Three 
quarters of these seizures took place in South America. 
Cannabis production seems to be - in most countries - 
primarily for domestic use. Opium production in South 
America is almost negligible at the global level. 

Manufacture of amphetamine-type stimulants is still 
limited in the region as most of the ATS consumed are 
still diverted prescription stimulants. However, in recent 
years, illicit manufacture of ATS has emerged in several 
countries with little or no previous history of reported 
manufacture. 

Trafficking

Trafficking flows are primarily directed out of the 
cocaine-producing countries in the Andean region 
towards North America, either directly to Mexico and 
then the United States, or via Central America to Mexico 
or via the Caribbean to the United States. Trafficking 
flows to Europe are either directly from the Andean 
region or via neighbouring countries to Europe, via 
countries in the Caribbean region as well as via countries 
in Africa (notably West Africa) to Europe. 

Cannabis trafficking flows are mainly intra-regional. In 
addition, there are limited trafficking flows of heroin 
from Colombia to the United States. 

In contrast, trafficking flows of amphetamines and 

2010 figure becomes available.

ecstasy are still mainly from Europe towards South 
America, though these appear to be declining as they 
start to be substituted by local production. 

The largest seizures, in volume terms, are those of coca 
leaf in South America, which accounts for all global coca 
leaf seizures. Such seizures declined, however, over the 
2007-2009 period by some 25%, partly reflecting a 
decline in coca leaf production. In contrast, cocaine 
seizures, for which the countries of South America, Cen-
tral America and the Caribbean accounted for 74% of 
the world total, showed an increase by 27% over the 
2007-2009 period. Increasing interdiction efforts by the 
Andean countries (notably Colombia) as well as 
improvements in international cooperation – and thus 
more ‘upstream’ interdictions – have been responsible 
for this. 

Seizures of opium and heroin declined markedly between 
2005 and 2009. The decline is in line with reports of 
strong reductions of opium production in South Amer-
ica over the last decade. 

Illicit drug use 

Surveys suggest that about 5% of all cannabis users 
worldwide are found in South America, the Caribbean 
and Central America, slightly less than the region’s share 
of the global population. Nonetheless, cannabis is the 
most widely consumed illicit substance in the region. 
The prevalence rate for cannabis use in South America 
ranged between 2.9%-3.0% of the population aged 
15-64 in 2009, between 1.6%-7.6% in the Caribbean 
and between 2.2%-2.5% in Central America. 

The prevalence of cocaine use in South America, Central 
America and the Caribbean is clearly above the global 
average. About 0.9%-1.0% of the population aged 15-64 
consumes cocaine, equivalent to some 2.6-3.0 million 
people or 17% of the world’s cocaine-using population. 
Following years of increases, the latest data indicate a 

Table 5: Seizures in South America, Central America and the Caribbean, in kilogram equivalents, 
2005-2009

Source: UNODC ARQ.

2005 2006 2007 2008 2009
In % of global 
total in 2009

Cannabis herb  509,265 1,065,673 1,009,470  857,534  619,786 10%

Coca leaf 3,195,757 3,318,645 4,698,820 4,883,732 3,517,918 100%

Cocaine  429,740  400,266  427,685  523,040  541,070 74%

Amphetamines  140  87  519  41  189 0.3%

Ecstasy  141  53  103  46  54 1%

Heroin  1,863  1,689  1,205  1,335  1,159 2%

Opium  2,129  263  259  300  74 0.01%

Memo: Population 473 million 7%
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stabilization at the higher levels. Cocaine continues to be 
the main problem drug in South America, Central 
America and the Caribbean, accounting for some 50% 
of all drug-related treatment demand in the region. 

Use of other drugs is below average. This is true for ATS 
as well as the opioids. Overall opioid use is far more 
prevalent (some 0.4%) than the use of opiates (0.1%). 

The most prevalent prescriptions drugs in the region 
seem to be prescription opioids. High prevalence of the 
non-medical use of prescription opioids has been reported 
by Costa Rica, Brazil and Chile. Most of the ATS use in 
the region is linked to diverted prescription stimulants 
(legally prescribed mainly as anorectics or for the treat-
ment of attention deficit disorders). High levels of con-
sumption have been reported for 2009, in particular 
from Argentina, Brazil and, to a lesser extent, Chile.31 

Drug-related deaths

Countries in South America, including the Caribbean 
and Central America, report relatively few drug-related 
deaths (between 2,200 and 6,300) with a mortality rate 
(between seven and 20 deaths per million aged 15-64) 
well below the global average. Countries consistently 
rank cocaine first as the primary cause of death, which 
is in accordance with high prevalence of cocaine use and 
the dominance of cocaine in treatment demand.

c) Europe

Production 

Illicit drug production in Europe is mainly linked to 
cannabis, amphetamines and ecstasy. 

 • Cannabis production in Europe is believed to be  
increasing, mostly in indoor settings. Twenty-nine 
European countries reported domestic cultivation of 
cannabis herb in 2008.

 • In the past, ecstasy-group substances used to be 
manufactured predominantly in West Europe. The 
Netherlands and Belgium are still the main sources for 
ecstasy in Europe. However, manufacture has shifted 
away from the region and only a few laboratories were 
reported from Europe in 2008 and 2009. 

 • Most amphetamine seized in Europe is manufactured, 
in order of importance, in the Netherlands, Poland 
and Belgium. 

 • The clandestine manufacture of methamphetamine 
is concentrated in the Czech Republic, though some 
production is also taking place in the Baltic countries. 
Methamphetamine production and consumption are, 
however, still the exception in Europe.

 • In Spain, there is some evidence of the reconversion 
of cocaine mixed with other substances back into 
cocaine.

31 INCB, Report for 2010 – Psychotropic Substances.

 • In East Europe, notably in the Russian Federation 
and Ukraine, there is domestic production of opium 
or poppy straw for local consumption purposes 
(‘kompot’). 

Trafficking 

Most cannabis seizures are related to cannabis resin in 
Europe, accounting for 49% of the global total in 2009. 
Cannabis resin found on the European market origi-
nates primarily in Morocco. While cannabis resin sei-
zures declined over the 2005-2009 period, those of 
cannabis herb increased by 88%, confirming reports of 
increasing levels of (often hydroponic) cannabis herb 
production within Europe for local consumption. 
Despite the increasing importance of cannabis herb, 
overall cannabis seizures declined by 19% between 2005 
and 2009. 

Cocaine is trafficked to Europe mainly by sea, though in 
terms of reported seizure cases, deliveries by air are 
higher. The trafficking of cocaine into the EU by mari-
time containers seems to have increased in recent years. 
While the European cocaine market appears to have 
been fairly stable between 2006 and 2009 – following 
strong increases in trafficking over the 1998-2006 period 
– cocaine seizures declined massively over this period 
(-53%). This partially reflects improved cooperation 
with law enforcement counterparts in Latin America 
and thus improved sharing of information, leading to 
seizures in South Americas rather than waiting for the 
cocaine to arrive in Europe. Cocaine seizures are still 
concentrated in western Europe. The countries of West 
and Central Europe accounted for 97% of all European 
cocaine seizures in 2009. In addition to direct shipments 
from South America, shipments via Africa, notably West 
Africa, gained strongly in importance over the 2004-
2007 period, before decreasing over the 2007-2009 
period. Though the Iberian peninsula, followed by the 
Netherlands and Belgium, continue to be main entry 
points for cocaine shipments into Europe, there have 
also been reports of shipping cocaine to the Balkan 
region (by container or air freight) for final destinations 
in the European Union. 

Heroin seizures made in Europe accounted for 38% of 
the world total in 2009. Heroin seizures are mostly con-
centrated in South-East Europe (63% of all heroin sei-
zures in Europe), mainly reflecting the strong seizure 
efforts of Turkey as heroin is shipped via the Islamic 
Republic of Iran to Turkey and then along the various 
branches of the 'Balkan route' to western Europe. While 
heroin seizures in West and Central Europe remained 
largely stable over the 2005-2009 period, they doubled 
in South-East Europe. 

Europe is primarily a region of final consumption - 
except for ecstasy, which is still produced locally and 
shipped to other destinations as well. Ecstasy exports out 
of Europe, however, have declined markedly in recent 
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years, which has been linked to improvements in precur-
sor control and thus shortages of the traditional ecstasy 
precursor. Europe’s share in global ecstasy seizures 
declined from 90% in 1996 to 18% in 2009. 

Europe accounted for 24% of global amphetamine sei-
zures in 2009. Amphetamine seizures remained largely 
stable over the 2005-2009 period. More than 80% of all 
European amphetamine seizures in 2009 took place in 
the countries of West and Central Europe. 

Seizures of benzodiazepines and barbiturates increased 
by more than 50% between 2005 and 2009. Close to 
90% of all benzodiazepines and barbiturate seizures 
worldwide in 2009 were reported from countries in 
Europe. 

Seizures of GHB (gamma-hydroxybutyric acid), fre-
quently known in the illicit drug markets as ‘liquid 
ecstasy’ and as a ‘date rape drug,’ increased four-fold in 
Europe over the 2005-2009 period. European seizures 
accounted for almost 80% of the world total. 

Seizures of LSD, which in volume terms are hardly 
noticeable, have shown a downward trend over the 
2005-2009 period. Europe accounts for 80% all LSD 
seizures made worldwide. 

Illicit drug use 

The most prevalent drug in Europe is cannabis, showing 
an annual prevalence rate of 5.2%-5.3% among the 
population aged 15-64. Around 18% of the total canna-
bis-using population lives in Europe. Following years of 
significant increases, cannabis use appears to have stabi-
lized in Europe. 

Cocaine is the second most prevalent drug (0.8%-

0.9%). With 4.3 - 4.75 million cocaine users, Europe 
accounts for almost 30% of all cocaine users worldwide. 
Cocaine use is still concentrated in West and Central 
Europe, accounting for some 90% of all cocaine users in 
Europe. Cocaine prevalence rates in West and Central 
Europe doubled between 1998 and 2006 but remained 
basically stable over the 2006-2009 period.

The next most prevalent substance is ecstasy (0.7% of 
the population aged 15-64). With 3.7-4 million ecstasy 
users, Europe accounts for about one fifth of the global 
ecstasy-using population. Most European countries 
report stable trends of ecstasy use. 

Use of amphetamines affects some 2.5-3.2 million people 
in Europe, or 0.5-0.6% of the population aged 15-64. 
Most countries report stable trends in amphetamine use. 
Amphetamine remains the main amphetamines-group 
substance used in Europe. Methamphetamine use is 
mainly limited to the Czech Republic, though some 
consumption also occurs in neighbouring Slovakia, some 
of the provinces of Germany and Austria bordering the 
Czech Republic, as well as in the Baltic countries and 
some of the Nordic countries. If ecstasy and ampheta-
mines-group use are combined, use of ATS constitutes 
the second most prominent drug group after cannabis. 

In contrast to other regions, non-medical use of pre-
scription drugs has not been regarded as a major prob-
lem in Europe so far.32 Denmark, Estonia and Finland 
are countries with substantial or higher proportions of 
non-medical use of prescription opioids than heroin. 
The highest levels of non-medical use of prescription 
opioids so far have been reported from Northern Ireland 
(UK). Other countries in Europe reporting a substantial 
proportion of treatment demand for sedatives and tran-

32 EMCDDA, The State of Drugs Problem in Europe, Annual Report 
2010.

2005 2006 2007 2008 2009
In % of global 
total in 2009

Cannabis resin 907,423 618,448 853,654 937,027 623,369 49%

Cannabis herb 105,577 132,558 144,310 178,345 198,841 3%

Cocaine 106,587 121,065 79,864 62,737 56,736 8%

Amphetamines-group 
of which amphetamine

9,906
8,039

11,434
6,019

11,216
8,791

9,771
9,438

9,077
8,117

14%
24%

Ecstasy 4,709 5,649 5,839 1,763 995 18%

Heroin 22,165 22,171 26,394 29,206 28,762 38%

Opium 2,059 1,292 1,445 1,324 1,379 0.2%

Benzodiazepines and  
barbiturates  1,344.25  126.13  452.38  580.54  2,103.22 89%

GHB 156 38 318 383 675 79%

LSD 6.1 0.5 0.4 0.1 0.1 80%

Memo: Population 808 million 12%

Table 6: Seizures in Europe in kilogram equivalents, 2005-2009 

Source: UNODC ARQ.
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quillizers are found among the Nordic countries, nota-
bly Sweden (11.6%), Norway (10.2%) and Finland 
(8.5%). The use of benzodiazepines is common among 
drug users all across Europe, including substitution 
treatment clients. Studies show that between 11% and 
70% of clients report current use of benzodiazepines.33 

Drug-related deaths

For Europe, the best estimates suggest that there are 
between 25,000 and 27,000 drug-related deaths annu-
ally, with a rate between 46 and 48 deaths per one mil-
lion people aged 15-64, though some estimates give 
substantially higher figures (about twice these numbers). 
Drug-related deaths due to overdose amounted to some 
7,000 in the countries of the European Union in recent 
years, down from around 8,000 in 2000.34 Opioids, 
mainly heroin, are predominantly ranked as the primary 
cause of death, followed – at much lower levels – by 
cocaine. Most drug-related deaths seem to occur in 
Ukraine, the Russian Federation, the United Kingdom, 
Spain and Germany. Combined, these five countries 
account for some 80% of all reported drug-related 
deaths in Europe. In terms of mortality rates, Ukraine, 
Iceland, Ireland and Luxembourg seem to experience 
some of the highest levels in Europe, with over 100 
drug-related deaths per one million inhabitants aged 
15-64.

d) Africa

Production 

Illicit drug production in Africa is mainly focused on 
cannabis. While cannabis resin is mainly produced in 
Morocco, cannabis herb is produced all over Africa. 

Small-scale opium production is limited to countries in 
North Africa, notably Egypt, which regularly reports the 
largest eradication of opium poppy among all countries 
in Africa. 

ATS manufacture appears to be emerging in some Afri-
can countries. For some time, methamphetamine and 
methcathinone production has been taking place in 
South Africa, basically for domestic use. Similarly, Egypt 
has reported clandestine manufacture of ATS for some 
years. This production only takes place at low levels and 
is intended for the domestic market. 

In contrast, recent reports of shipments of metham-
phetamine from countries in West Africa (notably 
Nigeria) to various destinations in East and South-East 
Asia is an international concern, and suggest that a more 
professional ATS production has been emerging in West 
Africa. Some equipment and chemicals seized in Guinea 

33 EMCDDA, Polydrug Use: Patterns and responses, Selected issues 2009.
34 EMCDDA, Statistical Bulletin, Number of drug-induced death 

recorded in EU Member States according to national definition, 
Dutal drug-induced deaths, 1995-2008. 

in 2010 might indicate possible ATS manufacture there. 

Finally, khat is cultivated in several East African coun-
tries. Khat is not under international control, though a 
number of countries – including countries in Africa –
have introduced national legislation to prohibit its cul-
tivation and trafficking. 

Trafficking

Most of the cannabis trafficking is for shipments across 
African countries. Only smaller amounts are destined 
for overseas markets, mainly in Europe. Most of the can-
nabis resin production in North Africa is for final con-
sumption in Europe. The largest seizures were reported 
for cannabis herb, followed by cannabis resin. Africa’s 
share of global cannabis herb seizures amounts to 11% 
– and is thus below its share of the global population 
(15%), while its share in global cannabis resin seizures 
– mostly carried out by countries in North Africa – is 
equivalent to 25% of the world total. 

Africa has been affected by significant shipments of 
cocaine from South America to Europe in recent years. 
The amounts trafficked via Africa to Europe, however, 
seem to have decreased in 2008 and 2009, and only 
partly resumed in 2010. Estimates for 2009 suggest that 
some 35 mt of cocaine may have left South America for 
Africa of which some 21 mt actually arrived in Europe. 
Most of the rest appears to have been consumed locally. 
In addition, there are some indications that West Afri-
can countries are being used to stockpile cocaine which 
is later trafficked in small quantities to Europe. 

In addition, African countries are increasingly being used 
by traffickers to ship Afghan heroin to final destinations 
in Europe and other regions. Though East Africa is 
reportedly the main intermediate target for these traf-
ficking activities, African heroin seizures were highest in 
Southern Africa and North Africa. Estimates suggest that 
40-45 mt of Afghan heroin was trafficked to Africa in 
2009. 

Methamphetamine seizures have been reported from 
Nigeria and South Africa. For 2009, however, only 
South Africa reported such seizures, out of a total of four 
African countries reporting any ATS seizures in the 
ARQ. Approximately one half of the ATS seized in 
Africa was amphetamine. The paucity of the data does 
not allow for a reliable characterization for the continent 
as a whole. Several African countries appear to be 
affected by trafficking in, and consumption of, diverted 
or counterfeit prescription drugs containing controlled 
substances whose nature is not always clear, though they 
appear to include ATS as well as sedatives and tranquil-
lizers.

Illicit drug use 

Information on drug use in Africa is extremely limited, 
given the lack of scientific surveys in the region. The 
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Table 7: Seizures in Africa, kilogram equivalents, 2005-2009
Source: UNODC ARQ.

2005 2006 2007 2008 2009
In % of global 
total in 2009

Cannabis herb 865,974 1,220,578 694,177 936,084 639,769 11%

Cannabis resin 121,576 132,784 140,544 165,455 320,600 25%

Khat* 1,522 5,691 2,490 6,219 23,442 12%

Cocaine 2,575 851 5,535 2,551 956 0.1%

Methaqualone 159 773 93 1,586 828 99%

Heroin 325 335 328 311 515 0.7%

Opium 45 33 49 67 57 0.01%

Amphetamines-group 2,085 851 721 3,492 98 0.2%

Ecstasy 3.7 74.5 9.2 0.06 0.02 0.0%

Memo: Population 1,009 million 15%
*Not under international control.

high level of uncertainty is reflected in the broad ranges 
around the best estimates. The available information 
suggests that cannabis use is widespread, and that other 
drugs are used as well, notably in urban areas. 

The limited information on drug-related treatment in 
Africa identified cannabis as the main problem drug, 
accounting for 64% of all treatment demand in the 
region. This is a far higher proportion for cannabis than 
in any other region. Cannabis was followed by opioids 
(19%), cocaine (5%) ATS (5%), methaqualone (4%), 
khat (3%), solvents and inhalants (3%) and sedatives 
and tranquillizers (2%). 

Given the absence of information on overall drug use 
patterns, it is also difficult to estimate the extent of non-
medical prescription drug use in the region. However, 
parallel markets exist in many African countries, where 
prescription drugs are sold outside the control of the 
health authorities. ARQ data suggest frequent non-
medical use of prescription drugs such as buprenor-
phine, pentazocine and benzodiazepines in several 
African countries. In Mauritius, the use of buprenor-
phine was reported to be higher than heroin. In Mada-
gascar, around 38% of the total treatment demand was 
for tranquillizers, second to cannabis (>60%). Similarly 
in South Africa, on average 6.9% of people in treatment 
reported prescription opioids and tranquillizers as either 
their primary or secondary drug of abuse.35 

Drug-related deaths

Information on drug related deaths in Africa is also lim-
ited. The best available estimates suggest that there 
could be between 13,000 and 41,700 drug-related 
deaths, equivalent to between 23 and 74 per one million 

35 South African Community Epidemiology Network on Drug Use 
(SACENDU), Monitoring Alcohol and drug abuse trends in South 
Africa, SACENDU Research Brief Vol 13 (01), 2010.

inhabitants aged 15-64. These figures would suggest 
that drug-related death in Africa is close to the global 
average. Estimates could of course change substantially 
were better data to become available. 

e) Asia

Production

The main illicit drug produced in Asia is opium. The 
two largest opium-producing countries are Afghanistan 
and Myanmar. Though the proportion of Asian opium 
production in the global total declined from 98% in 
2007 to 87% in 2010, Asian opium continues to domi-
nate the world opium and thus also the world heroin 
market. While Afghan opium production declined over 
the 2007-2010 period, production in Myanmar 
increased. 

Cannabis production is widespread across Asia, includ-
ing cannabis resin production in Afghanistan and its 
neighbours in South-West Asia and Central Asia, and 
cannabis herb production in East and South-East Asia, 
and South Asia. The preliminary UNODC/Govern-
ment of Afghanistan cannabis survey found cannabis 
resin production of 1,200-3,700 mt in Afghanistan in 
2010, and Afghanistan was worldwide the second most 
frequently mentioned source country for cannabis resin 
shipments after Morocco. Seizures of cannabis plants – 
an indirect indicator of cannabis eradication – were 
higher in Asia 2009 than in North America, Europe or 
Oceania. Only South America showed higher figures. 

Asia also plays a major role in the clandestine manufac-
ture of ATS, notably of methamphetamine. Metham-
phetamine manufacture is mainly concentrated in East 
and South-East Asia, including the Philippines, China, 
Malaysia and Myanmar. In addition, since 2009, the 
Islamic Republic of Iran appears to have emerged as a 
significant location for the clandestine manufacture of 
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methamphetamine. Limited production of ecstasy also 
takes place in Asia, notably East and South-East Asia, 
including Malaysia, China and Indonesia. ATS produc-
tion is mainly for consumption within the region. 
Exports to other regions (with the exception of a few 
exports to Oceania) hardly take place. 

Trafficking

Trafficking in Asia is dominated by opium and heroin, 
which are smuggled to final destinations within the 
region as well as to Europe (from Afghanistan) and 
China (from Myanmar), though some Afghan opiates 
also find their way to China (up to 30% of Chinese 
demand). Overall, Asian opium exports accounted for 
more than 99% of the world total. Similarly, morphine 
seizures made in Asia accounted for more than 99% of 
the world total. More than half of all heroin seizures 
(56% in 2009) were made by Asian countries. In line 
with the much larger opium production of Afghanistan 
compared to Myanmar, opiate seizures have been far 
larger for the countries surrounding Afghanistan (nota-
bly the Islamic Republic of Iran and Pakistan) than for 
the countries surrounding Myanmar. 

Cannabis herb seizures in Asia amounted to just 6% of 
the world total. In contrast, cannabis resin seizures 
accounted for 24% of the world total in 2009. Cannabis 
herb and resin seizures in Asia both showed upward 
trends over the 2005-2009 period (60% and 30%, 
respectively). A breakdown shows that 98% of Asian can-
nabis resin seizures in 2009 took place in the Near and 
Middle East/South-West Asia. Cannabis herb seizures, in 
contrast, occurred primarily in South Asia (53% of all 
Asian seizures) and in East and South-East Asia (36%).

In addition, Asia has developed into a major production 
and trafficking hub for ATS, accounting for 64% of all 
such seizures worldwide in 2009. Amphetamine seizures 

(mainly Captagon) happen primarily in the Near and 
Middle East, notably the Arabian peninsula, accounting 
for almost all Asian amphetamine seizures. Metham-
phetamine seizures, in contrast, affect primarily East and 
South-East Asia (95% of all Asian methamphetamine 
seizures). Both amphetamine and methamphetamine 
seizures increased in Asia over the 2005-2009 period (by 
59% and 36%, respectively). 

Ecstasy seizures, in contrast, declined over the 2005-
2009 period (-58%), which is also in line with reports 
of improved ecstasy precursor controls. The importance 
of Asian ecstasy seizures in the global total (9%) is much 
lower than for the amphetamines. 

A problem, for countries in East and South-East Asia as 
well as South Asia, is the increasing popularity of keta-
mine, a drug used mainly in veterinary medicine for its 
analgesic properties. It is not under international con-
trol. Ketamine is sometimes sold as ‘ecstasy’ or mixed 
with MDMA. Seizures of ketamine tripled over the 
2005-2009 period and were in 2009 – in volume terms 
– some 20 times larger than ecstasy seizures in Asia. Asia 
accounted for 99% of global ketamine seizures in 2009. 
Most of the ketamine is produced in the region. 

Cocaine seizures reported in Asia accounted for just 
0.1% of the global total. Nonetheless, except for coun-
tries in Central Asia, all other subregions reported sei-
zures of cocaine in recent years. Relative concentrations 
of cocaine trafficking seem to exist in East and South-
East Asia as well as in the Near and Middle East. 

Illicit drug use 

Information on illicit drug use is only slightly better in 
Asia than in Africa, which also results in broad ranges 
around the best estimates. 

2005 2006 2007 2008 2009
In % of 

global total 
in 2009

Opium 337,071 381,741 517,119 643,873 649,449 > 99%

Morphine 31,342 45,787 27,039 17,060 23,655 > 99%

Heroin 31,852 30,442 34,699 40,490 42,512 56%

Cannabis herb 233,808 231,786 201,030 331,322 373,522 6%

Cannabis resin 236,284 227,822 308,410 543,177 306,556 24%

Amphetamines-group
of which amphetamine 

 methamphetamine

29,968
15,572
12,175

32,460
15,690
12,360

31,031
19,296
11,026

32,854
19,711
13,052

41,592
24,772
16,577

64%
74%
53%

Ecstasy 1,202 451 1,998 843 506 9%

Ketamine 3,256 4,455 12,098 7,913 10,693 99%

Cocaine 525 711 568 1,136 676 0.1%

Memo: Population 4,068 million 59%

Table 8: Seizures in Asia, kilogram equivalents, 2005-2009 

Source: UNODC ARQ.
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Cannabis is the most widely consumed drug in Asia. 
Despite national differences, overall cannabis use is, 
however, rather low in Asia, clearly below the global 
average. While cannabis resin is mostly used in Afghan-
istan and Lebanon and their respective neighbouring 
countries, cannabis herb is mainly used in South and 
South-East Asia. 

The second most widely consumed drug type in Asia is 
the amphetamines, that is, methamphetamine in East 
and South-East Asia and amphetamine on the Arabian 
peninsula. Available information suggests that the use of 
amphetamines increased in recent years. 

Asian countries reported mixed trends of ecstasy use. 
Estimates regarding ecstasy, however, must be treated 
with caution. Substances other than MDMA are often 
sold as ‘ecstasy’ in Asia. 

By far the most problematic group of substances for 
most Asian countries are the opiates. It is estimated that 
more than half of the world’s opiate-using population 
lives in Asia. Opiate prevalence rates are particularly 
high in the main opium-producing regions as well as in 
some of their neighbouring countries. The highest esti-
mates of opiate consumption are found in the countries 
of South-West Asia. 

Cocaine use in Asia is still limited, though there are 
regular reports that organized crime groups are trying to 
develop the market, notably in some of the richer parts 
of Asia, where sufficient purchasing power exists.

Due to the absence of regular prevalence studies for the 
majority of countries in Asia, information on non-med-
ical use of prescription drugs is scattered and limited. 
Available reports nonetheless indicate substantial non-
medical use of prescription opioids, tranquillizers and 
amphetamines in many Asian countries. 

In Bangladesh, Nepal and India, buprenorphine is com-
monly injected. In South-West and Central Asia, among 
the regular heroin users, the non-medical use of pre-
scription opioids, barbiturates and sedatives has been a 
commonly observed phenomenon. In Afghanistan, an 
annual prevalence rate of 0.5% for prescription opioids 
and 0.4% for tranquillizers was reported among the 
adult population. The annual prevalence of tranquillizer 
use was about the same among the male and female 
populations, while other drug use is far more male-
dominated.36

In South-East Asia, along with the use of ATS, the non-
medical use of tranquillizers – especially benzodiazepines 
– is widely reported from various countries in the region, 
including Brunei Darussalam, Malaysia, Myanmar, the 
Philippines and Singapore. In the Republic of Korea and 
the Philippines, prescription opiates are the predomi-

36 UNODC, Drug Use in Afghanistan: 2009 Survey.

nantly used opioids. Increased use of synthetic and pre-
scription drugs has also been reported in a number of 
countries, including Jordan, Qatar and the United Arab 
Emirates. In Kuwait, for instance, around 16% of treat-
ment demand was related to the use of sedatives and 
tranquillizers.

Drug-related deaths

Asia has the largest uncertainty in the estimated range of 
drug-related deaths: between 6 and 51 deaths per one 
million persons aged 15-64. This needs to be interpreted 
with caution, considering the lower coverage and report-
ing of mortality data. Nevertheless, due to the consider-
able population in Asia, this translates to between 
15,000 and 140,000 deaths. In Asia, opioids are almost 
exclusively reported as the primary substance in drug-
related deaths.

f) Oceania

Production 

Drug production in Oceania is limited to the cultivation 
of the cannabis plant, mainly for the production of can-
nabis herb. Cannabis production takes place in Aus-
tralia, New Zealand and most of the small island 
countries. Cannabis production is for local consump-
tion and there is no information on exports to other 
regions. 

In addition, ATS production has started to gain promi-
nence over the last decade. This is mainly metham-
phetamine and, to a lesser extent, ecstasy. In addition, 
some amphetamine is also produced. ATS production is 
concentrated in Australia and, to a lesser extent, New 
Zealand. 

Trafficking 

The amounts of drugs seized in Oceania tend to be very 
small by international standards. Seizures of cannabis 
herb continued to decline over the 2005-2009 period 
and account for just 0.02% of the world total – far less 
than the share of the population of the Oceania region 
in the global total (0.5%). This is surprising as Oceania 
has one of the world’s highest cannabis use prevalence 
rates. 

The second largest seizures in volume terms were of 
cocaine, accounting for 0.04% of global seizures. 
Cocaine seizures increased over the 2005-2008 period, 
but declined again in 2009. Cocaine is trafficked from 
South America to Australia, though some recent arrests 
suggest that Mexican drug cartels may have started to 
show an interest in the potentially lucrative Australian 
cocaine market (due to high cocaine prices). 

The proportion of Oceania in the global total is higher 
when it comes to ATS. Seizures of amphetamines-group 
substances accounted for 0.4% of the world total. 
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Amphetamines-group seizures declined by some 85% 
between 2006 and 2009. 

The decline was even more pronounced for ecstasy sei-
zures, falling by 96% between 2005 and 2009, or by 
99% between 2007 and 2009. Nonetheless, with a share 
in global seizures of 1.2%, ecstasy continues to play an 
above-average role in this region. Significant amounts of 
ecstasy – by local standards – are still being smuggled 
into Oceania (notably Australia) from Europe and 
South-East Asia, in addition to domestic supply. 

The importance of heroin seizures in Oceania is also 
modest (0.3% of global seizures). Heroin seizures, how-
ever, showed a clear increase over the 2006-2009 period 
but were nonetheless some 80% lower than in 2000. 

LSD seizures declined by some 95% between 2005 and 
2009, but LSD was the only substance where Oceania 
accounted for a substantial share of global drug seizures 
(16%). 

Illicit drug use

Illicit drug use in Oceania is generally characterized by 
high prevalence rates, notably for cannabis (9.3%-
14.8% of the population aged 15-64), but also for ATS, 
both ecstasy (3.6%-4%) and amphetamines (2%-2.8%), 
as well as for cocaine (1.4%-1.7%). Only the prevalence 
rate for opiates (0.2%) is below the global average – a 
lasting result of the ‘heroin drought’ in 2001. 

At the same time, much progress has been made over the 
last decade in reducing the prevalence rates. This was 
particularly true for the opiates, but also for cannabis. 
Use of ecstasy and cocaine increased. More recently, all 
indicators show a stabilization of drug use. 

Though annual drug use prevalence rates are high, per 
capita consumption of drugs among drug users tends to 

be low in Oceania, notably for cocaine. Very high drug 
prices may explain this. 

Non-medical use of prescription drugs also appears to be 
widespread in Oceania, and it seems to be mainly linked 
to some prescription amphetamines and prescription 
opioids. 

In Australia, there is substantial non-medical use of both 
amphetamines (2.7%) and prescription opioids (0.2%) 
among the general population. Use of tranquillizers is 
also common. Among students aged 12-17, 16.2% had 
used tranquillizers without a doctor’s prescription in 
their lifetime. This compares with a lifetime prevalence 
of 3.8% for amphetamines among students, and 2.3% 
who had used opiates in their lifetime.37 Widespread 
non-medical use of prescription drugs was also reported 
by New Zealand. 

Drug-related deaths

For Oceania, although the total number of drug-related 
deaths is small (approximately 2,800 deaths), the mor-
tality rate seems to be rather high, at 119 deaths per one 
million inhabitants aged 15-64. Since Australia is the 
only reporting country, this rate probably does not 
reflect the situation across Oceania. Moreover, Australia 
has a better drug-death registration system than many 
other countries.

37 White V. and Smith G., Australian secondary school students’ use of 
tobacco, alcohol, and over-the-counter and illicit substance in 2008, 
Drug Strategy Branch, Australian Government Department of 
Health and Ageing, September 2009.

2005 2006 2007 2008 2009
In % of global 
total in 2009

Cannabis herb 3,514 2,845 2,730 1,445 1,389 0.02%

Cocaine 95 285 626 931 290 0.04%

Amphetamines-group 
of which methamphetamine

338
132

1,753
216

198
174

312
48

253
171

0.4%
0.6%

Ecstasy 1,447 541 4,666 58 63 1.2%

Heroin 152 67 65 80 195 0.3%

LSD 0.67 0.13 0.13 0.00 0.03 16%

Memo: Population 36 million 0.5%

Table 9: Seizures in Oceania, kilogram equivalents, 2005-2009 

Source: UNODC ARQ.
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2.1 Introduction 

UNODC estimates that there were between 12 and 21 
million opiate users worldwide in 2009. Heroin remains 
the most commonly used opiate, consumed by a vast 
majority of global opiate users (about 75%). In 2009, an 
estimated 12-14 million heroin users consumed some 
375 mt of heroin. 

Europe and Asia remain the key opiate consumption 
markets. However, a range of opiates are consumed 
worldwide, including raw opium, morphine and local 
types of opiates.1 Consumption of these substances is 
limited and generally confined to certain geographical 
areas. In recent years, problem drug use has also been 
related to the non-medical use of various prescription 
opioids, such as oxycodone, fentanyl or pethidine. 

Global opium poppy cultivation amounted to some 
195,700 ha in 2010, a 5% increase from 2009, mainly 
driven by increased cultivation in Myanmar. Cultivation 
in the Lao People’s Democratic Republic increased in 
2010, but remains at a low level. Over the last three 
years, although cultivation in Afghanistan has declined, 
it remains high (63% of global cultivation). The area 
under opium poppy cultivation in Afghanistan was esti-
mated at some 123,000 ha in 2010, the same level as 
2009. 

Global opium production amounted to 4,860 mt in 
2010, compared to 7,853 mt the year before. This was 
largely due to a drastic reduction in Afghanistan’s opium 
production as a result of a disease in opium poppy 

1 Produced by mixing locally grown opium poppy with acetic anhy-
dride.

plants. Forecasts for Afghan production in 2011, based 
on UNODC’s Winter Rapid Assessment (February 2011), 
project a further small decline or at least a stabilization 
of overall opium poppy cultivation at the lower levels. 
Moreover, if the opium yield returns to the average level, 
it is likely that opium production will increase in 
Afghanistan in 2011.

On the basis of production, seizure and consumption 
data, an estimated 460-480 mt of heroin were trafficked 
(including seizures) worldwide in 2009. Of this, 375 mt 
reached the consumers. Opiate trafficking from produc-
tion countries to consumer markets requires a global 
network of routes as well as facilitation by domestic and 
international criminal groups. In particular, traffickers’ 
use of maritime transportation and seaports has been 
identified as a key emerging threat – one which is largely 
overlooked by international law enforcement. In 2009, 
more than 420 million containers were shipped world-
wide, yet only 2% of these were inspected. Although the 
trafficking routes are constantly changing, the global 
movement of heroin from producers to international 
consumers follows well-established paths. Heroin from 
Myanmar is mainly trafficked to China and Mexican 
heroin is mainly trafficked to the United States of Amer-
ica, while Afghan heroin is trafficked to every region of 
the world, except South and Central America. Opiates 
flow from Afghanistan through Pakistan, the Islamic 
Republic of Iran and Central Asia before moving to the 
main consumer markets in West and Central Europe, 
East Europe, and East and South-East Asia.

Opiate users generated an estimated US$68 billion in 
revenue for traffickers in 2009 – with around US$60 
billion from Afghan opiates. Local anti-government ele-
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ments and criminal networks profit from the opiate 
trade in Afghanistan and neighbouring countries, but 
the bulk of the profits benefit international drug traf-
fickers. According to conservative estimates (with a 10% 
net-profit margin2) organized crime groups made net 
profits of at least US$7 billion from the opiate trade. 

Organized crime is a threat to political stability, public 
security and health in transit and destination countries. 
The underground economy produced by the global 
opiate trade is undermining legal economies and fuel-
ling corruption in some countries. Opiates, especially 
heroin, also cause serious health problems, including the 
transmission of blood-borne infections such as HIV/
AIDS and Hepatitis C. 

2.2 Consumption

UNODC estimates that between 12 and 21 (midpoint: 
16.5) million people used opiates at least once in the 
past year3 in 2009, with an annual prevalence rate 
between 0.3% and 0.5% of the world’s population aged 
15-64. Although this section mainly analyses global 
‘opiate’ consumption (heroin and opium), other opio-
ids4 are also considered as some Member States only 
provide overall opioid statistics rather than individual 
heroin or opium prevalence rates through the Annual 
Reports Questionnaire (ARQ).5 

Heroin is the most commonly used opiate, consumed by 
some three quarters of global opiate users. There were an 
estimated 12-14 million heroin users worldwide in 
2009. A range of opiates are consumed worldwide, how-
ever, including raw opium, morphine and local types of 
opiates, such as kompot or cherniashka.6 Raw opium 
consumption is largely restricted to some parts of Asia, 
kompot or cherniashka are consumed almost exclusively 
in East Europe, and illicit morphine has an extremely 
limited consumer base. In recent years, the non-medical 
use of various prescription opioids7 has increased in 

2 This is a minimum profit margin. It could be much higher, but needs 
to be studied in detail. 

3 This refers to the year prior to which the national estimates were 
derived and not necessarily the year 2009.

4 Opioid is a generic term applied to alkaloids from opium poppy, 
their synthetic analogues, and compounds synthesized in the body.  
In general, a distinction is made between ‘opiates’ (that is, the vari-
ous products derived from the opium poppy plant including opium, 
morphine and heroin) and synthetic opioids. For the purpose of 
description in this section (and in line with the new Annual Report 
Questionnaire), ‘opiates’ in this section only refer to opium and 
heroin while ‘prescription opioids’ include morphine and codeine as 
well as synthetic opioids such as methadone, buprenorphine,  pro-
poxyphene, fentanyl, pentazocine, et cetera. 

5 The ARQ used by Member States until 2010 included the broad cat-
egory of opioids and the sub-categories of heroin, opium and ‘other 
opioids.’ The new ARQ approved by Member States in 2010 added 
the category ‘misuse of prescription opioids’ to the ‘other opioids.’ 

6 Produced by mixing locally grown poppy with acetic anhydride 
7 Such as oxycodone, fentanyl, or pethidine and in some instances the 

use of substitution opioids such as buprenorphine or methadone.

some countries, becoming one of the drug groups affect-
ing problem drug users. 

In terms of absolute numbers of users, most opioid users 
are in the Americas, particularly in North America, fol-
lowed by Asia and Europe. However, if only opiate use 
is considered, more than half of the world’s estimated 
opiate (heroin and opium) users are in Asia, followed by 
Europe and Africa. The global pattern of opioid use 
varies considerably by region. In the Americas and Oce-
ania (New Zealand and Australia, in particular) the use 
of prescription opioids constitutes the main problem, 
while the use of heroin is limited. In Europe, in contrast, 
heroin is the main opiate used, with limited non-medi-
cal use of prescription opioids reported.8

In traditional opium-cultivating countries and some of 
their neighbours, opium use is more common than 
heroin use. This is particularly true in Afghanistan, the 
Lao People’s Democratic Republic, Myanmar and the 
Islamic Republic of Iran. In Africa and Asia, while 
heroin is the main opiate used, there are reports indicat-
ing that non-medical use of prescription opioids is 
increasingly common in some countries. 

In 2009, heroin users worldwide consumed some 375 
mt of pure heroin.9 In Asia, the vast majority of heroin 
consumption occurred in China, Pakistan, the Islamic 
Republic of Iran and India.10 In the Americas, the 
United States of America dominated heroin consump-
tion. In Europe, several countries, including the Russian 
Federation11, the United Kingdom, Italy, France and 
Germany, are key heroin consumption countries. In 
Africa, consumption is mainly concentrated in East, 
West and Central Africa.

Raw opium consumption is much more limited than 
heroin consumption, both in terms of number of users 
and geographic reach. In 2008, there were an estimated 
4 million opium users worldwide, who consumed 1.1 
mt of opium.12 Of the total number of global users, the 
vast majority – accounting for more than 80% of global 
consumption – was in Asia. Cultural practices and tradi-
tion may explain the concentration of opium use in 
Asia. Opium smoking is a traditional practice in some 
South-West Asian and South Asian countries, especially 
the Islamic Republic of Iran, Pakistan, Afghanistan and 
India, as well as in some areas of South-East Asia, nota-

8 The extent of prescription opioid use in Europe needs to be further 
investigated.

9 ‘Pure heroin’ refers to heroin of 70% purity, which is roughly equiva-
lent to 2,600 mt of heroin of 10% purity.

10  UNODC, Addiction, Crime and Insurgency: The transnational threat 
of Afghan opium, 2009.

11 Based on preliminary estimates by UNODC, since there are no 
comprehensive studies on prevalence of opiate use in the Russian 
Federation.

12 UNODC, Addiction, Crime and Insurgency : The transnational threat 
of Afghan opium, 2009.
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Despite far higher levels of non-medical use of prescrip-
tion opioids, treatment data suggest that the USA is still 
facing a serious heroin problem: 71% of all opioid-
related treatment admissions in 2008 were due to heroin 
use. But data also showed that treatment for heroin use 
remained stable over the last decade, while treatment 
admissions related to prescription opioids increased 
strongly, raising its share in total opioid-related treat-
ment admissions from 7% in 1998 to 29% in 2008.

With regard to Emergency Department visits, data for 
2009 suggest that more visits are related to the non-
medical use of prescription opioids (narcotic analgesics: 
129.4 visits per 100,000 people) than to the use of 
heroin (69 visits per 100,000 people).15

However, in 2009, data from the US household survey 
showed a stronger increase in heroin use than non-
medical use of prescription opioids. The number of 
heroin users identified via the household survey rose by 
33% compared to 2008, while the number of users of 
prescription opioids rose by 4%. None of these increases 

15 US Department of Health and Human Services, Highlights of the 
2009 Drug Abuse Warning Network (DAWN) Findings on Drug-
Related Emergency Department Visits, 2009.

Opioids and opiates
There are a number of terms used in this chapter in relation to opiates, opioids, synthetic opioids et cetera. The 
purpose of this box is to clarify the technical definition of these terms and explain the terminology used in present-
ing the data in this chapter. 

Technical definition
Opium is produced by the poppy plants and it contains psychoactive substances including morphine, codeine, 
thebaine, papaverine and noscapine. Opium, together with its psychoactive constituents and their semi-synthetic 
derivatives, for example heroin (derived from morphine) are described as opiates. Opioid is a generic term applied 
to two main sets of substances: opiates and synthetic substances (called synthetic opioids), with actions similar to 
those of morphine, in particular the capacity to relieve pain. The synthetic opioids include substances such as fen-
tanyl, methadone, buprenorphine, propoxyphene, pentazocine and oxycodone. Another group of substances 
included in the generic category of opioids is the endogenous opioids, for example, the endorphins (endogenous 
morphine) and enkephalins. These are naturally produced by the human body and have actions similar to morphine. 
Some of these substances, such as the enkephalins, have been synthesized and are available from commercial sources.

Data presented on drug use in relation to opiates and opioids
Data on drug use provided by Member States, have traditionally included the generic category of opioid users and 
the sub-classification of heroin users, opium users and users of ‘other opiates.’ In 2010, the Commission on Narcotic 
Drugs approved a new questionnaire (Annual Report Questionnaire, ARQ) for future data reporting. The ARQ 
includes the generic category for opioid use and three sub-categories defined as i) use of opiates (heroin and opium), 
ii) non-medical use of prescription opioids (morphine, codeine and synthetic opioids such as methadone, buprenor-
phine, propoxyphene, fentanyl, pentazocine and oxycodone) and iii) use of other illicit opioids. 

While morphine and codeine are technically classified as opiates, it is important to note that these have been placed 
under the sub-category of ‘prescription opioids’ for the purposes of data reporting to UNODC.

Fig. 12: National admissions to substance 
abuse treatment in the USA, 1998-2008

Source: SAMHSA, Treatment Episode Data Set (TEDS),  
1998-2008
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were, however, statistically significant. Nonetheless, the 
number of first-time heroin users also increased strongly. 
Around 180,000 persons aged 12 or older had used 
heroin for the first time within the past 12 months. The 
number of first-time heroin users in 2009 was signifi-
cantly higher than the 2002-2008 average, which was 
slightly above 100,000.16

Furthermore, an estimated 2 million people aged 12 
years or older had initiated their drug use with prescrip-
tion pain relievers. Of these, 55.3% obtained the drug 
from a friend or relative for free, 17.6% from a doctor, 
4.8% from a drug dealer or other stranger, and 0.4% 
bought them on the Internet.17

In 2009, non-medical use of prescription opioids in 
Canada was reported at 0.5%, the same level as 2008, 

16 SAMHSA, National Survey on Drug Use and Health (NSDUH), 2009.
17 Ibid.

Region/subregion
Estimated  

number of users 
annually (lower)

-

Estimated  
number of 

users annually 
(upper)

Percent of 
population 
aged 15-64 

(lower)

-

Percent of 
population 
aged 15-64 

(upper)

Africa
East Africa
North Africa
Southern Africa
West and Central Africa

890,000
140,000
130,000
210,000
410,000

-
-
-
-
-

3,210,000
1,310,000

550,000
280,000

1,070,000

0.2
0.1
0.1
0.3
0.2

-
-
-
-
-

0.6
1.0
0.4
0.3
0.5

Americas
Caribbean
Central America
North America
South America

1,180,000
50,000
20,000

1,000,000
110,000

-
-
-
-
-

1,910,000
80,000
20,000

1,630,000
170,000

0.2
0.2
0.1
0.3
0.0

-
-
-
-
-

0.3
0.3
0.1
0.5
0.1

Asia
Central Asia
East/South-East Asia
Near and Middle East
South Asia

6,440,000
320,000

2,800,000
1,940,000
1,380,000

-
-
-
-
-

12,020,000
320,000

4,990,000
3,540,000
3,170,000

0.2
0.6
0.2
0.8
0.2

-
-
-
-
-

0.4
0.6
0.3
1.4
0.4

Europe
East/South-East Europe
West/Central Europe

3,110,000
2,100,000
1,010,000

-
-
-

3,470,000
2,300,000
1,170,000

0.6
0.9
0.3

-
-
-

0.6
1.0
0.4

Oceania 40,000 - 50,000 0.2 - 0.2

Global 11,660,000 - 20,660,000 0.3 - 0.5

Table 10: Annual prevalence and estimated number of opiate users,* by region, subregion and  
globally, 2009

*Opiate estimates for Europe - where countries reported only opioid estimates - were derived by using the distribution of opiate 
users within the overall number of opioid users in treatment.

Fig. 13: Trends in drug-related emergency  
department visits per 100,000  
inhabitants, USA, 2004-2009

Source: US Department of Health and Human Services, High-
lights of the 2009 Drug Abuse Warning Network (DAWN) 
Findings on Drug-Related Emergency Department Visits, 2009.
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while heroin use was estimated at 0.36%.18 Like in 
many other countries, injecting opioids, including 
heroin, is reportedly common among problem drug 
users in Canada. Of the injecting drug users participat-
ing in a behavioural surveillance study in Canada in 
2006, half of the participants reported injecting non-
prescribed morphine, while 27.6% reported injecting 
heroin in the months prior to the interview.19 In line 
with results in other countries, the seroprevalence for 
HIV among the participants was 13.4% while that of 
Hepatitis C was 65.7%.20

In South America, the annual prevalence of opioid use 
(mainly non-medical use of prescription opioids) is esti-
mated at between 0.3 - 0.4% of the adult population, or 
between 850,000 - 940,000 people aged 15 - 64. The 
Plurinational State of Bolivia (0.6%), Brazil (0.5%) and 
Chile (0.5%) remain countries with high opioid use 
rates. In Central America, Costa Rica’s rate is higher 
than the global average (2.8%). In South and Central 
America, codeine-based preparations are among the 
most commonly used opioids. Treatment demand in the 
entire region has remained stable over the past few years. 
In 2009, 9.6% of treatment cases were related to opioid 
use.

18 Estimated by UNODC, based on 1% prevalence of injecting drug 
use (estimated 220,690 IDU in 2004) reported by the Reference 
group to the UN on HIV and injecting drug use, 2008.

19 Public Health Agency of Canada, Enhanced Surveillance of Risk 
Behaviours among injecting drug users in Canada, Phase I Report, 2006.

20 Ibid.

Despite stabilizing heroin consumption levels in 
Europe, associated social and health problems are 
not diminishing 
Heroin is the main opiate used in Europe. Opiate 
(mainly heroin) prevalence in Europe21 is estimated at 
0.6% of the population aged 15-64, or between 3.1 and 
3.5 million people. At 0.9% - 1.0%, the opiate use 
prevalence in East and South-East Europe is higher than 
in West Europe. Overall, experts from more than half of 
the countries in Europe reporting through the ARQ 
perceived opioid trends to be stable. New or updated 
prevalence estimates for a number of countries in Europe 
were published in 2010, including Austria, Belgium, 
Cyprus, Germany, Greece, Ireland, Italy, Luxembourg 
and Sweden. Among these, Ireland and Sweden reported 
an increase in the annual prevalence rates, while other 
countries reported stable opioid use trends.

The highest opioid use prevalence rates in West and 
Central Europe were reported from the United King-
dom (estimated 350,000 users), Italy (216,000 users) 
and France (190,000 users). In East Europe, the Russian 
Federation (1.7 million opiate users)22 and Ukraine 
(370,000 opiate users) had high opiate prevalence rates 
in 2009. Most of the users in the above-mentioned 
countries are heroin users.

21 Opiate estimates for Europe - where countries reported only opioid 
estimates - were derived by using the distribution of opiate users 
within the overall number of opioid users in treatment.

22 These estimates are preliminary, since there are no comprehensive 
studies on prevalence of opiate users in the Russian Federation. The 
estimate of opiate users ranges from 0.3% - 1.64% of the population 
aged 15-64. The estimate of 1.64% is based on the number of opiate 
users in treatment for 2007, using a treatment multiplier of 5.3% 
taken from a study conducted by the National Addiction Centre of 
the Russian Federation: Dynamics of Drug Related Disorders in the 
Russian Federation, 2007.

Fig. 14: Drugs injected by drug users in  
Canada, 2006

Source: Public Health Agency of Canada, Enhanced Surveil-
lance of Risk Behaviours among injecting drug users in 
Canada, Phase I Report, 2006.
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Fig. 15: Countries with revised estimates of 
annual prevalence of opioid use in  
Europe, various years

Source: UNODC ARQ.
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Of the 1 million people in Europe who received treat-
ment for illicit drug use in 2007, more than half received 
opioid substitution treatment (mainly methadone, to a 
lesser extent buprenorphine and, in some countries, 
slow-release morphines). Like in the past, heroin and its 
metabolites were reported as the main cause of the 
majority of drug-induced deaths in Europe, accounting 
for more than two thirds of all cases reported from 20 
countries. The average age of those who died due to 
heroin use was the mid-thirties, suggesting a stabiliza-
tion or decrease in the number of young heroin users in 
Europe. The EMCDDA Annual Report 2010 suggests 
that for each drug-induced death, there are an estimated 
20-25 non-fatal overdose cases. 

Heroin use is stabilizing in East and South-East 
Asia, but is perceived to be increasing  
in some other parts of Asia

Asian opiate prevalence estimates range between 0.2 and 
0.5% of the population aged 15-64, or an estimated 6.5 
to 13.2 million people. Most of the opiate users in Asia 
reportedly use heroin or opium, and more than half of 
the world’s estimated opiate users live in Asia. Although 
recent prevalence estimates are not available for most 
countries in Asia, less than half (46%) of the countries 
that responded to the ARQ perceived an increase in 
opioid use. However, 38% of the responding countries, 
mostly in South-East Asia, perceived a decrease in 2009. 

Countries in South-West Asia continue to have high 
prevalence rates for opiate use. Together, these countries 
account for nearly one third of opiate users in Asia. In 
Afghanistan, around 60% of the estimated opiate users 
use opium. In the Islamic Republic of Iran, 40% of the 
estimated opiate users consume opium, and the rest 
mainly consume heroin. In the Islamic Republic of Iran, 
83% of treatment admissions in 2009 were for opiate 
use, in Pakistan, the share was 41% in 2006/2007. Opi-
ates are also the most common cause of drug-related 
deaths reported in these countries. In the Islamic Repub-
lic of Iran, the rate of drug-related deaths was 91 per 1 
million people aged 15-64; the majority of these related 
to opiate use. Moreover, overall opiate use in Afghani-
stan increased from 1.4% in 2005 to 2.7% of the popu-
lation aged 15-64 in 2009. Heroin remains the most 
problematic illicit drug in Central Asia and the Cauca-
sus. Experts in Central Asia perceived a stabilizing trend 
of opioid use, but the proportion of officially registered 
heroin users continued to increase, with 47% of regis-
tered drug users in Kyrgyzstan identifying themselves as 

Fig. 16: Prevalence of opioid use in West and Central Europe, 2009 or most recent year available

Source: UNODC. 
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available

*Based on preliminary estimates by UNODC, since there are 
no comprehensive studies on prevalence of opiate use in the 
Russian Federation. 
Source: UNODC ARQ.
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heroin users, and 82% in Tajikistan in 2009.23 Injecting 
drug use is also common, with shares ranging from 46% 
of drug users in Uzbekistan to around 70% in Kyr-
gyzstan and Kazakhstan.24 Opiate prevalence in the 
Caucasus is lower than the world average, ranging from 
0.31% in Georgia to 0.22% in Armenia. With the 
exception of Azerbaijan, opioids is also the main sub-
stance group reported in drug-related death cases in the 
region, with rates ranging from 7 per million people 
aged 15-64 in Uzbekistan to 115 in Kazakhstan. 

Although most of the countries in South Asia lack recent 
opiate use estimates, use levels seem to vary in the region. 

23 UNODC, Compendium of drug related statistics: 2009, Regional 
Office for Central Asia, 2009.

24  Ibid.

A 2006 study of drugs and HIV in South Asia25 found 
that 90% of the drug users interviewed in Bangladesh 
and 2% in Bhutan were currently using heroin (either 
smoking or injecting). Additionally, among the respond-
ents, the use of prescription opioids ranged from 1% in 
Bhutan and Sri Lanka to 20% in India. Heroin injection 
was most common among drug users in Nepal, followed 
closely by those in India.

In East and South-East Asia, opiates continue to be used 
at high rates. In 2009, heroin ranked as the main drug 
used in China, Malaysia, Myanmar, Singapore and Viet 
Nam. Most countries in the region have reported stable 

25 UNODC, Rapid Situation and Response Assessment of Drugs and HIV 
in Bangladesh, Bhutan, India, Nepal and Sri Lanka: A regional Report, 
2006.

Fig. 18:  Treatment demand in Europe, 2009 or most recent year available*

Source : UNODC ARQ. 
* Treatment definitions and data reporting differ from country to country. Therefore, totals may not sum up to, or may exceed, 100%.
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or decreasing trends in opiate use, except the Lao Peo-
ple’s Democratic Republic, Singapore and Viet Nam.26 
Opiate prevalence increased from 0.6% in 2008 to 0.8% 
in Myanmar in 2010.27 As in previous years, the preva-
lence of opium use in the opium-growing villages in 
Myanmar (1.7%) was higher than in the non-opium 
growing villages (0.6%). With an estimated prevalence 
of 0.18% of the population aged 15 and above,28 heroin 
use in Myanmar is less widespread than opium use.  
Treatment demand for heroin dependence remains high 
across East and South-East Asia, ranging from 50% of 
all treatment demand in Singapore to around 80% in 
China and 98% in Viet Nam.

Opiate use remains low in the Middle East

The opiate prevalence rate remains low in countries in 
the Middle East, with heroin being the main opiate 
consumed. In terms of treatment demand, heroin and 

26 UNODC, Patterns and Trends of Amphetamine-Type Stimulants and 
other Drugs: Asia and the Pacific, Global SMART Programme, 2010

27 UNODC, South-East Asia Opium Survey 2010: Lao People’s Demo-
cratic Republic, Myanmar, 2010.

28 Ibid.

prescription opioids are reported as the primary sub-
stances in many countries, including Oman (100%), the 
Syrian Arab Republic (95%), United Arab Emirates 
(64%) and Lebanon (57%). Opiates are also ranked as 
the main substance among drug-related deaths, with 
rates ranging from 4.6 per million people aged 15-64 in 
the United Arab Emirates to 44.3 in Bahrain.29 

Heroin use in Africa is perceived  
to be increasing

In 2009, the annual prevalence of opiate use in Africa 
was estimated at between 0.2% and 0.6% of the popula-
tion aged 15-64, or 890,000-3.2 million people. The 
wide range reflects missing data from most parts of the 
continent. Heroin remains the main opiate used in 
Africa, but there are reports of common non-medical 
use of prescription opioids in some countries. 

The majority of African countries that provided infor-
mation to UNODC reported that opioid use has 
increased. In 2009, 60% of the countries that responded 
to the ARQ reported an increase in the use of opioids in 

29 UNODC ARQ.

  Opium Heroin smoked Heroin injected Propoxyphene Buprenorphine

Bhutan (n=200)      

Ever used 0 37 3 32 28

Current users 0 4 3 3 2

% of current users 0 2 1.5 1.5 1

Bangladesh (n=1073)      

Ever used 140 989 46 3 295

Current users 7 961 6 1 154

% of current users 0.7 89.6 0.6 0.1 14.4

India (n=5732)      

Ever used 1535 3017 1623 1713 1466

Current users 858 2123 1228 1103 1115

% of current users 15 37 21.4 19.2 19.5

Nepal (n=1322)      

Ever used 181 1159 606 149 1013

Current users 117 880 456 97 858

% of current users 8.9 66.6 34.5 7.3 64.9

Sri Lanka (n=1016)      

Ever used 107 558 23 39 6

Current users 36 520 4 14 0

% of current users 3.5 51.2 0.4 1.4 0

Table 11: South Asia: Use of opioids among drug users, 2006

Source: UNODC Rapid Situation and Response Assessment of Drugs and HIV in Bangladesh, Bhutan, India, Nepal and Sir Lanka:  
A regional report, 2006.
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their country, while just 30% reported a decrease.30 The 
annual opiate prevalence rate is higher in East Africa – at 
0.1-1% – than other subregions. 

In East Africa, Mauritius (0.91%) and Kenya (0.73%) 
have high prevalence rates for heroin use. However, at 
1.04%, non-medical use of prescription opioids in Mau-
ritius is higher than heroin use. In 2009, a survey of 
alcohol and drug use was conducted in 4,500 house-
holds in the coastal provinces of Kenya; the prevalence 
of heroin use was reported at 1.9% of the population, 
with a higher prevalence of 2.5% among young adults 
aged 18-25.31 Injecting drug use, especially of heroin, is 
reportedly common among drug users in Kenya, and the 
HIV seroprevalence rate for this group was found to be 
very high, 42.9%.32 

Although there are currently no reliable estimates of 
opiate use in the United Republic of Tanzania, increas-
ing trends of injecting heroin have been reported, espe-
cially from the coastal areas. An HIV seroprevalence 
study conducted in 2006 showed HIV seroprevalence 
levels at 27% among male and 58% among female 
injecting drug users.33 Similarly, in a study of HIV 
among drug users in Zanzibar, injecting drug users 

30 UNODC ARQ.
31 NACADA, Report of Survey on Drugs and Substance Abuse in Coast 

Province, Kenya, March 2010.
32 Mathers, B., Degenhardt, L., Phillips, B., Wiessing, L., Hickman, 

M., Strathdee, A., Wodak, A., Panda, S., Tyndall, M., Toufik, A. and 
Mattick, R., on behalf of the Reference Group to the United Nations 
on HIV and Injecting Drug Use, ‘Global epidemiology of injecting 
drug use and HIV among people who inject drugs: a systematic 
review’, The Lancet, 2008; 372:1733-1745.

33 Timpson, S., et al, ‘Substance abuse, HIV risk and HIV and AIDS in 
Tanzania,’ African Journal of Drug and Alcohol Studies, 5(2), 2006.

accounted for 46% of those interviewed, with 30% HIV 
infected and 22% showing positive Hepatitis C sero-
prevalence.34

In 2009, the opiate prevalence rate (mainly heroin) was 
estimated to have increased from 0.57% to 0.70% in 
Nigeria. This means that Nigeria would host almost 
500,000 – 600,000 heroin users.

34 Dahoma , J., et al,  ‘HIV and substance abuse: the dual epidemics 
challenging Zanzibar,’ African Journal of Drug and Alcohol Studies, 
5(2), 2006.

Fig. 20: Number of injecting drug users and HIV seroprevalence in West, Central and South Asia, 
most recent year available

Source: Reference Group to the United Nations on HIV and Injecting Drug Use.
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Fig. 21: Annual prevalence of opiate use in  
Africa, by region, 2009

Source: UNODC ARQ.
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Opiates already constitute the main drug group users 
seek treatment for in many countries in the region, rang-
ing from 81% of those treated in Mauritius, 55% in 
Mozambique, 45% in Seychelles and 33% in the United 
Republic of Tanzania. Among the limited countries 
reporting mortality data, opiates were also ranked as the 
main substance group responsible for drug-related 
deaths.

Stable trend of heroin use in Oceania 

In 2007, 0.4% of the population aged 15-64 in Aus-
tralia, around 57,000 people, were reported to have used 
heroin, street methadone and/or other opioids in the 
preceding 12 months. In 2008, 1.7% of students aged 
12-17 who participated in the Australian secondary 
school survey had used opioids, other than for medical 
reasons.35

The Illicit Drug Reporting System (IDRS) in Australia 
showed that heroin continues to be the main drug of 
choice among injecting drug users. After a strong decline 
in 2001, the proportion of such users reporting heroin 
as the last drug or the drug injected most often declined 
again over the 2004-2006 period. Since then, however, 
there has been a steady increase in heroin use among 
injecting drug users, from 27% in 2006 to 43% in 
2009, which could be an early indication that the stabi-
lization of heroin use in Australia may be coming to an 
end. The proportions of injecting drug users consuming 
heroin are, however, still substantially lower than in 

35 White V. and Smith, G., Australian secondary school students ’use of 
tobacco, alcohol, and over the counter and illicit substances in 2008, 
Drugs Strategy Branch, Australian Department of Health and 
Ageing.

2000 (58%).36 Furthermore, morphine, followed by 
oxycodone, remained the most commonly injected pre-
scription opioids among injecting drug users. 

The HIV seroprevalence among injecting drug users in 
Australia remained low, at 1.5% over the 2005-2008 
period, while the Hepatitis C (HCV) seroprevalence was 
reported at 63%.37 The rate of HCV seroprevalence was 
even higher among drug users who reported heroin or 

36 Rainsford, C., Lenton, S. and Fetherston, J., ’Indicators of chang-
ing trends in heroin and other opioid use in IDRS data nationally 
and in Western Australia,’ Drug Trends Bulletin, April 2010, Sydney: 
National Drug and Alcohol Research Centre, University of New 
South Wales.

37  UNODC ARQ.

Opioids ,   18.9 % Cocaine,   5.0 %

ATS ,   5.1 %

Methaqualone, 
3.7% 

S edatives  and 
tranquillisers ,  2.3% 

S olvents  and 
inhalants ,  3.2% 

Khat,  3.9% 

Cannabis ,   64.0 %

Fig. 22: Treatment demand in Africa, 2009  
or most recent year available*

* Treatment definitions and data reporting differ from  
country to  country. Therefore totals may not sum up to, or may 
exceed, 100%.

Source: UNODC ARQ. 
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Fig. 23: Drug of choice, Australia, 2000-2009

Source: Illicit Drug Reporting System, Australia.
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In 2010, the total area under opium poppy cultivation 
was some 195,700 ha, a 5% increase from 2009. While 
Afghanistan continued to account for the bulk of the 
cultivation, some 123,000 ha, increased cultivation in 
Myanmar was the main driver behind the global increase. 
In the 3-year period since 2007, opium cultivation in 
Afghanistan has actually declined, although it remains at 
high levels. Cultivation in Myanmar and Mexico has 
increased significantly. In 2006, opium poppy cultiva-
tion in Myanmar was 21,500 ha; the lowest since 1996. 
Since then, it has been steadily increasing. In addition to 
Myanmar, opium cultivation increased by almost 60% 
in the Lao People’s Democratic Republic in 2010, 
although it remains at a low level. 

A 2010 estimate for opium poppy cultivation in Mexico 
was not available at the time of writing. Therefore, the 
2009 estimate was used to calculate the total global cul-
tivation in 2010. Opium poppy cultivation in Mexico 
appears to have been steadily increasing over the 2005-
2009 period, amounting to 19,500 ha in 2009, the third 
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Fig. 26: Global cultivation of opium poppy 
(ha),* 2005-2010

* For Mexico, in the absence of data for 2010, the estimate for 
2009 was imputed to 2010.

Source: UNODC ARQ. 

Map 9: Security map (as of 30 March 2010) and opium cultivation in Afghanistan by province, 2010
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Source cultivation: government of Afghanistan - National monitoring system implemented by UNODC
Note: The boundaries and names shown and the designations used on this map do not imply official endorsement or acceptance by the United Nations
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largest area worldwide after Afghanistan and Myanmar. 
In contrast to the other countries mentioned above, 
neither the Government nor UNODC has been directly 
involved in monitoring such cultivation and the esti-
mates thus cannot be confirmed. In 2009, the Mexican 
Government reported eradication of almost 15,000 ha 
of opium poppy, the highest reported total worldwide 
for that year.

In Myanmar, opium poppy cultivation has increased 
every year since 2006. Cultivation is concentrated in the 
Shan State, in the eastern part of the country. At 3,000 
ha in 2010, opium poppy cultivation in the Lao People’s 
Democratic Republic was higher than in any year since 
2005, and has increased significantly since the lowest 
level (1,500 ha) in 2007. Cultivation seems to be increas-
ingly concentrated in a few provinces in the northern 
part of the country.

In Pakistan, opium poppy is mainly grown in the Khyber 
District of the Federally Administered Tribal Area 
(FATA), but smaller pockets were also found in Balo-
chistan and Sindh provinces. Since 2006, cultivation in 
Pakistan has remained below 2,000 ha. 

Aside from these countries, reports of opium poppy 
eradication programmes and seizures of plant material 
indicate the existence of opium poppy cultivation in 
many other countries and regions. A considerable level 
of illegal cultivation is estimated in India, as domestic 
raw opium consumption and half of domestic heroin 
demand are met by local production.41 At least 10,000 
ha of opium poppy cultivation is estimated in other 
countries worldwide, with a 30% increase in 2010. 

41 UNODC ARQ.

Overall, in the last five years, global opium poppy culti-
vation has increased by some 40%. UNODC currently 
implements programmes to monitor the illicit cultiva-
tion of opium poppy in cooperation with the Govern-
ments of Afghanistan, Myanmar and the Lao People’s 
Democratic Republic.

In 2010, potential global opium production dropped by 
at least 38% from 2009, due to significantly reduced 
opium yield as a result of disease on opium poppy plants 
in Afghanistan. Although increases in cultivation (and 
opium yield) in other countries led to an increase in 
potential opium production outside Afghanistan, this 
did not offset Afghanistan’s decrease. However, opium 
production may increase if the opium yield returns to 

1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010

Afghanistan  400  121 21,430 *  5,103  5,300  9,047  5,480  5,351 2,316 

Colombia 6,885  6,988  2,901  8,249  9,254  2,385  3,577  3,266  3,866  2,121  1,929  375  381  546 

Egypt  15  34  65  45  50  98  121  89 

Guatemala  489  720  449  536  1,345  918 

India  29  96  248  153  18  219  494  167  12  247  8,000  624  2,420 1,022 

Lao PDR  4,134  3,556  2,575  1,518  779  575  651  579 

Lebanon  4  67  27  8  21 

Mexico 14,671 17,732 17,449 15,461 15,717 15,350 19,157 20,034 15,926 21,609 16,890 11,046 13,095 14,753 

Myanmar  1,938  3,093  3,172  9,824  1,643  9,317  7,469  638  2,820  3,907  3,970  3,598  4,820  4,087 8,268 

Nepal  19  19  4  1  21  35 

Pakistan  867  654  2,194  1,197  1,704  1,484  4,185  5,200  391  354  614 0 105  68 

Peru  4  18  26  155  14  57  98  92  88  28  23  32  21 

Thailand  886  1,053  716  808  757  832  989  767  122  110  153  220  285  201  278 

Venezuela  51  266  148  137  215  39 0 0  87  154 0 0 0

Viet Nam  1,142  340  439  426 125 100  32  38  99  31 

Table 12: Reported opium poppy eradication in selected countries (ha), 1996 to 2010

* Although eradication took place in 2004, it was not officially reported to UNODC.  
In this table, only eradication reported in area units is considered. Eradication reported as plant seizures can be found in the seizure 
annex of the electronic version of the World Drug Report.  
Sources: UNODC, Annual Reports Questionnaire, Government reports, reports of regional bodies, INCSR.
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Table 13: Global illicit cultivation of opium poppy and potential opium production, 1996-2010

1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010

 SOUTH-WEST ASIA
   Afghanistan 56,824 58,416 63,674 90,583    82,171 7,606 74,100 80,000 131,000 104,000 165,000 193,000 157,000 123,000 123,000

   Pakistan 873 874 950 284 260 213 622 2,500 1,500 2,438 1,545 1,701 1,909 1,779 1,721

   Subtotal 57,697 59,290 64,624 90,867 82,431 7,819 74,722 82,500 132,500 106,438 166,545 194,701 158,909 124,779 124,721

 SOUTH-EAST ASIA

   Lao PDR (a) 21,601 24,082 26,837 22,543 19,052 17,255 14,000 12,000 6,600 1,800 2,500 1,500 1,600 1,900 3,000

   Myanmar (a) 163,000 155,150 130,300 89,500 108,700 105,000 81,400 62,200 44,200 32,800 21,500 27,700 28,500 31,700 38,100

   Thailand (b) 368 352 716 702 890 820 750

   Viet Nam (b) 1,743 340 442 442

   Subtotal 186,712 179,924 158,295 113,187 128,642 123,075 96,150 74,200 50,800 34,600 24,000 29,200 30,100 33,600 41,100

 LATIN AMERICA

   Colombia 4,916 6,584 7,350 6,500 6,500 4,300 4,153 4,026 3,950 1,950 1,023 715 394 356

   Mexico (c) 5,100 4,000 5,500 3,600 1,900 4,400 2,700 4,800 3,500 3,300 5,000 6,900 15,000 19,500

   Subtotal 10,016 10,584 12,850 10,100 8,400 8,700 6,853 8,826 7,450 5,250 6,023 7,615 15,394 19,856 19,856

 OTHER

   Other countries (d) 3,190 2,050 2,050 2,050 2,479 2,500 2,500 3,074 5,190 5,212 4,432 4,184 8,600 7,700 10,000

 TOTAL 257,615 251,848 237,819 216,204 221,952 142,094 180,225 168,600 195,940 151,500 201,000 235,700 213,003 185,935 195,677

 SOUTH-WEST ASIA
   Afghanistan 2,248     2,804     2,693     4,565     3,276     185        3,400     3,600     4,200 4,100 6,100 8,200 7,700 6,900 3,600

   Pakistan 24          24          26          9            8            5            5            52          40 36 39 43 48 44 43

   Subtotal 2,272 2,828 2,719 4,574 3,284 190 3,405 3,652 4,240 4,136 6,139 8,243 7,748 6,944 3,643

 SOUTH-EAST ASIA

   Lao PDR 140        147        124        124        167        134        112        120        43 14 20 9 10 11 18

   Myanmar 1,760     1,676     1,303     895        1,087     1,097     828        810        370 312 315 460 410 330 580

   Thailand (b) 5            4            8            8            6            6            9            

   Viet Nam (b) 9            2            2            2            

   Subtotal 1,914     1,829     1,437     1,029     1,260     1,237     949        930 413 326 335 469 420 341 598

 LATIN AMERICA

   Colombia 67          90          100        88          88          80          52          50          49          24 13 14 10 9

   Mexico (c) 54          46          60          43          21          91          58          101        73          71 108 149 325 425

   Subtotal 121        136        160        131        109        171        110        151 122 95 121 163 335 434 434

 OTHER

   Other countries (d) 48          30          30          30          38          32 56 50          75 63 16 15 139 134 185

 TOTAL 4,355      4,823      4,346      5,764      4,691      1,630      4,520      4,783      4,850 4,620 6,610 8,890 8,641 7,853 4,860

 NET CULTIVATION OF OPIUM POPPY IN HECTARES 

 POTENTIAL PRODUCTION OF OVEN-DRY OPIUM IN METRIC TONS 

GLOBAL ILLICIT CULTIVATION OF OPIUM POPPY AND PRODUCTION OF OPIATES, 1996-2010

Figures in italics are preliminary and may be revised when updated information becomes available. Information on estimation methodologies and defi-
nitions can be found in the Methodology chapter of this Report.

Sources: Afghanistan: before 2003: UNODC; since 2003: National Illicit Crop Monitoring System supported by UNODC. Pakistan: ARQ, Government 
of Pakistan, US Department of State. Lao PDR: 1996-1999: UNODC; since 2000: National Illicit Crop Monitoring System supported by UNODC. 
Myanmar: before 2001: US Department of State; since 2001: National Illicit Crop Monitoring System supported by UNODC. Colombia: before 2000: 
various sources, since 2000: Government of Colombia. For 2008 and 2009, production was calculated based on regional yield figures and conversion 
ratios from US Department of State/DEA. Mexico: Estimates derived from US Government surveys.

(a)  May include areas which were eradicated after the data of the area survey.

(b)  Due to continuing low cultivation, figures for Viet Nam (as of 2000) and Thailand (as of 2003) were included in the category "Other".

(c)  The Government of Mexico reported a gross opium poppy cultivation of 19,147 hectares (2006) and estimated gross opium production at 211 mt 
(2006), 122 mt (2007), 144 mt (2008), 162 mt (2009) and 170 mt (2010). These gross figures are not directly comparable to the net figures pre-
sented in this table. The Government of Mexico is not in a position to confirm the US figures as it does not have information on the methodology 
used to calculate them.

(d)  Eradication and plant seizure reports from different sources between 2006 and 2010 indicate that illicit opium poppy cultivation also exists in 
the following subregions: North Africa, Central Asia and Transcaucasia, Near and Middle East /South-West Asia, South Asia, East and South-East 
Asia, East Europe, Southeast Europe, Central America and South America. Starting 2008, a new  methodology was introduced to estimate opium 
poppy cultivation and opium/heroin production in these countries. These estimates are higher than the previous figures but have a similar order of 
magnitude. A detailed description of the estimation methodology is available in the Methodology section.



61

The opium/heroin market

average levels in Afghanistan in 2011, despite the expec-
tation that overall opium poppy cultivation will remain 
stable there. 
Despite potential global opium production decreasing 
to 4,860 mt – a significant decline compared to the peak 
production from 2006-2009 – this level is similar to 
average production levels over the past two decades. 
Afghanistan remained the largest opium-producing 
country in 2010, with 74% of global potential produc-
tion (down from 88% in 2009). In 2009, Mexico for the 
first time had a higher potential opium production than 
Myanmar. In 2010, potential opium production in 
Myanmar amounted to 580 mt, a 76% increase. This is 
the highest level since 2004 in that country.

As in previous years, UNODC has estimated the total 
potential production of opium and heroin (of unknown 
purity). According to these estimates, the production of 
opium in 2010 amounted to 4,860 mt, a 38% decrease 
from 2009. Potential heroin production amounted to 
396 mt, a 40% decline from the 667 mt estimated in 
2009. ‘Potential heroin production’ refers to the amount 
of heroin that would be produced if all the harvested 
opium would be either introduced to the market as 
opium or processed into heroin.42

The entire amount of opium produced every year may 
not be either consumed or converted into heroin, how-
ever, as seizures of final or intermediate products may 
take place and opiate stockpiling may be occurring 
inside and outside of Afghanistan.43 The amount of 
heroin available in the market is directly linked with 
demand and is likely to be less than the potential pro-
duction levels (which are calculated by multiplying the 
cultivated area with yield per hectare). Thus, it is neces-
sary to estimate global opiate demand, taking into 

42 UNODC estimates heroin production by calculating the proportion 
of opium that is converted into heroin as a function of seizures and 
according to information from key informants.

43 Opium stockpiling by opium farmers is an old tradition in 
Afghanistan.

account seizures as well as consumption. On this basis, 
it is estimated that some 460-480 mt of heroin were 
available in the worldwide market in 2009. Of this, 
some 375 mt reached the consumers, whereas the rest 
was seized. Further details regarding these estimates are 
provided in subsequent sections.

In 2009, there were no reports of laboratories involved 
in manufacturing heroin outside opium-producing 
countries. The highest number of laboratories inter-
cepted were in Afghanistan (4844), three laboratories 
were reported in Myanmar and only one in Mexico, 
although there was a much higher number of metham-
phetamine laboratories – an unspecified number of 
which also manufactured heroin. Other laboratories 
processing heroin were discovered in other countries, 
but these were not involved in manufacturing. One 
laboratory in the Russian Federation was producing 
acetylated opium and seven installations in Greece were 
involved in repackaging and adulterating heroin. 

Afghanistan is currently the only country known to be 
involved in manufacturing heroin from Afghan opium. 
Neighbouring countries and other countries along 
known trafficking routes have not reported domestic 
manufacturing of morphine or heroin from Afghan 
opium. High levels of morphine seizures were reported 
outside of Afghanistan in 2010, however. Morphine is 
primarily used to produce heroin as there is limited 
illicit morphine use worldwide. Thus, it is likely that 
heroin processing is also taking place outside Afghani-
stan. Given the security situation, the vast majority of 
Afghan heroin is estimated to be produced in the coun-
try, especially in the southern provinces. The high 
number of heroin manufacturing laboratories destroyed 
in Afghanistan supports this assumption. 

44 Information from the Ministry of Interior/Counter-Narcotics Police 
of Afghanistan.

Fig. 28: Potential production of opium and manufacture of heroin of unknown purity (mt), 2004-2010

* Although eradication took place in 2004, it was not officially reported to UNODC.  
In this table, only eradication reported in area units is considered. Eradication reported as plant seizures can be found in the seizure 
annex of the electronic version of the World Drug Report. Sources: UNODC, Annual Reports Questionnaire; Government reports; 
reports of regional bodies; INCSR.

2004 2005 2006 2007 2008 2009 2010

Total potential opium  4,850  4,620  6,610  8,890  8,641  7,853 4,860 

Potential opium not 
processed into heroin  1,197  1,169  2,056  3,411  3,080  2,898  1,728 

Potential opium  
processed into heroin  3,653  3,451  4,555  5,479  5,561  4,955  3,132 

Total potential heroin  529  472  629  757  752  667  396 
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Seizures

In 2009, global seizures of opium and heroin appeared 
to stabilize, amounting to 653 mt and 76 mt, respec-
tively. The largest quantities of opiates continued to be 
seized by Turkey and the Islamic Republic of Iran, coun-
tries that serve as transit points for heroin trafficked 
from Afghanistan on the ‘Balkan route’ to West and 
Central Europe.

Although much is known about drug suppliers, con-
sumers, traffickers and routes, interdiction remains dif-
ficult. Law enforcement efforts are frustrated by the fact 
that international traffickers constantly change their 
methods and routes, high profits may fuel high-level 
corruption, and international cooperation initiatives 
take time to become effective. 

The trend in global heroin seizures appears to follow 
that in opium production with a delay of one year. A 

decline in opium production in 2001 resulted in a drop 
in heroin seizures in 2002, the stability in opium pro-
duction over the period 2003-2005 was reflected in a 
relatively stable three-year span in heroin seizure totals 
over the period 2004-2006,45 and a marked increase in 
opium production over the period 2005-2007 was mir-
rored in an increase in heroin seizures over the period 
2006-2008. The trend in morphine seizures, however, is 
more erratic.

Illicit drug seizure totals can be susceptible to two main 
factors: 1) the available supply of the drug, and 2) the 
effectiveness of law enforcement efforts. Since law 
enforcement efforts and practices do not necessarily 
evolve in concert in different countries, at a global level, 
the law enforcement component plays a smaller role in 
determining the trend. The increased heroin seizures 
therefore likely reflect, at least in part, an increased 
supply of heroin in the world. This is in line with the 

45 Heroin seizure totals fell slightly in 2005 and 2006, but only by 3.5% 
and 2.7% respectively.

Map 10: Seizures of heroin and morphine, 2009 (countries and territories reporting seizures* of more 
than 10 kg)

* Seizures as reported (no adjustments made for purity)
Source: UNODC Annual Reports Questionnaires data supplemented by other sources
Note: The boundaries and names shown and the designations used on this map do not imply official endorsement or acceptance by the United Nations.
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Fig. 29: Global seizures of heroin(a) and morphine(b): 1999-2009

(a) Seizures as reported (no adjustment for purity).

Year 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009

Metric Tons 60        81       66        73         98         100      91         104       92        91        100      

(a) 1 kg of morphine is assumed to be equivalent to 1 kg of heroin.
(b) Seizures as reported (no adjustment for purity).
(c) Data for the United Kingdom for 2009 are based on incomplete data for some jurisdictions for the financial year 2009/10, and adjusted for the missing 
jurisdictions using the latest available complete distribution (relative to the financial year 2006/07)
(d) Data relative to 2008. Data for 2009 from the Netherlands were not available.

(b) 1 kg of morphine is assumed to be equivalent to 1 kg of heroin.
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Fig. 30: Global seizures of opium: 1999-2009
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increased levels of opium production. In comparison 
with 1998,46 the growth in heroin seizures has kept pace 
with, and slightly outperformed, the growth in opium 
production. In 2009, heroin seizures stood at 2.3 times 
the level in 1998, while opium production in 2008 
stood at 1.8 times the 1997 level.47

In order to assess the impact of drug seizures on global 
supply, total seizures of a given drug may be expressed as 
a percentage of global production; this percentage is 
often referred to as an ‘interception rate.’ Such a calcula-
tion is subject to a number of caveats, however, the first 
of which is the time lag between cultivation of an illicit 
crop and the resulting effect on the availability of the 
derived drug in the illicit market. Assuming that one 
kilogram of heroin or morphine is equivalent to 7-10 kg 
of opium, and comparing total seizures in 2009 with the 
average opium production in 2008 and 2009,48 a range 
of 16-20% for the interception rate for opiates can be 

46 The year 2008 is chosen as a baseline because, over the period 1996-
1998, seizures of opium and heroin, as well as opium production, 
were all relatively stable, suggesting that the opiates market was close 
to equilibrium.

47 Heroin seizures in a given year are compared to opium production in 
the previous year to allow for the time required for processing opium 
into morphine and heroin, and for the heroin to reach the markets 
where it is seized. 

48 Opium production in 2008 is considered along with that in 2009 to 
allow for the time required for processing and for the opiates to reach 
the markets where they are seized.

derived. Opium seizures in a given year are compared to 
the average opium production in that year and the previ-
ous year. Seizures of opium and morphine are concen-
trated in Afghanistan and neighbouring countries, but 
heroin seizures are much more dispersed.

Map 11: Opium seizures in Asia, 2009

Source: UNODC Annual Reports Questionnaires data supplemented by other sources
Note: The boundaries and names shown and the designations used on this map do not 
imply official endorsement or acceptance by the United Nations
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Afghanistan and neighbouring countries

Opium and heroin seizures in Afghanistan remained 
limited in 2009, amounting to 36 mt of opium and 2.2 
mt of heroin. These seizures accounted for 5.5% and 
2.9% of global opium and heroin seizures, respectively, 
in 2009.

Neighbouring Islamic Republic of Iran, however, con-
tinued to make large seizures. In 2009, 89% of global 
opium seizures were made by that country. The global 
increase in opium seizures since 2002 is mainly due to 
increasing quantities seized in the Islamic Republic of 
Iran, which since 1996 have accounted for more than 
three quarters of annual global opium seizures. In 2006, 
the Islamic Republic of Iran replaced Turkey as the 
country reporting the largest heroin seizures worldwide. 
Since then, the Islamic Republic of Iran and Turkey have 
seized the largest and second-largest, respectively, annual 
heroin totals worldwide. Over the period 2002-2008, 
heroin seizures in both these countries increased mark-
edly, but in 2009, seizures stabilized both in the Islamic 
Republic of Iran, at 25 mt (compared to 23 mt in 2008) 
and in Turkey, at 16 mt (compared to 15 mt in 2008). 

Heroin seizures in Central Asian and East European 
countries have been erratic in recent years, but over the 
long term, a distinct increase has been observed. Over 
the period 2003-2009, heroin seizures in East Europe 
were much higher than in previous years.  

West and Central Europe

The trend in bulk heroin seizures in West and Central 
Europe does not mirror the increased supply of Afghan 
opium or the increased levels of heroin seizures in the 
Islamic Republic of Iran and Turkey. Indeed, seizures in 
West and Central Europe peaked at 11.6 mt in 2000 

and appear to have stabilized at a lower level, ranging 
between 7.5 mt and 7.9 mt annually over the 2005-
2009 period. 

The Asia-Pacific region

In the past, the supply of heroin in China has been 
mainly sourced from South-East Asia (notably Myan-
mar). However, significant quantities of heroin have 
begun to reach China from Afghanistan.

Heroin from northern Myanmar enters China via 
Yunnan province; according to Chinese authorities, 
heroin seizures in Yunnan province rose from 2.9 mt in 
2008 to 3.3 mt in 2009. Seizures of heroin originating 
in Afghanistan registered a more pronounced increase, 
rising from 390 kg (seized in 234 cases) in 2008 to 1.5 
mt (seized in 333 cases) in 2009.49

Heroin trafficking from Afghanistan to the Asia-Pacific 
region is increasing, also supported by drug seizures 
reported by Pakistan. Among those cases in which the 
destination of the consignment was identified as a coun-
try or region other than Pakistan, the proportion of 
heroin seizures destined for the Asia-Pacific region 
increased from around 12% prior to 2006 to 40-44% 
every year since. The emergence of this new route 
around 2005-2006 also appears to have caused a drop in 
heroin seizures in the region, suggesting that regional 
law enforcement needs time to adapt to the new route. 
This was also concurrent with a sharp increase in opium 
production in Afghanistan. This increase may have led 
to a surplus of opiates, some of which may have found 
their way to the Asia-Pacific region.

49 National Narcotics Control Commission of China, presentation at 
the Twentieth Anti-Drug Liaison Officials’ Meeting for International 
Cooperation (ADLOMICO), October 2010, Seoul, Republic of 
Korea.
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Fig. 33: Global seizures of opiates: 1999-2009

*Aggregate of heroin, morphine and opium. Expressed in heroin equivalents assuming 1kg of heroin to be equivalent to 1 kg of morphine and 10 kg of opium.
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The Americas

Heroin seizure totals reported by the United States con-
tinued to be the highest in the Americas by far, rising 
steadily from 1.4 mt in 2007 to 2.4 mt in 2009. The 
results of the Heroin Signature Program (HSP) of the 
US Drug Enforcement Agency pointed to an increase in 
the availability of heroin from Mexico. In 2008, the 
wholesale purity of heroin of Mexican origin was at its 
highest (40%) since 2005, while Mexican heroin repre-
sented 39% (by weight) of all heroin analysed through 
the HSP, the highest percentage since 1987. Seizures of 
heroin by US authorities along the US-Mexico border 
increased from 404 kg in 2007 to 556 kg in 2008, and 

the partial total for 2009 amounted to 642 kg.50 In 
2009, large quantities of heroin were also seized in 
Colombia (735 kg), Mexico (283 kg) and Ecuador (177 
kg). Seizures in the Bolivarian Republic of Venezuela 
have declined significantly since the peak level of 2004 
(658 kg), amounting to 81 kg in 2009.

Heroin seizures also increased sharply in Canada, from 
16 kg in 2007 to 102 kg in 2008 and 213 kg in 2009. 
However, the increase in 2009 can be attributed to a 
single maritime shipment of 108 kg. In contrast with 
the United States, Canada assessed that 98% of heroin 
reaching its market in 2009 originated from South Asia. 
In 2009 Canada also seized 20 mt of a preparation 

50 National Drug Intelligence Center, United States Department of 
Justice, National Drug Threat Assessment 2010, February 2010.
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referred to as ‘dode,’ a fine powder obtained by grinding 
dried seed pods of opium poppy. It is most frequently 
consumed mixed with hot water as a tea. Canada assessed 
that 94% of the ‘dode’ that reached its market originated 
in the United States, with the remaining 6% originating 
in the Netherlands, and that the affordability of ‘dode’ 
had the potential to create a market beyond the tradi-
tional cultural groups.

The United States is also affected by non-medical use of 
prescription opioids, and reported significant seizures of 
oxycodone and hydrocodone.

Africa

Heroin seizures in Africa rose sharply, from 311 kg in 
2008 to 515 kg in 2009. This is the highest level since 
1993. South Africa registered the largest seizure total as 

well as the largest year-on-year increase, with seizures 
rising from 41 kg in 2008 to 198 kg in 2009.

In recent years, heroin seizures have increased signifi-
cantly in Egypt. In 2008, Egypt seized 211 kg of heroin, 
accounting for two thirds of total heroin seizures in 
Africa, and registering the third consecutive year-on-
year increase. In 2009, seizures fell to 159 kg, remaining 
significantly higher than the levels registered in this 
country over the period 1995-2006. In the past, Egypt 
has also reported seizures of opium and opium capsules.

In 2009, significant quantities of heroin were also seized 
in Nigeria, 104 kg. Although this represents a sharp 
increase from the level in 2008 (12 kg), seizures were 
already high in 2007 (121 kg). Reports suggest that 
Nigeria may serve as a transit point for limited quanti-

Heroin seizures  in the Americas , selected countries , 1999 2009
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ties of heroin destined for consumer markets in other 
countries. Over the 2004-2008 period, Pakistan reported 
significant, albeit declining, numbers of seized heroin 
consignments intended for Nigeria (36 such seizures in 
2008 and 16 in 2009). According to the United States 
Department of Justice, organizations responsible for 
trafficking heroin originating in South-West Asia into 
the United States included some that were based in West 
Africa. Nigeria has been mentioned as a transit country 
for heroin by Australia and the United States in recent 
years. Nigeria assessed that one half of the heroin traf-
ficked on its territory in 2009 was intended for the 
United States, with 40% intended for Europe and 10% 
for China.

Trafficking routes and volumes 

Global heroin-producing countries supply different 
markets. Heroin from Myanmar is mainly trafficked to 
China and Mexican heroin is mainly trafficked to the 
United States of America. Afghan heroin, however, is 
trafficked to every region of the world except Latin 
America. As such, trafficking routes for Afghan heroin 
are the main focus of this section.

Heroin trafficking routes are complex. Estimating the 
volumes, that is, the global flow of opiates, requires data 
on global opiate demand. Global heroin and opium 
seizures are used to identify opiate trafficking routes and 
to help estimate the size of the flows in each country. In 
addition to seizure data, information was drawn from 
official country reports such as ARQ responses. 

Available demand data was used as the key variable to 
estimate the size of the global heroin and opium flows. 
The robustness of demand data varies considerably, and 
the data are subject to frequent revisions and changes. 

Most countries still lack structured data collection sys-
tems capable of producing scientifically sound demand, 
supply and seizure statistics. Accordingly, the statistics 
and estimates provided on opiate demand and flows 
should be viewed as the best current approximations. 

Heroin flow figures used in this section are indicative 
and should be taken with caution. The purpose of pro-
ducing these statistics is to estimate i) the main flows 
and changes in the routes over time, and ii) provide 
threat and risk analysis for production, transit and des-
tination countries. The volumes and routes discussed are 
not fixed and change according to changes in demand, 
drug availability, or risk perceptions of drug traffickers. 
Therefore, it is essential to monitor flows every year to 
observe changes in the market and routes, which can 
inform global strategies and policies regarding public 
health and security ramifications. 

Heroin trafficking from production countries to con-
sumer markets requires a global network of routes and 
facilitation by domestic and international criminal 
groups. Although the exact routes are constantly chang-
ing, the global movement of heroin from Afghanistan 
and other producers to international consumers follows 
well-established paths. Some routes are chosen for geo-
graphic reasons, while others are preferred due to a lack 
of law enforcement. 

It is estimated that some 460-480 mt of heroin was 
available in the global market in 2009. Of this, some 
375 mt reached consumers and the rest was seized. 
Afghanistan continued to be the main supplier for the 
global heroin market, producing 380 mt (83%). 

Despite the complexity of heroin trafficking routes, 
some global movements can be generalized for Afghan 
heroin, which flows from Afghanistan through Pakistan, 
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the Islamic Republic of Iran and some Central Asian 
countries before moving to the main consumer markets 
in West and Central Europe, East Europe, and East and 
South-East Asia.

Heroin flows from Afghanistan…

Afghanistan continues to dominate global heroin supply. 
In 2009, an estimated 6,900 mt of opium were pro-
duced in Afghanistan. Almost 95% of Afghan opium is 
grown in some of the country’s southern provinces, 

including Hilmand, Kandahar, Farah, Nimroz and 
Uruzgan. Heroin processing laboratories are also con-
centrated in these provinces. 

From the production areas, heroin is trafficked overland 
in three main directions: i) to Nimroz, Farah and Hirat 
provinces along the border with the Islamic Republic of 
Iran, ii) to eastern and northern Afghanistan, or iii) to 
Pakistan’s Balochistan borders. UNODC estimates that 
365 mt of Afghan heroin were trafficked into the inter-
national market in 2009. Afghanistan’s neighbours 
received the largest volumes of heroin. Some 160 mt 
were trafficked to Pakistan, 115 mt to the Islamic 
Republic of Iran and 90 mt to some Central Asian coun-
tries (Tajikistan, Uzbekistan and Turkmenistan).
…to Pakistan

An estimated 160 mt of heroin were trafficked from 
Afghanistan to Pakistan in 2009. The majority is thought 
to have entered overland into Pakistan’s Balochistan 
province from Afghanistan’s Hilmand and Kandahar 
provinces, facilitated by the limited law enforcement 
capacity on both sides and the strong presence of the 
Taliban and other anti-government elements. The bor-
ders of Afghanistan’s Nangarhar and Kunar provinces 
with Pakistan’s Federally Administered Tribal Area also 
figure as prominent heroin crossing areas, although to a 
lesser extent.

Of the 160 mt of heroin that entered Pakistan, 138 mt 

Map 12: Afghan heroin trafficking routes and volumes, 2009

Source: UNODC.
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were trafficked onward. At least 30 mt were trafficked 
from Balochistan to the Islamic Republic of Iran. The 
remaining 108 mt were moved internally to Pakistan’s 
industrial capitals, Karachi and Lahore, as well as to 
other coastal or border locations for onward trafficking 
to Europe, South-East Asia, South Asia and Africa by sea 
and air. The declining opium production in Myanmar 
has increased heroin trafficking via Pakistan to South-
East Asia, especially in 2009.

…to the Islamic Republic of Iran

An estimated 145 mt of heroin were trafficked into the 
Islamic Republic of Iran from Afghanistan and Pakistan 
in 2009. Although the majority of heroin enters from 
Afghanistan, increasing security along the Islamic 
Republic of Iran - Afghanistan border is likely to cause 
an increase in heroin flows through Pakistan.51 Accord-
ing to heroin seizures, once heroin enters the Islamic 
Republic of Iran, it is transported in four main direc-
tions: i) through central parts of the country to the 
border with Turkey, ii) to the seaports and coastline, iii) 
to the border with Iraq, or iv) to the border with Azerba-
ijan.

Despite high levels of domestic consumption, the major-
ity of the heroin that enters the Islamic Republic of Iran 
is trafficked onwards, especially along the ‘Balkan Route’ 
towards West and Central Europe. In 2009, an esti-
mated 82 mt were trafficked to Turkey, 6 mt to Africa, 
3 mt to countries of the Caucasus and small quantities 
directly to Europe.

…to Central Asia

In 2009, 90 mt of Afghan heroin were trafficked into 
Central Asia, namely Tajikistan, Uzbekistan, Turkmeni-
stan, Kyrgyzstan and Kazakhstan from Afghanistan. 
Afghan heroin enters the region mainly via the porous 
Tajikistan-Afghanistan border, delineated by the Pianj 
River.52 Afghan heroin also enters via Uzbekistan, 
although in smaller quantities. Once in Tajikistan, 
heroin generally moves through Uzbekistan and Kyr-
gyzstan before transiting Kazakhstan into the Russian 
Federation. 

Of the 90 mt that entered the region, the majority – 75 
mt – was trafficked onwards to the Russian Federation. 
Given that the only land border between the Russian 
Federation and Central Asia is Kazakhstan, almost the 
entire amount of heroin trafficked by land to the Rus-
sian Federation passed through that country. Central 
Asia forms the gateway for heroin destined for the Rus-
sian Federation and onwards to East Europe, a route 
known as the ‘Northern Route.’

51 According to Pakistan’s ANF, 2010.
52 Drug Control Agency (DCA) of Tajikistan.

Main destination markets

Once Afghan opiates have entered neighbouring Paki-
stan, Islamic Republic of Iran and Central Asia, it is 
trafficked to the main international consumption mar-
kets – West and Central Europe, East Europe, East and 
South-East Asia and South Asia. Limited amounts also 
reach other smaller consumption markets.

West and Central Europe

In 2009, users in West and Central Europe consumed 
some 70 mt of pure heroin. An additional 7.5 mt were 
seized by law enforcement institutions. Thus, an esti-
mated 75-80 mt of heroin were trafficked to West and 
Central Europe. The bulk, some 60 mt, were trafficked 
from the countries of South-East Europe (via the Balkan 
route). Moreover, some 7 mt were trafficked from Africa, 
4 mt from Pakistan, 3 mt from the Near and Middle 
East/South-West Asia (mainly the Islamic Republic of 
Iran, Qatar and Jordan) and 1 mt from South Asia 
(mainly India, Bangladesh and Nepal). The source and 
route of the remaining 3 mt are undetermined.

Heroin is trafficked into West and Central Europe by 
land, sea and air. The Balkan route dominates land and 
sea shipments, while Africa is now emerging as the lead-
ing origin of air shipments. One reason for this is that 
law enforcement capacity in East Africa is scarce and 
trafficking heroin by sea from Pakistan poses few chal-
lenges to experienced traffickers. 

The Balkan route originates in Afghanistan, passes 
through the Islamic Republic of Iran and Turkey, and 
reaches the Balkans via Bulgaria, with a smaller flow 
through Greece. Once the heroin enters Turkey, most is 
trafficked to Istanbul and then onwards to the borders 
with Bulgaria and Greece. Traffickers are able to take 
advantage of the lack of visa requirements between the 
Balkan countries. In 2009, an estimated 65 mt of heroin 
reached the Balkan countries, of which some 60 mt were 
trafficked onwards to West and Central Europe, mainly 
to the United Kingdom, Italy, Netherlands, Germany, 
France and Belgium. Limited heroin trafficking also 
occurred via air directly from Turkey to West and Cen-
tral European countries.

The majority of the heroin trafficked through the 
Islamic Republic of Iran and Turkey is believed to be 
intended for western Europe. Recent seizures at seaports 
indicate that maritime transportation might be used 
more than estimated for heroin trafficking worldwide. 
In the first three months of 2011, there were big heroin 
seizures reported in East Africa (Kenya and the United 
Republic of Tanzania). In addition, recent reports indi-
cate that the average seizure per case has decreased in the 
Islamic Republic of Iran and Turkey, two countries that 
have strengthened their law enforcement capacity in 
recent years. This might force heroin traffickers to find 
alternative routes to Europe. 
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East Europe

In 2009, users in East Europe consumed an estimated 
73 mt of heroin. In the Russian Federation, the opiate 
prevalence rate for the adult population was 1.64% in 
2009.53 This is equivalent to around 1.7 million opiate 
users, who consumed some 70 mt of pure heroin. 

In total, including the 3.1 mt of heroin seized and 2-3 
mt of heroin trafficked onward, an estimated 75-80 mt 
of heroin were trafficked into the Russian Federation in 
2009. The route through Central Asia, the Russian Fed-
eration and into East Europe is known as the ‘Northern 
Route.’ The majority of heroin trafficked to the Russian 
Federation came from Central Asia, and to a lesser 
extent Azerbaijan.54 East Europe received the majority 
of its heroin from the Russian Federation, as well as 
from Turkey and countries of the Caucasus.

53 These estimates are preliminary, since there are no comprehensive 
studies on prevalence of opiate users in the Russian Federation. The 
estimate of opiate users ranges from 0.3% - 1.64% of the population 
aged 15-64. The estimate of 1.64% is based on the number of opiate 
users in treatment for 2007, using a treatment multiplier of 5.3% 
taken from a study conducted by the National Addiction Centre of 
the Russian Federation: Dynamics of Drug Related Disorders in the 
Russian Federation, 2007.

54 UNODC ARQ.

East and South-East Asia

In 2009, opiate demand in East and South-East Asia was 
met by both local production and Afghan supply. Myan-
mar and the Lao People’s Democratic Republic are the 
main producing countries, exporting an estimated 25 
mt of heroin. The total estimated heroin demand was 90 
mt (including seizures and onward trafficking) in East 
and South-East Asia in 2009. 

An estimated 65 mt of pure Afghan heroin was traf-
ficked to the region to fill the gap in local production 
– 25 mt to South-East Asia and 40 mt to China. Given 
that the majority of heroin from Myanmar is trafficked 

Map 13: Heroin flows to West and Central Europe in 2009

Source: UNODC.

Flows of heroin 
(in metric tons)
(not actual trafficking routes)

5-10

15-60

1-5

Near and Middle East

South-West Asia

South-East Europe

Africa

South Asia

Central Asia and Transcaucasia

East Europe

West & Central Europe

Northern Europe

East and South-East Asia

Regions 

Table 41: Mentions of the Islamic Republic of 
Iran and Turkey as transit countries  
for heroin, 2007-2009

* Excluding Turkey.
Source: UNODC ARQ.

Iran (I.R. of) Turkey

Caucasus 1 6

Middle East 4 9

East Europe 1 2

Rest of Europe* 6 58

Africa 3 1

Rest of the world 0 2
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to China, most of the heroin reaching South-East Asia 
was likely transported from Afghanistan via Pakistan. 
However, exact drug trafficking routes and sources in 
2009 are difficult to determine due to a lack of seizures. 
Given the low prices of heroin in Pakistan, it may be 
cheaper for drug trafficking networks to transport 
Afghan heroin to China and South-East Asia rather than 
use heroin from Myanmar.

Heroin trafficking from Afghanistan to the Asia-Pacific 
region is an increasing trend, visible in individual drug 
seizures reported by Pakistan. Among those cases in 
which the destination of the consignment was identified 
as a country or region other than Pakistan, the propor-
tion destined for the Asia-Pacific region underwent a 
distinct change in the transition from 2005 to 2006. 
This proportion (by number of seizure cases) was rela-
tively stable over the period 2002-2005 (ranging between 
11 and 13%), rose distinctly to 44% in 2006, to remain 
relatively stable since then, ranging between 40 and 
44%. It is likely that a significant proportion of these 
consignments was intended for China. The proportion 
of cases in which China was identified as the country of 
destination rose sharply from less than 1% in 2004 to 
28% in 2006, possibly reflecting the route identified by 
Chinese authorities involving direct shipments to north-
western China. Since 2006, these shipments appear to 
have been gradually replaced by shipments to other 

countries in the Asia-Pacific region, possibly for further 
trans-shipment to their final destinations (which may 
include China as well as other countries in South-East 
Asia and Oceania). 

This proportion also reached record levels in the case of 
several other countries in this region, such as Malaysia 
(22% in 2008), Thailand (7% in 2009), Nepal (6% in 
2009) and Sri Lanka (5% in 2009). The shipments may 
reflect the recent trafficking route to south-eastern 
China. Indeed, although limited quantities of Afghan 
heroin were trafficked by air from South-West Asia to 
the north-west of China (notably Urumqi), an increas-
ingly important route went from Afghanistan and 
neighbouring countries to the south-eastern Chinese 
province of Guangdong, via transit countries such as 
Malaysia, Singapore, the Philippines and Viet Nam. Five 
of the seizure cases in Guangdong province in 2009 
together accounted for 1 mt of heroin.55 The emergence 
of this new route around 2005-2006 also appears to 
have caused a drop in heroin seizures in this region, sug-
gesting that law enforcement needed time to adapt.

55 National Narcotics Control Commission of China, presentation at 
the Fifteenth Asia-Pacific Operational Drug Enforcement Confer-
ence, February 2010, Tokyo, Japan, and National Narcotics Control 
Commission of China, presentation at the Twentieth Anti-Drug Liai-
son Officials’ Meeting for International Cooperation (ADLOMICO), 
October 2010, Seoul, Republic of Korea.

Map 14: Heroin flows to the Russian Federation and East Europe, 2009

Source: UNODC.
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Heroin trafficking from East and South-East Asia is 
limited. In 2009, 3-4 mt of heroin were trafficked from 
South-East Asia to Australia and, to a lesser extent, New 
Zealand. There are no reports of onward heroin traffick-
ing from China in 2009.

South Asia

South Asia was an important consumption and transit 
point for Afghan heroin in 2009. Some 25 mt of pure 
heroin were consumed in the region and 15 mt were 
trafficked onwards. Of this, some 6 mt went to South-
East Asia, 6 mt to Africa, 1-2 mt to North America and 
1 mt each to China and Europe. Although the majority 
of users in India use Indian heroin, drug traffickers 
prefer to export Afghan heroin due to its higher purity.

Of the 40 mt of heroin that were available in South Asia, 
an estimated 25 mt were trafficked from Afghanistan to 
South Asia, and a further 15 mt were manufactured 
domestically. Indian heroin supplied regional markets 
including Bangladesh,56 Nepal57 and Sri Lanka.

Africa

In 2009, an estimated 40-45 mt of Afghan heroin were 
trafficked to Africa, of which some 25 mt were likely 
trafficked from Pakistan, 5-6 mt from the United Arab 
Emirates, 5-6 mt from India and 5 mt from the Islamic 
Republic of Iran. The majority of heroin is still smug-
gled into South Africa, mainly from South-West Asia 
and, to a lesser extent, South-East Asia. Major hubs in 
Africa include Nigeria and South Africa.

The majority of heroin that reached the continent was 

56  Interviews with Bangladeshi officials, March 2009.
57  Interviews with Nepalese officials, March 2009. 

consumed there, although Africa is now emerging as a 
heroin trafficking hub. In 2009, an estimated 7 mt of 
heroin were trafficked from Africa to Europe, almost 1 
mt to China and a small amount to Australia.

Heroin flows to other destinations

Aside from the above-mentioned destination markets, 
there are other international consumption markets, 
including the Americas and Oceania.

In 2009, an estimated 40 mt of heroin were available in 
the Americas, the majority of which was grown and 
produced regionally. Only a limited amount of Afghan 
heroin was available in the market, as production in 
Mexico was higher than regional demand. However, the 
heroin market in Canada is mainly supplied by Afghan 
heroin. 

In 2009, Mexico produced 426 mt of opium, which 
may be converted into 40 mt of Mexican (black tar) 
heroin. However, such a level of heroin production in 
Mexico would be equivalent to almost double the esti-
mated consumption in its main destination market of 
North America (22 mt). In the absence of regional 
opiate stocks, either production figures are over-esti-
mated or consumption is under-estimated. 

Production in Colombia is similarly opaque. Almost 
58% of the heroin seized in the United States of Amer-
ica is reportedly of Colombian origin.58 However, 
Colombia’s total opium production was 9 mt in 2009, 
with a maximum yield of 1 mt of heroin. As Colombian 
law enforcement bodies seized 650 kg of heroin in 2009, 
350 kg of heroin were left for trafficking. This would 

58  USA Drug Enforcement Administration, Heroin Signature Program.
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Fig. 42: Heroin consignments seized in Pakistan intended for the Asia-Pacific, as a percentage  
of all seized heroin consignments with known destination (by number of cases), 2002-2009

Note: Consignments where the destination was identified as Pakistan itself are excluded from the total.

Source: UNODC IDS.
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not even satisfy heroin consumption in South America 
(2 mt), and nothing would be left for trafficking to the 
US. The currently available data is insufficient to prop-
erly understand heroin supply and demand in the  
Americas.

In 2009, almost 4 mt of heroin were trafficked to Oce-
ania, mainly to Australia. Of this, 3.2 mt were con-
sumed in Australia and 0.6 mt in New Zealand. Heroin 
use was almost negligible in other countries of the 
region. Afghan heroin dominated the markets in Aus-
tralia and New Zealand, likely trafficked via Pakistan 
and South-East Asian countries. Indeed, Australia regis-
tered a significant diversification in the countries of 
departure for heroin trafficking into the country (of 
which there were 11 in 1999-2000 and 29 in 2008-
2009),59 and identified Cambodia, Malaysia, Pakistan, 
Thailand and Viet Nam as the most common departure 
countries in 2008-2009. Although heroin trafficking 
from South and East Africa to Australia was limited in 
2009, shipments from Africa are emerging as a new 
trend, according to the Australian Government.60 

59  Both reporting periods from July 1 to June 30 of the following year.
60  UNODC ARQ.

Map 15: Heroin trafficking from South Asia, 2009
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The findings in this section were calculated by examin-
ing a range of indicators, including demand statistics, 
opiate seizure databases of the World Customs Organi-
zation and UNODC, ARQ responses and individual 
country reports. Experts from international organiza-
tions, Member States and UNODC field offices have 
been consulted. 

Heroin and opium prices depend on a number of fac-
tors, including purity, supply and demand, distance 
from the source and risk of interception. For example, 
one gram of good quality heroin costs around US$2-3 
in Afghanistan, whereas the price is between US$40 – 
US$400 at consumption markets. Although farmers in 
Afghanistan supply much of the world’s opiates, it is the 
international criminal networks along trafficking routes 
that earn billions of dollars every year. 

Heroin market values for each main consumption coun-
try or region were calculated by using the amount of 
estimated heroin consumption as well as the average 
price. Regional/country-level heroin consumption and 
average prices are detailed elsewhere in this chapter. 

Heroin consumption amounts for each country/region 
were calculated by multiplying the estimated number of 
opiate users by the average heroin consumption per 
capita per year. The average heroin consumption figures 
reported in the 2005 World Drug Report have been 
updated with the help of several Member States, 
UNODC field offices and other relevant organizations 
since 2008.61  

In order to compare the market values between regions 
and countries, all prices were adjusted for purity. This 
information was collected through ARQ responses or 
bilateral meetings with officials. However, there is lim-
ited information available about purity levels.    

To calculate the amount of opiate flows through a coun-
try or a region, analyses of both opiate use and seizure 
data from 2009 were carried out to track the patterns 
and estimate the magnitude of opiate flows. The total 
amount of heroin used was calculated for each country, 
then combined with official seizure data and balanced 
against total manufacture. Manufacture, consumption 
and seizure data were analysed together. For example, 

61 UNODC, Addiction, Crime and Insurgency: The Transnational Threat 
of Afghan Opium, 2009.

the size of estimated heroin flows from Afghanistan or 
Pakistan to country ‘X’ should be similar to the amount 
of heroin used and intercepted in country ‘X’ and the 
destination and transit countries receiving heroin via 
country ‘X’. First, heroin or opium demand in the main 
destination regions or countries was calculated. Then, by 
drawing on seizure statistics from each country, the 
amounts of heroin or opium flowing between the coun-
tries were estimated. 

Regarding the analysis on groups that benefit from the 
heroin trade, arrestee statistics provided by Member 
States were analysed, supplemented by extensive consul-
tations with various Government experts and institu-
tions. 

As this report aims to provide global insights as well as 
orders of magnitude, the flows represented on maps 
should be considered broadly indicative rather than 
definitive. Flows may deviate to other countries along 
the routes and there are numerous secondary flows that 
may not be represented. Moreover, trends respond rap-
idly to changes in law enforcement and demand. Opiate 
flow estimations would, therefore, need to be revised if 
demand statistics were to change. The estimates will be 
updated periodically as new drug use data is provided by 
Member States.

Purity and prices

Both heroin (wholesale) and opium (farm-gate) prices in 
Afghanistan have increased in the last year, despite a 
steady decline from 2006 to 2009. At the end of March 
2011, the national average price for one kilogram of dry 
opium in Afghanistan at the farm-gate level was US$274/
kg, 180% higher than the US$98/kg reported in March 
2010.62 The dry opium price at the farm-gate level has 
been increasing since July 2009. The current farm-gate 
price is the highest price reported since November 2004. 
Similarly, at the end of March 2011, heroin cost 
US$3,815/kg, compared to US$2,506/kg in March 
2010, an increase of 52%.63 Afghan heroin has, on aver-
age, a purity level of around 70%, much higher than 
that what reaches global consumption markets.

62 Ministry of Counter Narcotics Islamic Republic of Afghanistan and 
UNODC, Afghanistan Opium Price Monitoring Monthly Report, Feb-
ruary 2011.

63 Ibid.

2.5 Market analysis
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Heroin prices in western Europe do not show a clear 
response to opiate prices in Afghanistan. A long-term 
comparison of the trader price of opium in Afghanistan 
with heroin prices in Europe shows that, despite a 
marked hike in opium prices between early 2000 and 
late 2002, which coincided with a marked drop in 
opium production in 2001, the retail heroin price, 
measured in euros, did not decrease in western Europe. 
In view of the large mark-up between prices in Afghani-
stan and western Europe (the price per pure gram of 
heroin in Afghanistan is approximately 1% of the retail 

price in western Europe), one possible explanation for 
this is that the impact on the final price of price changes 
at the source is only cumulative, rather than propor-
tional, resulting in a non-discernible effect at the much 
higher order of magnitude of retail prices. For example, 
an increase in the wholesale price of heroin in Afghani-
stan from US$2 to US$3 per gram (a spike of 50%) 
would bring about, if the impact is indeed cumulative, 
an increase of US$1 per gram in the final retail price, 
e.g. from US$70 to US$71 per gram (an increase of 1.4 
%). If the impact were proportional, a 50% hike in the 
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Fig. 43: Average price of dry opium at farm-gate level, September 2004 to March 2011

Source: Afghanistan Ministry of Counter Narcotics and UNODC Country Office in Afghanistan, Afghanistan Opium Price Monitoring 
Monthly Report, March 2011. 

239

72

16.6-18.9

2.3-3.4
0.47-0.69

(0.2%)

0

50

100

150

200

Farmgate price
of required

opium,
Afghanis tan

Afghanis tan,
heroin price,
wholes ale

Turkey 2008,
wholes ale

Europe
wholes ale

Europe retail

�
��

��
��

�	
�


�

1%

7%

30%

Fig. 44: Accrual of purity-adjusted heroin prices, 2009 (or latest year available)

Sources: UNODC Country Office in Afghanistan; UNODC DELTA, UNODC Estimates.

N
ov

-0
4

F
eb

-0
5

M
ay

-
A

ug
-

N
ov

-0
5

F
eb

-0
6

M
ay

-

A
ug

-
N

ov
-0

6

F
eb

-0
7

M
ay

-

A
ug

-
N

ov
-0

7
F

eb
-0

8

M
ay

-
A

ug
-

N
ov

-0
8

F
eb

-0
9

M
ay

-
A

ug
-

N
ov

-0
9

F
eb

-1
0

M
ay

-

A
ug

-
N

ov
-1

0
F

eb
-1

1



79

The opium/heroin market

wholesale price of heroin in Afghanistan would lead to 
a similar hike in the final retail price, from US$70 to 
US$105.

Although seizures in West and Central Europe do not 
mirror the increased supply of Afghan opium or the 
increased levels of heroin seizures in the Islamic Repub-
lic of Iran and Turkey, heroin price data for western 
Europe are compatible with increased supply. UNODC 
estimates of purity-adjusted heroin retail prices based on 
12 countries in western Europe indicate a decrease of 
35% between 2003 and 2009 in the price per pure gram 
of heroin, measured in euros and unadjusted for infla-
tion.64 The decrease is less evident in bulk retail prices, 
suggesting that the increase in heroin supply may have 
translated into increased purity. The equivalent average 
purity rose from 23% in 2003 to 28% in 2009.

Heroin from Mexico and heroin from South America 
are rather distinct products in the main consumer 
market, the United States of America. Heroin from 
South America is more expensive and of higher purity. 
In 2009, the US reported typical wholesale purity of 
52% for heroin from South America, compared to 40% 
for heroin from Mexico, and a price range of 44,000-
113,333 US$/kg for heroin from South America, com-
pared to 32,880-70,000 US$/kg for heroin from Mexico. 
Based on all heroin purchases performed by law enforce-
ment in the United States, in the last quarter of 2009, 
the average price per pure gram of heroin was at the 

64 Adjusting for inflation using Eurostat’s euro area index would result 
in a further 11% decrease.

highest level over the period 2006-2009, while the aver-
age purity was the lowest over the same period. 
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Fig. 46: Heroin prices and purity in West and 
Central Europe, 2003-2009

Sources: UNODC DELTA; UNODC estimates.
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Market value and beneficiaries

The global opiate market was valued at US$68 billion 
in 2009, with heroin consumers contributing US$61 
billion. The value of the world heroin market tends to 
increase according to the number of international bor-
ders crossed by traffickers. That is, heroin is generally 
cheaper in Afghanistan, a production country, than in 
West and Central Europe, where the drugs have been 
transported by various means across long distances and 
changed hands a number of times. However, this pattern 
can be deceptive, as heroin prices and consumption 
levels vary significantly across countries and regions. 

Heroin prices fluctuate significantly across the globe, 
and Australia is the starkest example of global price 
variation. Although Australian users represent just 
0.85% of total global heroin consumption, they contrib-
ute 4% of the global market value. The street value per 
gram of heroin is between US$230–370 in Australia 
whereas one gram of heroin was worth around US$170-
200 in the USA and northern Europe, and consumers in 
West and Central Europe paid US$40-100 per gram. 
Overall, the Russian Federation and West and Central 
Europe contributed almost half of the total global 
market value, accounting for US$31 billion in 2009.

Beneficiaries

Given the geographic spread of heroin users and the fact 
that heroin prices increase roughly according to distance 
from the source, it is not surprising that criminal net-
works in Europe, the Russian Federation and South-East 
Asia pocketed most of the profits in 2009. Indeed, ben-
eficiaries in Afghanistan, for example, earned signifi-
cantly less than international criminal networks. 
Although international organized crime groups domi-
nate transnational trafficking, local sales in each country 
are conducted almost entirely by local groups, including 
domestic illegal armed groups and separatist move-
ments.

There is a strong link between insecurity and the opiate 
trade in Afghanistan, as opiates constitute the main 
income source for anti-government elements like the 
Afghan Taliban. Almost all of the opium produced in 
Afghanistan was grown in the provinces of southern 
Afghanistan where anti-government elements are active. 
Although the Afghan Taliban’s role in drug trafficking is 
not clear, opium poppy farmers, drug traffickers and 
heroin lab owners paid the group up to 10% of the value 
of their opiate shipments as ‘tax’ or protection fees. In 
2009, the Taliban’s total income from the opiate trade 
was likely around US$155 million. However, Afghan 
opium farmers likely earned US$44065 million and 
Afghan drug traffickers almost US$2.2 billion.

In total, Pakistan’s opiate market was worth US$1.2 bil-
lion in 2009 – counting both transnational trafficking 
and domestic consumption. The exact beneficiaries of 
the opiate trade through Pakistan are difficult to specify, 
although it appears that extremist groups in the Feder-
ally Administered Tribal Areas (FATA) and criminal 
groups in Balochistan are key recipients. Opiates enter 
Pakistan via these areas, which border Afghanistan.

In 2009, the opiate market in the Islamic Republic of 
Iran was estimated at around US$3 billion. The major-
ity of the profits went to Iranian criminal groups and, to 
a lesser extent, foreign drug traffickers based in the 
country.

Although each Central Asian country has domestic 
criminal groups, it is possible that Tajik and Russian 
criminal groups organize heroin trafficking all the way 
from Afghanistan to the Russian Federation. Russian is 
the common language along this route. In 2009, the 
heroin trafficking market in Central Asia was worth an 
estimated US$1.4 billion, most of which went to 
regional criminal groups. 

In 2009, the total value of the heroin trafficked via 
South-East Europe was around US$2 billion, whereas 
the domestic heroin markets in the region were worth 
US$500 million. Thus, the total value of the opiate 
trade was US$2.5 billion in South-East Europe in 2009. 
Turkish, Kurdish and Balkan-based organized crime 
groups benefited from this trade. 

West and Central Europe remains one of the most lucra-
tive drug markets, worth an estimated US$13 billion in 
2009. The heroin market in the United Kingdom was 
estimated at US$3 billion in 2009, facilitated by British, 
Dutch and Turkish organized crime groups, and, to a 
lesser extent, South Asian groups. The heroin market in 
Italy was worth US$3 billion, which mainly went to 
Italian and Albanian organized crime groups. The value 
of the French heroin market was estimated at US$2 bil-

65 UNODC and Afghanistan Ministry of Counter Narcotics, Afghani-
stan Opium Survey, 2009.
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lion, which was pocketed almost entirely by France-
based distributors. The heroin market in Germany 
yielded a profit of approximately US$1.3 billion, with 
heroin mainly trafficked by Turkish and Balkan groups.

In 2009, Russian criminal networks made an estimated 
US$18 billion from heroin. Based on drug-related 
arrests, the Russian drug market is dominated by Rus-
sian citizens, followed by Tajiks as the most active for-
eign nationals. Drug trafficking in East Europe is most 
likely conducted by local groups; however, the picture 
regarding criminal activity in this region is not very 
clear.

In 2009, China’s 2.3 million opiate users consumed 
some 55-60 mt of pure heroin and paid US$7.3 billion 
to local drug dealers. In other South-East Asian coun-
tries, the total heroin market was worth US$2.4 billion. 
Chinese and other local organized crime groups control 
the South-East Asian heroin market at both retail and 
wholesale levels. The heroin trade in Indonesia is pre-
dominantly controlled and directed by West Africans, 
particularly Nigerians.66

In 2009, the total value of the South Asian heroin 
market – estimated at US$1.9 billion – mostly went to 
Indian local criminal groups. With a value of US$1.4 
billion, the biggest market is in India.  

In 2009, Africa’s drug trafficking market was worth an 
estimated US$3.2 billion – most of which went to Nige-
rian organized crime groups. Nigerian groups likely 
dominate the African drug trade and are active in many 
countries around the world, including destination coun-
tries in Europe. However, drug trafficking in Africa 
involves both African networks, including Nigerians and 
Tanzanians, as well as foreign networks, including Chi-
nese and Pakistanis. 

The United States of America dominated regional 
demand for heroin, with a heroin market worth an esti-
mated US$8 billion in 2009. North America-based 
organized crime groups (such as Mexican drug cartels) 
are the main beneficiaries.

In 2009, Oceania’s heroin market was worth an esti-
mated US$3.5 billion as Australia and New Zealand had 
the highest heroin prices in the world. In 2009, both 
South-East Asian and African – mainly Nigerian – drug 
traffickers were involved in shipping heroin to Australia. 
Although information is limited, domestic sales were 
likely conducted by local groups.

Heroin traffickers continue to adapt their techniques 
and alter trafficking routes to exploit international paths 
of least resistance. Numerous global vulnerabilities 
remain and some new areas are emerging. 

66 US Department of State, Bureau of International Narcotics and Law 
Enforcement Affairs, International Narcotics Control Strategy Report, 
2009.

Removal of trade barriers in many parts of the globe has 
not only facilitated the movement of illicit goods, but 
also closer interaction between organized criminal 
groups from different locations and cultures. In 2009, 
many international borders became more transparent 
due to international trade agreements. Drug traffickers 
are likely to exploit this situation and make connections 
with other criminal networks to facilitate the smooth 
movement of heroin. 

Given the ongoing removal of trade barriers globally, 
traditional methods of border control may become 
increasingly unable to stem the flow of opiates into des-
tination markets. In particular, traffickers’ use of mari-
time transportation and seaports has been identified as 
a key emerging threat. Traffickers are already capitalizing 
on increased global trade along sea routes. In 2009, only 
a tiny fraction of the more than 400 million containers 
that were shipped worldwide were inspected. In 2009, 
just 6% of global heroin seizures made by customs 
departments occurred at seaports. There are indications 
that drug traffickers are utilizing maritime transporta-
tion much more intensively than currently believed. 
Drug trafficking through international seaports must be 
further studied and monitoring mechanisms enacted.

In 2009, Africa emerged as a cost-effective heroin traf-
ficking route to Europe, North America and Oceania. 
Drug seizures and the arrest of traffickers indicated that 
Africans – particularly West African networks – are 
increasingly transporting Afghan heroin from Pakistan 
into East Africa for onward shipment to Europe and 
elsewhere. The emergence of Africa as a heroin traffick-
ing hub is likely due to corruption, limited law enforce-
ment capacity and increased pressure on ‘traditional’ 
drug trafficking routes. The most fragile African states 
are particularly vulnerable. East Africa’s minimal law 
enforcement at ports of entry has encouraged drug traf-
fickers to transit heroin through that region. Increasing 
flows of heroin to Africa have also led to increases in 
drug use across the continent.  

Sporadic reports indicate a heroin shortage in Europe, 
particularly in the United Kingdom, where good-quality 
heroin was in short supply in the market. Indeed, the 
mean purity of heroin seizures made by UK police forces 
and analysed by the UK Forensic Science Service 
dropped from 46.4% in the third quarter of 2009 to 
33.7% in the third quarter of 2010, while the mean 
purity of seizures made by the UK Border Agency fell 
from 58.2% to 46.2%. Anecdotal information points to 
a shortage in some countries, but not in all, suggesting 
that increased law enforcement efforts and decreased 
opium production in Afghanistan have played a role.
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3.1 Introduction

Most indicators and research suggest that cocaine is – 
after heroin – the second most problematic drug world-
wide in terms of negative health consequences and 
probably the most problematic drug in terms of traffick-
ing-related violence. 

The overall prevalence and number of cocaine users 
globally remain at stable levels. There are regional differ-
ences in recent trends, however, with significant decreases 
reported in North America, stable trends in West and 
Central Europe and increases in Africa and Asia. The 
estimated consumption of cocaine in terms of the quan-
tities consumed appears to have declined, mainly due to 
a decrease in the United States and low levels of per 
capita use in the emerging markets. The most developed 
cocaine market outside of the Americas continues to be 
Europe, notably West and Central Europe, while cocaine 
use in East Europe is still limited. While demand in the 
United States was more than four times as high as in 
Europe in 1998, just over a decade later, the volume and 
value of the West and Central European cocaine market 
(US$33 billion) is approaching parity with that of the 
US (US$37 billion). The volume of cocaine consumed 
in Europe, however, has doubled in the last decade, even 
though data for the last few years show signs of stabiliza-
tion at the higher levels. 

Harm associated with cocaine use in terms of treatment 
demand, overdose cases and deaths, complications in 
health status due to polydrug use among cocaine users 
and from adulterants in cocaine, remain substantial in 
the major regions of consumption.

There has been a decline in the area under coca cultiva-
tion, as well as in cocaine production. Global seizures of 
cocaine have been generally stable over the period 2006-
2009. Since 2006, seizures have shifted towards the 
source areas in South America and away from the con-
sumer markets in North America and West and Central 
Europe. Some secondary distribution countries in South 
America seem to have acquired increasing importance as 
cocaine trafficking transit countries. Trafficking through 
West Africa continues to be significant, in spite of a 
reduction of seizures since 2007 (from 25% of European 
cocaine seizures that transited countries of West and 
Central Africa in 2007 to 13% in 2009). The area 
remains vulnerable to a resurgence. Some countries in 
the Asia-Pacific - with large potential consumer markets 
- have registered increasing cocaine seizures in 2008 and 
2009. 

The expansion of the cocaine market across the Atlantic 
and, more recently, in South America and beyond, high-
lights the need to treat cocaine as a global problem, and 
to develop strategies on the scale of the threat. Efforts 
must be increasingly coordinated and integrated into an 
international approach that adapts to new developments 
and trends. 

3.2 Consumption

UNODC estimates the annual prevalence of cocaine use 
in 2009 at between 0.3% and 0.5% of the world popu-
lation aged 15-64, corresponding to some 14.3 to 20.5 
million people in this age range who used cocaine at 
least once in the preceding year. The lower and upper 
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ranges of cocaine users in 20091 have widened, suggest-
ing some increase in the estimated number of users, but 
also the increasing uncertainty in these estimates. The 
main difference from previous years is the widening of 
the ranges, arising from a lack of recent or reliable infor-
mation in Africa - particularly West and Central Africa2 

1 In 2008, the estimated annual prevalence number of cocaine users 
ranged between 0.3% and 0.4% of the population aged 15-64, or 
between 15.1 and 19.4 million people.

2 This is partly due to the fact that in previous years, estimates for the 
Democratic Republic of the Congo were included in the Southern 

- and East and South-East Asia, where starting from low 
levels, the use of cocaine may have increased. There is no 
information on the extent of cocaine use in South or 
Central Asia. In 2009, a substantial decrease in the esti-
mates of cocaine users was recorded for North America, 
while cocaine use in Europe appeared to have stabilized. 

In geographical terms, however, cocaine use appears to 
have spread. In 2009, nearly half of the Member States 

Africa subregion and for consistency were moved to the West and 
Central Africa subregion

Table 15: Annual prevalence and estimated number of cocaine users, by region, subregion  
and globally, 2009

Region/subregion
Estimated 

number of users 
annually (lower)

-

Estimated 
number of 

users annually 
(upper)

Percent of 
population 
age 15-64 

(lower)

-

Percent of 
population 
age 15-64 

(upper)

Africa
East Africa
North Africa
Southern Africa
West and Central Africa

940,000
-

30,000
270,000
550,000

-
-
-
-
-

4,420,000
-

50,000
730,000

2,300,000

0.2
-

0.03
0.3
0.3

-
-
-
-
-

0.8
-

0.04
0.9
1.1

Americas
Caribbean
Central America
North America
South America

8,280,000
110,000
120,000

5,690,000
2,360,000

-
-
-
-
-

8,650,000
330,000
140,000

5,690,000
2,480,000

1.4
0.4
0.5
1.9
0.9

-
-
-
-
-

1.4
1.2
0.6
1.9
1.0

Asia
Central Asia
East/South-East Asia
Near and Middle East
South Asia

400,000
-

400,000
40,000

-

-
-
-
-
-

2,300,000
-

1,070,000
650,000

-

0.02
-

0.03
0.01

-

-
-
-
-
-

0.2
-

0.2
0.3

-
Europe

East/South-East Europe
West/Central Europe

4,300,000
310,000

3,990,000

-
-
-

4,750,000
660,000

4,090,000

0.8
0.1
1.2

-
-
-

0.9
0.3
1.3

Oceania 330,000 - 400,000 1.4 - 1.7

Global 14,250,000 - 20,520,000 0.3 - 0.5

Table 16: Expert perceptions of trends in cocaine use, by region, 2009

Source: UNODC ARQ.

Region

Member 
States  

providing 
perception 

data

Member 
States  

perception 
response 

rate

Use  
problem 

increased*

Percent 
use  

problem 
increased

Use  
problem 
stable

Percent 
use 

problem 
stable

Use  
problem 

decreased*

Percent  
use  

problem 
decreased

Africa 8 15% 4 50% 2 25% 2 25%

Americas 15 43% 5 33% 7 47% 3 20%

Asia 13 29% 7 54% 3 23% 3 23%

Europe 27 60% 14 52% 13 48% 0 0%

Oceania 1 7% 0  1  0  

Global 64 33% 30 47% 26 41% 8 13%

* Identifies increases/ decreases ranging from either some to strong, unweighted by population.



87

The coca/cocaine market

reporting expert opinion through the ARQ considered 
that cocaine use had increased in their countries. This 
was particularly noticeable in Africa and Asia, where 
increasing seizures of cocaine, though still at low levels, 
have also been reported in countries that had never 
reported any in the past. The long-term trends in expert 
perceptions officially reported to UNODC also point to 
a continuing perceived increase in the use of cocaine in 
Africa and Asia. Experts from half of the countries in 
Europe, especially West and Central Europe, considered 
cocaine use to be stable, while the other half of the coun-
tries perceived an increase. The main stabilization or 
decrease in cocaine use trends is perceived to be taking 
place in the Americas. 

Cocaine use is decreasing in North America –  
one of the major regions of cocaine consumption

North America is still the subregion with the largest 
number of cocaine users worldwide (5.7 million in 
2009), accounting for more than a third of all cocaine 

users worldwide. Household surveys in the countries of 
North America reveal a prevalence rate of annual cocaine 
use affecting 1.9% of the population aged 15-64 in 
2009, down from 2.4% in 2006. 

The United States of America has the highest prevalence 
of cocaine use in the region (2.4% of the population, or 
5 million people aged 15-64), but there are indications 
of cocaine use declining over the past few years. 

Since 2006, among the population aged 12 years and 
older, there has been a continuing decline in the annual 
prevalence of cocaine use (from 2.5% in 2006 to 1.9% 
in 2009), though crack use shows a less rapidly declining 
trend. The reduction coincided with a supply squeeze in 
the US cocaine market as less cocaine arrived via Mexico. 
Purity-adjusted cocaine prices rose by more than 80% 
between 2006 and 2009. 

Fig. 49: Expert perception of trends in cocaine use, 2000-2009

Source: UNODC ARQ.
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in North America, 2006-2009

Sources: UNODC World Drug Report 2010 and previous years; 
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Source: Substance Abuse and Mental Health Services Adminis-
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and Health: Volume I, Summary of National Findings.
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at least once in the past year. As in the United States, 
cocaine use has also been decreasing considerably in 
Canada since 2004, when it was reported as 2.3%. In 
2008, it was 1.9% among the 15-64 age group. The 
past-year prevalence of cocaine use in 2009 was nearly 
the double (3.0%) among young people (15-24 years 
old); a rate that has also declined since 2008, when it 
was reported at 5.9%.7 

In Mexico, compared to Canada and the United States, 
the annual prevalence of cocaine use is much lower, at 
0.4%. Experts in Mexico perceived an increase in cocaine 

7 Health Canada, Canadian Alcohol and Drug Use Monitoring Survey, 
2009.

use from the previous year, whereas the treatment 
demand for cocaine as the primary substance of concern 
has declined to 7.9% of the total demand in 2009 from 
20.6% in 2008.8 

Cocaine use is now generally perceived to be stable 
in South and Central America

The estimated number of annual cocaine users in South 
and Central America and the Caribbean ranges between 
2.6 and 2.9 million people aged 15-64. Cocaine use in 
South and Central America remains at levels higher than 

8 This decline in treatment demand may stem from a change in treat-
ment reporting. 

Fig. 52: Annual prevalence of cocaine use among secondary school students in the United States,  
2000-2010

Source: United States Monitoring the Future: national results on adolescent drug use.
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the global average. The estimated annual prevalence 
among the adult population ranges between 0.9% and 
1% in South America and 0.5% to 0.6% in Central 
America. The prevalence of cocaine use in South Amer-
ica, though much lower than North America, is compa-
rable to that in Europe. The upward trend of cocaine use 
reported in previous years did not continue in 2009. 
Except for Ecuador and Guatemala, which reported 

increases, experts from most of the other South and 
Central American countries perceived stable trends. 
Nearly 50% of all treatment demand reported from 
South and Central America (including the Caribbean) is 
reportedly for cocaine use, while cocaine is also ranked 
as the number one substance causing drug-induced or 
related deaths in the subregion.

There is no update on the extent of cocaine use in South 
and Central America. Argentina (2.6%), Chile (2.4%) 
and Uruguay (1.4%) remain countries with high preva-
lence of cocaine use among the general population in 
these subregions. The three Southern Cone countries, 
Brazil, Argentina and Chile, together account for more 
than two thirds of all cocaine users of South America, 
Central America and the Caribbean. The Caribbean 
countries account for 7% of the total and Central Amer-
ica for 5%. 

Although Brazil has a lower prevalence rate of 0.7% of 
the population aged 15-64, because of its large popula-
tion, the country has the highest number of cocaine 
users (900,000) in South America. According to a 
national survey conducted in 2009 among university 
students in Brazil, the annual prevalence of cocaine use 
was 3% of students aged 18 to 35. Cocaine use was 
much lower among female students than male. Among 
the students aged 18-24 and 25-34, comparable levels of 
recent and current cocaine use were reported, which was 
much higher than compared to cocaine use reported 
among the students 18 or 35 years old.9 

9 Andrade, A.G., Duarte, P. and Oliveira, L.G., I Levantamento Nacio-
nal Sobre O Uso De Álcool, Tabaco E Outras Drogas Entre Os Univer-
sitarios Das 27 Capitais Brasileiras, Secretaria Nacional Politicas sobre 
Drogas, Brasilia, 2010.

Fig. 55: Cocaine use in South and Central 
American and Caribbean countries, in 
million persons and % of total (N = 2.7 
million in 2009)

Source: UNODC ARQ.
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Fig. 56: Brazil: Cocaine use among university students, 2009

Source: Nacional Sobre O Uso De Álcool, Tabaco E Outras Drogas Entre Universitarios Das 27 Capitais Brasileiras, Secretaria Nacional 
Politicas sobre Drogas.

0.
7

5.
3

10
.5

13
.9

11
.3

5

7.
7

0.
8

3.
5

3.
5

0.
3

4.
8

1.
6

3

0.
8

2 2.
4

0.
3

2.
4

1.
4 1.
8

0

2

4

6

8

10

12

14

16

18 18-24 25-34 35 Male Female Total

Pr
ev

al
en

ce
 (

%
)

Lifetime Annual 30 days



92

World Drug Report 2011

Polydrug use among cocaine users
Polydrug use – the use of multiple drugs at the same 
time, in combination or consecutively – is commonly 
observed among drug-using populations. In Europe and 
the United States of America, cocaine use is commonly 
reported among polydrug users. 

In Europe, the prevalence of polydrug use has been 
reported as being higher among cocaine users than can-
nabis users, while cocaine users also reported higher rates 
of concurrent stimulant use. A study conducted in 14 
European countries in 2006 revealed that around 62% of 
cocaine users were polydrug users. Alcohol, cannabis and 
heroin were the three main substances reportedly used by 
cocaine users.

Among the clients entering treatment in Europe, the 
most frequently reported secondary drug - by nearly one 
third - was cocaine (including crack). Among cocaine 
users in treatment, two main groups were identified: the 
socially integrated individuals using powder cocaine, 
often during the weekend, at parties or other social occa-
sions. These users typically snort cocaine, sometimes in 
conjunction with alcohol or cannabis. The second group 
is a more marginalized group of clients, often injecting 
and using cocaine or crack-cocaine in combination with 
opioids. The marginalized group of cocaine users also 
presented precarious health and social conditions and 
included former opioid users re-entering treatment for 
cocaine use. 
In a study conducted in the United States, after alcohol, 
cocaine was the second most used substance in combina-
tions. It was included in combinations with alcohol, 
cannabis, alcohol and cannabis, and alcohol and opioids.

Speedballing – the concurrent or simultaneous use of 
cocaine and heroin – has also been commonly reported 

in countries with high prevalence of cocaine use includ-
ing the United States, Canada, the United Kingdom, 
Italy and Spain. In 14 European countries, more than a 
quarter of clients seeking treatment in 2006 reported 
concurrent use of cocaine and heroin. In a Canadian 
study, equal proportions of drug users were using cocaine 
and heroin sequentially, within the same hour or simul-
taneously – as in combination. A Mexican study among 
drug users in prison settings reported that nearly all of 
them (92%) were injecting drugs and less than half were 
speedballing.

Some reasons for speedballing suggested in the literature 
are: 1) when cocaine and heroin are used together, no 
new or novel subjective effect is experienced. Instead it 
simultaneously induces effects that are typical to both 
drugs; 2) using cocaine and heroin in low doses simulta-
neously could mutually reinforce their effects; 3) cocaine 
enhances some effects of opioids (as a group) and reduces 
some adverse effects of heroin or other opioids while 
maintaining the ‘rush’ induced by heroin use; 4) for 
some opioid users, including those on substitution or 
maintenance therapy, the use of opioids would be con-
sidered normal or ‘medicinal’ to prevent withdrawals and 
maintain normalcy while crack would be used to get a 
high. 

As for subsequent use of heroin or cocaine, it is suggested 
that heroin use could occur after cocaine to induce a 
depressant effect to deal with the over-excitement caused 
by cocaine, while cocaine could be used to reduce 
unpleasant side-effects of heroin, such as adverse symp-
toms of withdrawal. 

Risks and consequences
The main consequences of polydrug use, as in the case of 
cocaine use, are higher risks of overdose and chronic 
health damage. Using alcohol with cocaine can increase 
the levels of cocaine in the blood, enabling a longer psy-
choactive effect, but also increasing the risk of cardiovas-
cular problems caused by increased heart rate and blood 
pressure. Cocaine can also decrease the perception of 
alcohol intoxication effects. Suicidal ideation and violent 
behaviour have been linked with the concurrent use of 
alcohol and cocaine. When alcohol and cocaine are com-
bined, the liver produces a third substance called cocae-
thylene which intensifies the euphoric effects of cocaine. 
It has been associated with higher risk of heart attacks in 
users under 40 or even sudden death. 

Similarly, when cocaine is mixed with opioids, the nega-
tive cardiovascular effects of cocaine are expanded, which 
can induce respiratory depression and hide the sedative 
effects related to opioids, thus leading to higher overdose 
risks. In Europe, deaths caused by the use of cocaine with 
other drugs represented 21% of drug-induced deaths, 
with opioids involved in 8% of these cases (2009).

The concurrent use of cocaine and heroin has also been 
related with a higher probability of dropping out from 
treatment, relapse and co-morbidity with psychopathol-

Cocaine users % of total

Alcohol 42

Cannabis 28

Heroin 16

Overall polydrug use among cocaine 
users

62

Cannabis users % of total

Alcohol 65

Cocaine 13

Heroin 12

Overall polydrug use among cannabis 
users

85

Polydrug use among cocaine and  
cannabis users*

* The table compares polydrug use among long-term cocaine 
users and cannabis users entering treatment. 

Source: EMCDDA, Annual report 2009: the state of the 
drugs problem in Europe.
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Most countries in Europe now report a stable  
trend in cocaine use

The annual prevalence of cocaine use in Europe is esti-
mated at between 0.8% and 0.9% of the population 
aged 15-64, corresponding to some 4.3 to 4.8 million 
people who used cocaine at least once in the past year. 
These estimates are slightly lower than those for the 
previous year. Cocaine use is reportedly much higher in 
West and Central Europe (1.2%-1.3%) than in East and 
South-East-Europe (0.1%-0.3%). In 2009, many coun-
tries in Europe - mainly West and Central Europe - that 
provided expert opinion on trends reported a perceived 
stabilization in cocaine use for the year 2009. 

Estimates of the prevalence rate for the 27 EU10 and 4 
EFTA11 countries suggest that the number of cocaine 
users doubled over the 1998-2006 period. Between 
2006 and 2009 consumption appears to have stabilized. 
Despite the increase over the last decade in Europe and 
the decline in North America, overall cocaine use levels 
in the EU/EFTA region (annual prevalence of 1.2%) are 
still only half as high as in the USA (2.4% of the popu-
lation aged 15-64 in 2009).

High prevalence rates of cocaine use limited to a 
number of countries in western Europe

Two thirds of European cocaine users live in just three 
countries: the United Kingdom, Spain and Italy. With 
Germany and France, these countries represent 80% of 
European cocaine consumption. In terms of annual 

10 EU countries: Austria, Belgium, Bulgaria, Cyprus, Czech Republic, 
Denmark, Estonia, Finland, France, Germany, Greece, Hungary, 
Ireland, Italy, Latvia, Lithuania, Luxembourg, Malta, Netherlands, 
Poland, Portugal, Romania, Slovakia, Slovenia, Spain, Sweden and 
United Kingdom.

11 EFTA countries: Iceland, Liechtenstein, Norway and Switzerland.

ogy than only opioid use. Users of opioids and cocaine 
experience more depression, anxiety and related symp-
toms than users of cocaine only. There is also a higher 
frequency of injecting among heroin and cocaine users 
that may result in more sharing of contaminated inject-
ing equipment. Additionally, the reported use of citric 
acid to prepare the injection, and flushing,*1 increase the 
risk of HIV and other blood-borne infections such as 
hepatitis B and C as well as more soft tissue and vein 
damage at the injecting site.

Polydrug use – particularly with cocaine - and its associ-
ated risks therefore has important public health and 
policy implications in terms of prevention, treatment 
and care for heroin and cocaine users.
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prevalence rates, Denmark, Ireland, Italy, Spain and the 
United Kingdom remain countries with rates higher 
than the West and Central European average. Cocaine 
use is considered to be particularly high among young 
people, especially males aged between 15 and 34. In the 
five high prevalence countries, annual prevalence among 
those aged 15-34 ranged from 4% to 8.4%. In these 
countries, cocaine is also reportedly used by opioid users 
who are undergoing substitution treatment.12

In 2009, Belgium, Cyprus, Germany, Spain and the 
United Kingdom (England and Wales) reported new 
prevalence data on cocaine use. Among these countries, 

12 EMCDDA, Annual Report 2010: The state of the drugs problem in 
Europe, Lisbon, 2010

Cyprus and Spain reported a substantial decrease in 
cocaine use. The overall trend in England and Wales 
over the last few years has been fluctuating, following 
major increases since the late 1990s.

Among the other countries with high cocaine prevalence 
rates, Italy showed a stabilizing trend, but preliminary 
data from a survey undertaken in 2009 may indicate a 
decline. In contrast, older data for Denmark (2008) and 
Ireland (2007) showed rising trends in cocaine use over 
the previous survey period.

The situation in Central Europe is mixed, where coun-
tries such as the Czech Republic, Estonia, Latvia and 
Slovakia showed increases in cocaine use while others, 
such as Hungary and Lithuania, reported decreases in 
the latest surveys.

In West and Central Europe, cocaine was reported as the 

Fig. 58: Europe: Trends in cocaine use in  
countries that reported new data

Source: UNODC ARQ; EMCDDA.

Fig. 59: England and Wales (UK): Trends in  
annual prevalence of cocaine use, 
1996-2009/10

Source: UNODC ARQ; EMCDDA.

Fig. 60: Europe: Trends in cocaine use in  
some high prevalence countries 

Source: UNODC ARQ; EMCDDA.
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Central European countries

Source: UNODC ARQ and EMCDDA.
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primary drug of abuse in 11% of treatment cases, on 
average, compared to just 1% of treatment demand in 
East and South-East Europe. Within West and Central 
Europe, treatment demand for cocaine use also varied 
considerably. The highest treatment demand for cocaine-
related problems was in Spain (46% as a proportion of 
all drug-related treatment) and the Netherlands (30%). 
In Germany, Italy, Switzerland and the United King-
dom, treatment demand for cocaine as a proportion of 
all treatment was around 15%. 

Limited information on the extent of cocaine use is 
reported from Africa, however, experts from the 
countries that have reported information perceive 
increases

Information on the extent of cocaine use is only availa-
ble from a limited number of countries in Africa. The 
annual prevalence of cocaine use is estimated between 
0.2% and 0.8% of the population aged 15-64, corre-
sponding to between 940,000 and 4.4 million people 
estimated to have used cocaine in the past year. The 
actual number of cocaine users in Africa is probably 

close to the lower end of the estimates. The wide range 
in the estimates points to an increase in the uncertainty 
of the data available from Africa. 

Among the eight countries that provided expert opinion 
on trends of cocaine use in Africa, four reported 
increases. In North Africa, where cocaine use is consid-
ered to be low (0.03% - 0.04%), Algeria and Morocco 
reported perceived increases. The other two countries 
that reported an increase in cocaine use in 2009 were 
Côte d’Ivoire and Mozambique. Nigeria and South 
Africa reported decreases in cocaine use as perceived by 
the experts. 

In Kenya, a household survey conducted in the coastal 
provinces of the country in 2009 showed a lifetime 
prevalence of cocaine use of 1.6% and current13 preva-
lence of 1.2% among the population aged 12-51. The 
small difference between current and lifetime use indi-
cates that cocaine use in these coastal provinces might be 

13 Current use of drugs was defined as use in the four weeks prior to the 
interview.

Cocaine adulterants
A general phenomenon in recent years has been the 
decline of cocaine purity in the main consumer markets 
of North America and Europe. This went in parallel 
with an increasing role played by adulterants, which are 
changing the pharmacological properties of the white 
powder that is being sold as ‘cocaine.’

While diluents or cutting agents (such as lactose) are 
simply used to increase the weight of the drugs, adulter-
ants are typically psychoactive substances used to com-
pensate for some of the pharmacological effects of the 
drug lost by lower levels of purity. The mixing of the 
drug with adulterants can lead to additional health 
problems for the users. 

In the case of cocaine, different substances have been 
used as adulterants, including the following: 

One of the adulterants that has been increasingly 
reported in cocaine samples in the United States and 
Europe since 2004 is levamisole. This is an anti-parasitic 
agent used in veterinary medicine in South America. In 
the United States, this was also used for the treatment 
of colon cancer and rheumatoid arthritis, but due to its 
adverse side effects, was removed from the market. 

When levamisole is used for longer period and in high 
doses, it may cause serious adverse effects, one of which 
is agranulocytosis. This is a condition that results in a 
lowering of the white blood cell count, thereby imped-
ing the body’s mechanism to fight infection.

In Europe and the United States, up to 70% of the 
analysed cocaine samples were reported to contain 
levamisole. This led the European Early Warning 
System to issue a warning and initiate additional data 
collection. In 2009, SAMHSA also issued a public 
health warning on the risks of cocaine adulterated with 
levamisole.

References 
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Common cocaine adulterants

Levamisole Likely stimulatory synergy between 
cocaine and levamisole

Lidocaine Local anaesthetics, similar  
anaesthetic effects to cocaine

Procaine Local anaesthetic

Benzocaine Local anaesthetic

Caffeine Stimulant

Boric acid Looks like cocaine and acts as an 
anaesthetic

Hydroxyzine Antihistamine

Phenacetin Painkiller related to paracetamol
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a new phenomenon. The extent of current cocaine use 
was comparable among all age groups in the 12-50 years 
age range, but, as in other countries, much higher 
among male (2.7%) than female (0.4%) survey respond-
ents.14

Treatment demand for cocaine-related problems in 
Africa, from the countries that have provided data, is 
reported at around 5% of all treatment admissions. The 
highest treatment demand for cocaine-related problems, 
as a proportion of all treatment, was reported from 
Namibia and Burkina Faso. In South Africa, as reported 
by the South African Community Epidemiology Net-

14 National Campaign Against Drug Abuse Authority (NACADA), 
Report of Survey on Drug and Substance Abuse in Coast Province Kenya 
– Main Report, March 2010.

work on Drug Use, treatment demand for cocaine use 
appears to have declined over the past few years, follow-
ing increases in the previous years. Cocaine was reported 
by 5%-15% of clients in treatment as either a primary 
or secondary drug of abuse in the different reporting 
regions in the first half of 2010.15 

Several countries in Asia - especially in East  
and South-East Asia - perceive cocaine use to be 
increasing

Information on the extent of cocaine use in Asia is scant 
and limited mainly to some countries in East and South-

15 Plüddemann A. et al, Monitoring Alcohol & Drug Abuse Trends in 
South Africa (July 1996 – June 2010), Phase 28, SACENDU research 
brief, Vol. 13 (2), 2010, South African Community Epidemiology 
Network on Drug Use.

Fig. 62: Range of the estimated number of  
cocaine users in Africa, 2009

Source: UNODC.

Fig. 63: Range of the annual prevalence of  
cocaine use in Africa, 2009

Source: UNODC.
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Fig. 64: Kenya (coastal provinces): Lifetime 
and current use of cocaine, by age, 
2009

Source: NACADA, Report of Survey on Drug and Substance 
Abuse in Coast Province Kenya.
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 Year Cocaine

Namibia 2006 24%

Burkina Faso 2008 21%

Mozambique 2004 11%

Kenya 2005 10%

Eritrea 2006 8%

South Africa 2009 8%

Togo 2009 8%

Senegal 2005 2%

Ghana 2008 1%

Swaziland 2004 1%

Nigeria 2004  1%

Table 17: Africa: Cocaine as primary drug of 
abuse as a proportion of all treatment 
admissions, recent years
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East Asia. Nevertheless, with this information gap, the 
annual prevalence of cocaine use in Asia is estimated 
between 0.02% and 0.2% of the population aged 15-64, 
or between 400,000 and 2.3 million people who may 
have used cocaine in the past year. The actual number of 
cocaine users in Asia is probably closer to the lower end 
of the range. 

In Asia, most of the countries that provided expert per-
ception on cocaine use, perceived that use had been 
increasing over the past year. In 2009, 7 out of 13 coun-
tries or territories reported a perceived increase in 
cocaine use. Many of the countries that had previously 
not identified any cocaine use now perceive an increase. 
Most of the countries that have perceived an increasing 
trend (starting from low levels of use) are located in East 
and South-East Asia; notably, China is among them. 
Some countries in other subregions have also perceived 
an increase. 

Hong Kong, China, is one territory - although with a 
very small number of cocaine users - that has been 
reporting continuous decreases in cocaine use over the 
past years. This is also reflected in the decreasing number 
of cocaine users registered by the authorities between 
2007 and 2009, reversing the upward trend noted 
between 2004 and 2007. In a limited study among 
cocaine users and key informants conducted in 2008, 
the pattern of cocaine use in Hong Kong, China, showed 
that nearly two thirds of respondents were using crack-

cocaine. Respondents strongly associated their cocaine 
use with night life and entertainment – clubs, discos and 
karaoke.16

Cocaine use in New Zealand and Australia appears 
to be stable following a period of strong increases

Cocaine use in the Oceania region appears generally  
stable following strong increases over the 2004-2007 
period in Australia and over the 2003-2006 period in 
New Zealand. Information on cocaine use from Oceania 
essentially comprise survey data from Australia and New 
Zealand. The annual prevalence in Oceania is estimated 
to range between 1.4% and 1.7% of the population aged 
15–64. The estimates are still lower than the levels 
reported from North America, but higher than those 
found for West and Central Europe.

In Australia, the annual prevalence of cocaine use in 
2007 was estimated at 1.9% of the population aged 
15-64, which is comparable to the level reported from 
North America. As reported in the Australian Illicit 
Drug Data Report (2008-2009), “recent increases in 
cocaine arrests and reported use, as well as considerable 
seizures of the drug in recent years, indicate a potential 
expansion of the Australian cocaine market.”17 

There are indications that this rise did not continue, 
however. Cocaine use among students has shown a 
decline in recent years. In 2008, among the 12-17 year 
old students, the lifetime prevalence of cocaine use was 
reported at 2.4%, while the past month prevalence was 
1.1%. Among the students who participated in the 

16 Yueying, L., Wing, D. and Fai, J., Study of Cocaine Abuse in Hong 
Kong, Report to the Narcotics Division, Department of Applied 
Social Studies, City University of Hong Kong, November 2008.

17 Australian Crime Commission, Illicit Drug Data Report 2008-2009 
June 2010.

Table 18: Expert perception of trends in  
cocaine use in Asia, 2008 and 2009

Source: UNODC ARQ.

 2008 2009
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Macao, China �
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Kuwait � �
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Syrian Arab Republic �� �

United Arab Emirates �

Legend: ��Increase; ��Decrease; ��Stable

Fig. 65: Hong Kong, China: Trends for cocaine 
and other registered drug users,  
2000-2009 

Source: Central Registry Drug Abuse, Narcotics Division,  
Security Bureau, Hong Kong, China.
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survey, cocaine use across all time periods, that is, life-
time, last year and past month use, increased by age and 
was highest among the 17-year-old students.18 

Lifetime prevalence of cocaine use among 12-15-year 
-old students in Australia decreased significantly between 
2002 and 2008 as well as between 2002 and 2005. The 
past month prevalence among this group was lower in 
2008, but this was not statistically significant. The life-
time and past month prevalence among 16-17-year-old 
students has been at similar levels and has not signifi-
cantly decreased over the three survey periods.19

In 2008, among the detainees tested for drug use in 
Australia, cocaine was found in 1% of urinalysis results. 
Male detainees were more likely to test positive, while 
the highest rates of positive urinalysis was among detain-
ees aged 21 and 35 years. The prevalence of cocaine use 
among the detainees tested for drug use has remained 
consistently low over the previous years20 which is in 
contrast to the high prevalence of cocaine use among the 
general population. Similarly, among the injecting drug 
users, relatively small proportions (2%-3%) have 
reported cocaine as the last drug injected,21 while 
cocaine accounted for less than 1% of the total treat-

18 White V. and Smith G., Australian secondary school students’ use of 
tobacco, alcohol, and over the counter and illicit substances in 2008, 
Drugs Strategy Branch, Australian Department of Health and 
Ageing.

19 Ibid.
20 Gaffney A., Jones W., Seeney J. amd Payne J., Drug Use monitoring 

in Australia:2008 annual report on drug use among police detainees, 
Monitoring Reports 09, Australian Institute of Criminology.

21 National Centre in HIV Epidemiology and Clinical Research, 
Australian NSP Survey National Data Report 2005-2009, National 
Centre in HIV Epidemiology and Clinical Research, The University 
of New South Wales, Sydney, 2010.

ment demand in 2007-2008.22 This also indicates that 
cocaine use in Australia remains more common among 
the socially integrated groups of mostly recreational 
users. 

The latest information on cocaine use from New Zea-
land dates back to 2008, when it was estimated that 
0.6% (range 0.3% - 0.8%) of the population aged 16-64 
had used cocaine in the year prior to the survey. The 
highest annual prevalence of cocaine use (1.8%) was 
found among youth aged 25-34.23 As reported by New 
Zealand, experts perceive cocaine use to have been stable 
over the past couple of years. 

For the remaining parts of Oceania, there is no recent or 
reliable information on the extent or pattern of cocaine 
use.

22 UNODC ARQ.
23 Drug use in New Zealand, Key Results 2007/08 New Zealand Alcohol 

and Drug Use Survey, Ministry of Health, 2010.

Fig. 66: Australia: Cocaine use among  
secondary school students, 2008

Source: Australian secondary school students’ use of tobacco, 
alcohol, and over the counter and illicit substances in 2008.

Table 19: Trends in cocaine use among  
secondary school students in  
Australia, 2002, 2005 and 2008

* Significantly different from 2008 at p <.01.

Source: Australian secondary school students’ use of tobacco, 
alcohol, and over the counter and illicit substances in 2008.
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Cultivation

The global coca cultivation estimate for 2010 is based 
on the 2009 figures for the Plurinational State of Bolivia 
and the 2010 figures for Colombia and Peru. The 2010 
coca cultivation figure for Bolivia was not yet available 
at the time of printing of this report. 

In 2010, the global area under coca cultivation decreased 
by 6%, mainly due to a significant reduction in Colom-
bia which was not entirely offset by a small increase in 
Peru. The reduction of the global area under coca culti-
vation since 2007 has been driven by significant decreases 
in Colombia, which have been only partially offset by 
increases in the Plurinational State of Bolivia and Peru 
over the same period. 

A major difference between coca and other narcotic 
plants such as opium poppy and cannabis is that the 
coca bush is a perennial plant which can be harvested 
several times per year. This longevity of the coca plant 
should, in principle, make it easier to measure the area 
under coca cultivation. In reality, the area under coca 
cultivation is dynamic, changes all the time and it is dif-
ficult to determine the exact amount of land under coca 
cultivation at any specific point in time or within a given 
year. There are several reasons why coca cultivation is 
dynamic: new plantation, abandonment of fields, reac-
tivation of previously abandoned fields, manual eradica-

tion and aerial spraying. There are different methods to 
measure the area under coca cultivation which can be 
affected by some or all of these factors. From a govern-
ment’s perspective, it may be desirable to monitor illicit 
cultivation in a given year by measuring all coca fields, 
irrespective of whether they were being used for the 
whole year or only part of it (gross cultivation area). For 
estimating potential coca leaf and cocaine production, 
however, it is necessary to measure the productive area. 
This can only be done by determining the period in the 
year that the coca fields were productive before being, 
for example, eradicated or abandoned (net productive 
area). The area under cultivation at a specific cut-off 
date may be chosen for other reasons, for example, to 
monitor the effect of law enforcement activities imple-
mented in a specific period (net area under cultivation 
at date x). 

The national monitoring systems supported by UNODC 
currently in place in the Plurinational State of Bolivia, 
Colombia and Peru have developed different ways of 
tackling the challenge of measuring the dynamics of 
coca cultivation, depending on specific country factors, 
the availability of auxiliary information on eradication, 
as well as practical and financial considerations. While 
this approach helps to adjust the monitoring systems to 
the specificities of each country, it also limits the com-
parability of the area under cultivation across countries. 

3.3 Production

Table 20: Global illicit cultivation of coca bush, 1999-2010

Source: Bolivia: 2002 and before: CICAD and US Department of State, INCSR. Since 2003: National monitoring system supported by 
UNODC. Colombia: National Illicit Crop Monitoring System supported by UNODC. Peru: 1999: CICAD and US Department of State, 
INCSR; since 2000: National Illicit Crop Monitoring System supported by UNODC.

1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010

Bolivia 21,800 14,600 19,900 21,600 23,600 27,700 25,400 27,500 28,900 30,500 30,900 (30,900)*

Colombia(a) 160,100 163,300 144,800 102,000 86,000 80,000 86,000 78,000 99,000 81,000 68,000 57,000

Colombia(b) 73,000 62,000

Peru 38,700 43,400 46,200 46,700 44,200 50,300 48,200 51,400 53,700 56,100 59,900 61,200

Total 220,600 221,300 210,900 170,300 153,800 158,000 159,600 156,900 181,600 167,600 158,800* 149,100*

* The figure for Bolivia was not available at the time of printing of this report. Total area under coca cultivation in 2010 is based on the 2009 figure 
for Bolivia and will be revised once the 2010 figure becomes available. For Colombia, the series without adjustment for small fields was used to keep 
comparability.
(a) Area without adjustment for small fields.
(b) Area with adjustment for small fields.



100

World Drug Report 2011 

Since 1999, when the first coca cultivation survey started 
as a joint activity between UNODC and the Govern-
ment of Colombia, the attention of experts has shifted 
from being primarily concerned with the area under 
coca cultivation to getting a better understanding of 
how much cocaine is being produced. This is partly due 
to more appreciation of the fact that eradication, whether 
carried out manually or by aerial spraying, does not 
necessarily translate into a corresponding reduction of 
the coca area. The impact of eradication carried out 
between date A and date B may or may not be seen by 
comparing the area under coca at these two points in 
time but it will certainly be noticeable in the coca yield 
as farmers lose harvests or have to replant their fields. 
Eradication has evolved from a tool to reduce the area 
under coca to one component of a complex counter-
narcotics intervention system, geared towards reducing 
the productivity of the cocaine production chain from 
coca leaf to cocaine HCl at different levels. 

Such a reduction in yield and production is captured by 
the productive area approach, where each hectare under 
coca cultivation is considered for the number of months 
the field is actually productive. For estimating cocaine 
production, the productive area approach seems to be 
the most appropriate but it is also the most demanding 
in terms of data requirements. Currently, the monitor-
ing systems used in the three coca cultivating countries 
contain elements of both approaches, net area and pro-
ductive area. In the Plurinational State of Bolivia and 
Peru, the area estimated from satellite imagery represents 
the average coca cultivation situation in the second half 
of the year, and it is used directly to estimate produc-
tion. In Colombia, where a cut-off date at the end of the 
year is used for the area estimation, additional informa-
tion is used to model the total productive area that 
contributes to the production of coca leaf and cocaine. 

Efforts are being made in all three countries to improve 
the cocaine production estimates and the concepts of 
the net area and the productive area - detailed below - 
are an important part of that process. 

Colombia

In 2010, the area under coca cultivation in Colombia 
decreased significantly, by 15%. Cultivation of coca 
bush decreased in all major growing regions of the coun-
try. The Pacific region remained the region with the 
largest coca cultivation, representing 42% (25,680 ha) 
of the national total, followed by the Central (25% or 
15,310 ha) and Meta-Guaviare regions (14% or 8,710 
ha).1 

Since the first coca cultivation survey implemented by 
the national monitoring system supported by UNODC, 
the average size of coca fields has decreased from around 
2 ha in 1999 to about 0.7 ha - 0.9 ha since 2006. An 
increasing proportion of coca was cultivated on small 
fields. This raised concerns because the type of satellite 
imagery used to detect coca fields in Colombia works 
best for field sizes over 0.25 ha and is not suitable for 
identifying very small fields. 

Thus, a study using very high resolution imagery was 
conducted to determine the proportion of coca grown 
on fields below the 0.25 ha threshold. Based on this 

1 All figures in this paragraph refer to the area adjusted for small fields. 

Table 21: Reported cumulative eradication of coca bush (ha), 1996-2010

Sources: Governments of Colombia, Peru, the Plurinational State of Bolivia, Ecuador and the Bolivarian Republic of Venezuela. 

1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010

Bolivia* manual 7,512 7,000 11,620 15,353 7,653 9,395 11,839  10,089 8,437 6,073 5,070 6,269 5,484 6,341 8,200 

Colombia manual  4,057  2,262  3,126  1,046  3,495  1,745  2,762  4,219  6,234 31,980 43,051 66,805 95,634 60,544 43,792 

spraying 18,519 41,861 66,029 43,112 58,073 94,153 130,364 132,817 136,552 138,775 172,026 153,134 133,496 104,771 101,939 

Peru** manual 1,259 3,462 7,834 14,733 6,208 6,436 7,134 11,312 10,399 12,237 12,688 12,072 10,143 10,025 12,253 

Ecuador manual  4  18  9  12  12  6 

Venezuela manual  18 0 0 0  38  47 0 0  118  40  0 0 0 0

* Bolivia: Since 2006, voluntary and forced eradication. 
** Peru: includes voluntary and forced eradication. 

 Net cultivation 
on 31 Dec 2010

Productive coca 
area 2010

Bolivia n.a. 30,900*

Colombia(a) 57,000 (a) / 62,000 (b) 62,000-77,000 (b)

Peru n.a. 61,200

Total n.a. 154,100-169,100

Table 22: Approaches to measure coca 
cultivation (ha), 2010

* The 2010 figure for Bolivia was not available at the time of printing 
of this report. Total area under coca cultivation in 2010 is based on the 
2009 figure for Bolivia and will be revised once the 2010 figure becomes 
available. 

(a) Area without adjustment for small fields.

(b) Area with adjustment for small fields.
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study, an adjustment factor for small fields was intro-
duced. This adjustment allows for the inclusion of coca 
cultivated fields that are smaller than the detectable 
threshold, and thereby improves the accuracy of the coca 
area estimate in Colombia. 

In 2010, the area under coca cultivation was estimated 
at 57,000 ha without the adjustment for small fields. 
This was corrected to 62,000 ha after including the small 
field factor. To facilitate a comparison with 2009, the 
2009 figure was also corrected, from 68,000 ha without 
to 73,000 ha with the adjustment for small fields. 

Peru

In Peru, in 2010, the area under coca cultivation 
amounted to 61,200 ha, a 2% increase (+1,300 ha) on 
2009, indicating an overall stable situation. However, 
the coca-growing regions showed diverging cultivation 
trends. Upper Huallaga, the largest growing region in 
recent years, experienced a strong decline of almost 
4,500 ha due to intense eradication. In Apurímac-Ene, 
the second largest growing region until 2009, a signifi-
cant increase in the area under coca of more than 2,200 
ha was registered, and with 19,700 ha, it became the 
largest growing region in 2010. 

Other growing regions such as Palcazú-Pichis-Pachitea 
(+59%) as well as Marañon, Putumayo and some smaller 
growing areas in the Amazon basin grew dramatically 
(+90%) and contributed to the overall increase. 

Some smaller growing regions such as Aguatiya and 
Inambari-Tambopata, which have experienced a signifi-
cant increase in the area under coca in recent years, 
remained relatively stable in 2010. 

Production

Due to the ongoing review of conversion factors, no 
point estimate of the level of cocaine production can be 
provided for 2009 and 2010. Because of uncertainties 
about the level of total potential cocaine production and 
about the comparability of the estimates between coun-
tries, the 2009 and 2010 figures were estimated as ranges 

(842-1,111 mt and 786-1,054 mt, respectively).2

High levels of cocaine seizures worldwide support the 
hypothesis that global cocaine production could be at a 
much higher level than previously estimated, mainly 
because traffickers have found ways to improve the effi-
ciency of clandestine laboratories in extracting cocaine 
alkaloids from coca leaves. The lack of precise measure-
ments of laboratory efficiency in the different countries 
increases the level of uncertainty, but does not affect the 
trend, which shows a clear decline in global cocaine 
production since 2007. A recent study (PRELAC) con-
ducted jointly by UNODC and Governments of the 
coca cultivation countries confirmed that laboratory 
efficiency had improved and indicated that traffickers in 
the Plurinational State of Bolivia and Peru may have 
already reached efficiency levels comparable to Colom-
bia.3 Thus, in other parts of this Report, the upper end 
of the global cocaine production range has been  
used. This, despite the uncertainty associated with the 
estimate, is considered to be a better approximation of 
reality. 

Peru

Cocaine production in Peru has been going up since 
2005 due to an increase in the area under coca cultiva-
tion. It is necessary, however, to add a caveat. Coca leaf 
yields in Colombia have been regularly studied and 
updated since 2005, and part of the decline in Colom-
bian cocaine production is due to declining yields. In 
Peru, on the other hand, information on coca leaf yields 
dates back to 2004, and for some of the smaller cultivat-
ing regions, which experienced significant increases in 
the area under coca, no information on region-specific 
coca leaf yields is available. There are additional chal-
lenges involved in estimating the yield of new or reacti-
vated coca fields as opposed to mature, well-maintained 
ones, as well as the effects of continued eradication pres-
sure. As noted above, there are indications that the level 
of cocaine production in Peru could be higher than 
previously estimated due to improvements in laboratory 
efficiency, but more research is needed to improve the 
cocaine estimate for the country. 

Colombia

Cocaine production in Colombia decreased to 350 mt 
in 2010. The drop since 2005 is the result of a decrease 
in the area under coca cultivation and a reduction of 

2 More information on the review of conversion ratios is available in 
the Methodology chapter of this Report and in the World Drug Report 
2010 (p. 249 ff.).

3 PRELAC (‘Prevention of the Diversion of Drugs Precursors in the 
Latin American and Caribbean Region’) is a project financed by the 
European Commission and implemented by UNODC and Govern-
ments in Latin America and the Caribbean. Within this framework, 
several studies analysed coca leaf to cocaine conversion methods .  
For more information see http://www.prelac.org.

Table 23: Colombia, adjustment of coca area  
for small fields, 2009-2010 (ha)

Source: National monitoring system supported by UNODC.

 2009 2010
Change 

from 2009

Without  
adjustment for 
small fields

68,000 57,000 -16%

With adjustment 
for small fields 73,000 62,000 -15%
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Table 24:  Global production of coca leaf and cocaine HCl (mt), 2005-2010

Source: Governments of Colombia, Peru and the Plurinational State of Bolivia. 

2005 2006 2007 2008 2009 2010

  Bolivia 28,200 33,200 36,400 39,400 40,200
Range 34,200-38,300 37,300-41,800 37,900-42,500

  Peru 97,000 105,100 107,800 113,300 119,000 120,500

Range 85,400-108,600 91,000-119,200 93,200-122,000 97,600-127,800 102,400-134,200 103,000-136,300

  Colombia 555,400                  528,300                  525,300                  389,600 343,600 305,300
Range 305,300-349,600

  Colombia 164,280 154,130 154,000 116,900 103,100 91,600

Range 91,600-104,880

  Bolivia 80 94 104 113 n.a. n.a.

  Colombia 680 660 630 450 410 350
Range 350-400

  Peru 260 280 290 302 n.a. n.a.

Total 1,020 1,034 1,024 865 * *

The ranges express the uncertainty associated with the estimates. In the case of Bolivia and Peru, the ranges are based on confidence intervals and the 
best estimate is the mid-point between the upper and lower bound of the range. In the case of Colombia, the range represents the two approaches 
taken to calculate the productive area, with the lower bound being closer to the estimation used in previous years. The methodology to calculate 
uncertainty ranges for production estimates is still under development and figures may be revised when more information becomes available. 

POTENTIAL PRODUCTION OF SUN-DRIED COCA LEAF IN METRIC TONS

Source: Bolivia: Potential sun-dry coca leaf production available for cocaine production, National Illicit Crop Monitoring System supported by UNODC. 
Leaf yield source: UNODC (Yungas de Paz), Chapare (DEA scientific studies). The estimated amount of coca leaf produced on 12,000 ha in the Yungas 
of La Paz where coca cultivation is authorized under national law, was deducted. Range: Upper and lower bound of the 95% confidence interval of 
coca leaf yield estimate. 
Peru: Potential sun-dried coca leaf production available for cocaine production, estimated by the National Illicit Crop Monitoring System supported by 
UNODC. 9,000 mt of sun-dry coca leaf were deducted, which, according to Government sources, is the amount used for traditional purposes. Range: 
Upper and lower bound of the 95% confidence interval of coca leaf yield estimate.

POTENTIAL PRODUCTION OF COCA LEAF IN OVEN-DRIED EQUIVALENT IN METRIC TONS

POTENTIAL PRODUCTION OF FRESH COCA LEAF IN METRIC TONS

Source: National monitoring system supported by UNODC. National Illicit Crop Monitoring System supported by UNODC.
Due to the introduction of an adjustment factor for small fields, 2010 estimates are not directly comparable with previous years.

POTENTIAL MANUFACTURE OF 100% PURE COCAINE IN METRIC TONS

Source: Bolivia: UNODC calculations based on UNODC (Yungas of La Paz) and DEA scientific studies (Chapare) coca leaf yield surveys. Colombia: National 
Illicit Crop Monitoring System supported by UNODC and DEA scientific studies. Due to the introduction of an adjustment factor for small fields, 2010 
estimates are not directly comparable with previous years. Peru: UNODC calculations based on coca leaf to cocaine conversion ratio from DEA scientific 
studies. 
Detailed information on the ongoing revision of conversion ratios and cocaine laboratory efficiency is available in the World Drug Report 2010 (p. 249). 

* Due to the ongoing review of conversion factors, no point estimate of the level of cocaine production could be provided for 2009 and 2010. Because 
of the uncertainty about the level of total potential cocaine production and about the comparability of the estimates between countries, the 2009 and 
2010 figures were estimated as ranges (842-1,111 mt and 786-1,054 mt, respectively). 

Figures in italics are being reviewed. Information on estimation methodologies and definitions can be found in the Methodology chapter of this Report. 

coca leaf yields. There are also indications of structural 
changes in the way the processing of coca leaves is organ-
ized. Unlike in the Plurinational State of Bolivia and 
Peru, where farmers sun-dry the coca leaves to increase 
their shelf life and facilitate transport, in Colombia, 
farmers typically process the fresh leaves into coca paste 
or cocaine base immediately after harvest. In 2005, only 
24% of the coca leaf produced in that year was sold as 
fresh leaf, whereas in 2009, this proportion had almost 
doubled and reached 45%. Expressed in absolute terms, 
in 2005, farmers sold about 133,000 mt of fresh coca 
leaf to intermediaries, whereas in 2009, the same figures 

amounted to almost 155,000 mt, an increase by 16%. 
This increase is even more remarkable when considering 
that it happened despite an overall decline in coca leaf 
production in Colombia over this period. 

Studies show that farmers can increase their profit when 
processing coca leaf into coca paste and/or cocaine base 
rather than selling it. What could lead farmers to stop 
processing coca leaves themselves and sell them instead? 

A study on cocaine precursors conducted in 2009/2010 
(PRELAC) in South America and additional studies by 
UNODC and the Government revealed that in Colom-
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bia, quality differences in the coca paste and cocaine 
base provided by coca farmers reportedly became a prob-
lem for clandestine cocaine laboratories in recent years. 
A strategy employed by traffickers to obtain cocaine base 
of better or more homogeneous quality could be to try 
to execute more control over the cocaine alkaloid extrac-
tion process. Skilled ‘cooks’ with better know-how, 
equipment and precursor chemicals may be in a better 
position than farmers to produce cocaine base with the 
sought-after properties. It is not yet known how the 
purchasing of coca leaf from farmers is organized and 
who the actors are. Neither is sufficient information 
available on the chemical properties of coca paste or 
cocaine base produced in Colombia to verify this 
hypothesis. 

What could have caused the apparent quality differences 
in the cocaine base produced by farmers? 

Since 2005, probably due to increased counter-narcotics 
pressure, the per-hectare yields of coca fields went down 
in many growing regions of Colombia and there is a 
tendency towards smaller fields. This may make the 
assembly of amounts of coca leaves large enough for 
cocaine processing more difficult at the farm level. As 
coca leaf is not sun-dried in Colombia, storing the leaves 
until a sufficient amount is accumulated is not an 
option, as fresh coca leaves deteriorate rapidly in quality. 
An additional reason might be that, in 2009, it was 
more risky for farmers to engage in coca-processing in 
areas where the Government has increased its presence 
compared to 2005. Selling coca leaf rather than keeping 
processing chemicals and equipment on the farm may 
be part of a risk-aversion strategy employed by farmers. 
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Source: UNODC/Government of Colombia, Coca cultivation 
surveys 2005 and 2009.

On the other hand, field reports indicate the strong link 
between armed groups and coca cultivation and cocaine 
production. Thus, farmers may also have changed their 
sales strategy because of pressure from these groups. 

Another measure taken by traffickers was the introduc-
tion of a previously unknown process called re-oxidation 
of cocaine base. This process is apparently an additional 
step used to homogenize and improve the quality of 
cocaine base of different quality received from different 
sources and geographic areas by using potassium per-
manganate. According to the information available, re-
oxidation is linked to clandestine laboratories producing 
cocaine HCl, called ‘cristalizaderos’ in Colombia, which 
presumably have a wide geographic area from where 
they source cocaine base. The introduction of this proc-
ess into the clandestine cocaine production chain sug-
gests that differences in the quality of cocaine base 
provided by farmers, and maybe partly also the low 
quality provided, indeed became a problem for traffick-
ers producing cocaine HCl in recent years in Colombia. 

Plurinational State of Bolivia 

It can be assumed that, following the trend in cultiva-
tion, cocaine production in Bolivia increased between 
2005 and 2009. 2010 figures were not available at the 
time of printing of this Report. There are indications 
that since about 2007, clandestine laboratories in Bolivia 
have benefited from a transfer of know-how from 
Colombia. Laboratories using the ‘Colombian’ method 
are much more efficient in extracting cocaine from coca 
leaves. More research is needed to better understand the 
current efficiency of clandestine laboratories in Bolivia.

Clandestine processing installations

In 2009, as in previous years, the extraction of cocaine 
alkaloids and manufacture of cocaine HCl remained 
geographically concentrated in South America. The 
illicit extraction of cocaine alkaloids from coca leaves 
takes place exclusively in the three countries cultivating 
coca bush, namely, the Plurinational State of Bolivia, 
Colombia and Peru. In 2009, the destruction of 8,691 
installations involved in the production of coca paste or 
base was reported. This figure does not include the 
destruction of maceration pits, a typical feature of coca 
paste production in the Plurinational State of Bolivia 
and Peru. 
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Coca leaf: fresh – sun-dried – oven-dried
In this report, coca leaf production is presented in different ways: as fresh coca leaf, as sun-dried coca leaf and as 
coca leaf in oven-dried equivalents. 

There are two main reasons. First, coca leaf is processed or traded in Colombia as fresh coca leaf, immediately after 
the harvest, whereas in Peru and the Plurinational State of Bolivia, farmers dry the fresh coca leaf before selling, by 
spreading the leaves on the ground and exposing them to air. The result is coca leaf with a much reduced moisture, 
which makes transport easier and allows storage of the leaves. Sun-dried leaves are also referred to as air-dried leaf. 

The second reason is that the moisture content of both fresh and sun-dried coca leaf varies considerably, depending 
on the biological properties of the leaf as well as environmental factors such as the humidity of the air. A fresh coca 
leaf harvested in the early morning, for example, will have a different moisture content than leaves from the same 
bush plucked at noon. Coca leaves sun-dried after a heavy rainfall at a low altitude will have a different moisture 
content than leaves sun-dried in the dry season at a high altitude. 

While differences may not matter much to farmers selling coca leaves, it matters from a scientific point of view, 
when comparing coca leaf production in different countries and estimating how much cocaine can potentially be 
extracted from the leaves. In other words, scientists are interested in how much dry plant matter is in the leaves, and 
which proportion of that dry matter consists of cocaine alkaloids. The water content of the leaves is not of interest 
in that context and has to be taken out of the calculation. 

Like other live plant material, fresh coca leaves consist mainly of water (~70%). A kilogram of fresh coca leaves would 
typically lose over half of its weight through sun-drying. Even sun-dried leaves contain residual moisture. When 
drying in a laboratory oven to remove all moisture from the leaves, sun-dried coca leaves would still lose another 
third of their weight. In other words, a kilogram of fresh coca leaves weighs only about 300 grams after leaving the 
drying chamber, which is the weight of dry plant matter. Only a tiny proportion (around 0.5%) of that plant matter 
is actually cocaine. 

Thus, when comparing coca leaf production, the weight in oven-dried coca leaf equivalent is the most appropriate. 
However, currently, not enough information on the moisture content of coca leaf in different regions of coca culti-
vating countries is available. Therefore, a direct comparison between fresh coca leaf in Colombia and sun-dried coca 
leaf in the Plurinational State of Bolivia and Peru by converting all figures into oven-dry equivalents is therefore not 
possible. 
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Fig. 68: Seizures of clandestine installations 
processing coca/cocaine, 2009

Source: UNODC ARQ.

In addition to coca paste or cocaine base processing 
installations, countries reported the destruction of 396 
cocaine HCl production laboratories in 2009, 319 or 
81% of which were located in coca cultivating countries. 
This confirms reports from previous years that most of 
the cocaine base produced in coca cultivating countries 
is converted into cocaine HCl in the same countries. 

There are indications of some cross-border trafficking of 
cocaine base for further processing in other countries in 
the region: Argentina (36 laboratories), Ecuador (10) 
and the Bolivarian Republic of Venezuela (26) all 
reported destruction of cocaine producing facilities. 
Often reports did not to specify if the installations 
detected were involved in producing cocaine base or 
HCl. It is assumed that most installations reported as 
being cocaine-producing were producing cocaine HCl, 
not cocaine base. Only a few installations involved in 
cocaine base or HCl manufacture were reported outside 
Latin America, for example, in Mexico (4) and Spain 
(1). 

Spain also reported the detection of clandestine installa-
tions involved in secondary extraction of cocaine. 
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Cocaine is sometimes dissolved in other substances to 
prevent detection. Traffickers use secondary extraction 
laboratories to revert that process and recover the 
cocaine. Most of the clandestine installations detected in 
Spain in 2008 and 2009 were involved in secondary 
extraction (24 in 2008 and 11 in 2009). Greece also 
reported detection of clandestine installations involved 
in cocaine processing. These installations were involved 
in repackaging and adulterating cocaine. One installa-
tion handled only cocaine and four more were also 
handling heroin (reported under ‘heroin’). 

More information on the detection of clandestine sec-
ondary extraction installations and repackaging and 
adulteration sites from other countries would be useful 
to understand potential changes in trafficking strategies. 
It would also indicate the development of trafficking 
hubs. 
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Global seizures of cocaine, including cocaine salts, 
cocaine base and crack-cocaine, increased strongly 
between 2000 and 2005 and were then generally stable 
over the 2006-2009 period, ranging between a mini-
mum of 690 mt in 2007 and a maximum of 732 mt in 
2009. Since 2006, seizures have shifted towards the 
source area of South America away from the consumer 
markets of North America and West and Central Europe, 
reflecting better international cooperation and exchange 
of information. South America accounted for a total of 
317 mt in 2006 (44% of the global total for that year) 
and 442 mt in 2009 (60% of the global total). Over the 
same period, seizures declined by almost one third in 
North America (from 194 mt in 2006 to 132 mt in 
2009) and by more than one half in West and Central 
Europe (from 121 mt in 2006 to 55 mt in 2009).

Slightly more than 60% of cocaine seizures in 2009 took 
place in South America. North America accounted for 
18% and Europe for 8% of the total. Seizures outside 
the Americas and Europe accounted for just 0.3% of the 
total.  

1 US Department of State, 2011 International Narcotics Control Strat-
egy Report, Washington D.C., 2011. 

2 US Department of Justice, Drug Enforcement Administration, Spe-
cial Testing and Research Laboratory, Cocaine Signature Program 
Report, January 2010, quoted in Inter-American Drug Abuse Control 
Commission (CICAD), DEA Special Testing and Research Labora-
tory and DEA Intelligence Division Briefing, OEA/Ser.L/XIV.2.47, 
CICAD/doc.1802/10, 3 May 2010. 

The three main markets for cocaine – in volume terms 
- are North America, notably the United States of Amer-
ica, followed by Europe, notably the EU and EFTA 
countries, and South America. 

The US authorities have estimated for the last couple of 
years that some 90% of the cocaine consumed in North 
America comes from Colombia,1 supplemented by some 
cocaine from Peru and limited amounts from the 
Plurinational State of Bolivia. For the year 2009, results 
of the US Cocaine Signature Program, based on an 
analysis of approximately 3,000 cocaine HCl samples, 
revealed that 95.5% originated in Colombia2 (down 
from 99% in 20023) and 1.7% in Peru; for the rest 
(2.8%), the origin could not be determined. The traf-
ficking of cocaine into the United States is nowadays 
largely controlled by various Mexican drug cartels, while 
until the mid-1990s, large Colombian cartels domi-
nated these operations. 

The origin of cocaine consumed in Europe seems to be 
more evenly distributed. In terms of cocaine seizure 

3 US Department of Justice, Drug Enforcement Administration, 
Selected Intelligence Brief, ‘Cocaine Signature Program Report,’ 
January 2003, Microgram Bulletin, Vol. XXXVI, February 2003. 

Fig. 69: Global cocaine seizures (mt), 
1999-2009

Source: UNODC DELTA.

Fig. 70: Distribution of global cocaine  
seizures, 1999-2009

Source: UNODC DELTA.
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cases, cocaine from Colombia accounted for 8% of the 
cocaine seized in Europe over the 2008-2010 period, 
Peru for 7% and the Plurinational State of Bolivia for 
5% (based on information from 13 European countries).4 
The rest (80%) can only be traced back to various tran-
sit countries in the Americas (notably Argentina, the 
Dominican Republic, Brazil, Costa Rica, Panama, Ecua-
dor and Paraguay), Africa (notably Senegal, Mali, 
Guinea and Nigeria) and Europe (notably Spain, the 
Netherlands and Portugal). 

The importance of Colombia is more pronounced in 
terms of the origin of the quantities of cocaine seized in 
Europe. Cocaine from Colombia accounted for 25% of 
all cocaine seizures in volume terms in Europe over the 
2008-2010 period, Peru for 6% and the Plurinational 
State of Bolivia for 2%. If cocaine that could be traced 
back to the Bolivarian Republic of Venezuela, Ecuador 
and Panama were added to the cocaine from Colombia, 
the ‘Colombia-linked’ cocaine seizures in Europe would 
rise to 69% of the total (2008-2010 period).5 

Cocaine produced in Colombia is mainly destined for 
consumption in overseas markets. Cocaine produced in 
Peru and the Plurinational State of Bolivia, in contrast, 
is used more within South America, notably in countries 
of the Southern Cone. Even though cocaine produced 
in Peru seems to be playing a growing role in Europe, 
the criminal groups organizing the trafficking from 
South America to Europe are still primarily Colombian 
(notably for trafficking operations targeting Spain, the 
main entry point of cocaine into Europe) and – to a 
lesser extent - from other Latin American countries and 

4 Austria, Belgium, Bulgaria, France, Germany, Ireland, Poland, Portu-
gal, Romania, Spain, Switzerland, Turkey and the United Kingdom. 

5 UNODC, Individual Drug Seizures database. 

from various African and European countries. The influ-
ence of the Mexican drug cartels, which dominate 
cocaine sales to the United States, seems to be limited 
when it comes to trafficking to Europe or trafficking to 
countries in South America. 

The global seizure total of 732 mt in 2009 refers to 
cocaine seizures as reported, that is, unadjusted for 
purity. Although precise purity adjustments at the level 
of individual countries are not feasible with the current 
available data, a range can be calculated for global 
purity-adjusted seizures of cocaine.6 By expressing this 
quantity as a percentage of the global supply of cocaine, 
one obtains the interception rate. In order to account for 
the time lag incurred between cultivation and traffick-
ing, one may consider the average production in the 
preceding two years (2007 and 2008) as a proxy for 
global supply. This calculation yields a range of 46%- 
60% for the interception rate. However, this range 
should be interpreted with caution, as it depends on the 
current estimates of cocaine production, which are cur-
rently being reviewed.

Americas 

In 2008 and 2009, the Americas accounted for more 
than 90% of global seizures of cocaine, with seizures 
amounting to 656 mt in 2008 and 673 mt in 2009. The 
largest seizures continued to be made by Colombia and 
the United States. Large quantities of cocaine continue 
to be trafficked from South America to the United 
States, with Mexico being the key transit country. Over 

6 Considering data for 2009 only, global estimates indicate a range of 
431-562 mt. The upper end of the range is obtained by considering 
purities at wholesale level only, which accounts plausibly for the vast 
majority of seizures by weight, while the lower end is obtained using 
both retail and wholesale purities and assuming that the retail level 
accounts for no more than one half of seizures by weight.

Fig. 71: Distribution of global cocaine seizures by region, 2009

Source: UNODC ARQ. 
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the 2002-2006 period, Colombia and the United States 
seized similar quantities of cocaine; however, the seizure 
totals started to diverge in 2007, with Colombia seizing 
more than twice that seized in the US in 2008 and 2009. 
This can be attributed to intensified efforts by the 
Colombian authorities to fight cocaine trafficking and 
to improved international cooperation, notably with law 
enforcement authorities of key countries such as the 
United States, the United Kingdom and Spain 

Every year from 2002 to 2009, Colombia registered the 
highest national cocaine seizure total worldwide. In 
2009, seizures amounted to 253 mt,7 essentially sustain-
ing the record level of 2008 (256 mt). According to 
Colombian authorities,8 in 2009, 48% of cocaine sei-
zures in Colombia were made in territorial waters. 
Colombia also continued to seize large quantities of 
substances that may be used in the extraction and 
processing of naturally occurring alkaloids.9 

It appears that Ecuador, which shares borders with both 
Colombia and Peru, may have acquired increased impor-
tance as a hub for cocaine trafficking. In 2009, seizures 
in Ecuador reached a record level of 65 mt,10 the second 

7 Data from the Observatorio de Drogas de Colombia, August 2010. 
Excludes seizures of ‘basuco’ (1.9 mt). The replies to the ARQ from 
Colombia for 2009 were not available at the time of preparation of 
the present report.

8 Presentation by Colombia to the Twentieth Meeting of Heads of 
National Drug Law Enforcement Agencies, Latin America and the 
Caribbean, Lima, Peru, 4-7 October 2010.

9 Country report by Colombia to the Twentieth Meeting of Heads of 
National Drug Law Enforcement Agencies, Latin America and the 
Caribbean, Lima, Peru, 4-7 October 2010.

10 Country report by Ecuador to the Twentieth Meeting of Heads of 
National Drug Law Enforcement Agencies, Latin America and the 
Caribbean, Lima, Peru, 4-7 October 2010. The replies to the ARQ 
from Ecuador for 2009 were not available at the time of preparation 
of the present report.

highest level in South America. According to Ecuado-
rian authorities,11 seizures of drugs and precursor chem-
icals by the Ecuadorian law enforcement agencies suggest 
that drug traffickers are increasingly seeking to use Ecua-
dor for the stockpiling, storage and trans-shipment of 
vast quantities of cocaine. Cocaine is trafficked into 
Ecuador across the Colombia-Ecuador border, into the 
provinces of Esmeraldas, Carchi and Sucumbios, as well 
as across the Peru-Ecuador border, into the provinces of 
El Oro, Loja and Zamora Chinchipe,12 and is then traf-
ficked on to the consumer markets in North America 
and Europe. The country’s more prominent role was also 
visible in reports of cocaine consignments seized in 
Europe involving Ecuador in the trafficking route, 
which rose from 6 seizure cases in 2005 (amounting to  
a total of 25 kg of cocaine) to 67 in 2009 (amounting to 
a total of 2.5 mt).

In the Bolivarian Republic of Venezuela, seizures peaked 
at 59 mt in 2005, and have fallen to approximately one 
half that level since then, amounting to 28 mt in 2009. 
According to preliminary data, this trend continued into 
2010, with seizures falling to 20 mt.13 The decrease was 
also reflected in reports of significant individual drug 
seizures made in Europe; considering reports from nine 
countries14 which provided data on the provenance of 

11 Country report by Ecuador to the Twentieth Meeting of Heads of 
National Drug Law Enforcement Agencies, Latin America and the 
Caribbean, Lima, Peru, 4-7 October 2010.

12 Presentation by Ecuador to the Twentieth Meeting of Heads of 
National Drug Law Enforcement Agencies, Latin America and the 
Caribbean, Lima, Peru, 4-7 October 2010.

13 Presentation by the Bolivarian Republic of Venezuela to the Twenti-
eth Meeting of Heads of National Drug Law Enforcement Agencies, 
Latin America and the Caribbean, Lima, Peru, 4-7 October 2010.

14 Austria, Belgium, France, Germany, Ireland, Portugal, Romania, 

Fig. 72: Cocaine seizures in the Americas, 
1999-2009

Source: UNODC DELTA.

Fig. 73: Cocaine seizures in South America,  
by country, 2009

Source: UNODC DELTA.
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individual cocaine seizures in both 2006 and 2009, the 
number of seizures involving the Bolivarian Republic of 
Venezuela in the trafficking route fell from 151 (amount-
ing to a total of 9.4 mt) in 2006 to 59 in 2009 (amount-
ing to a total of 6.6 mt). Expressed as a proportion of 
the total cocaine seizures made in Europe (where infor-
mation on provenance was included), these cases fell 
from 12% to 4% in terms of the number of seizures, but 
increased from 36% to 41% in terms of quantity.

In 2008, seizures of cocaine reached relatively high levels 
in both the Plurinational State of Bolivia and Peru, com-
pared to previous years. Since then, seizures in Bolivia 
essentially sustained the high level, amounting to 27 mt 
in 2009 and 29 mt15 in 2010, while seizures in Peru 
receded to 21 mt (from 28 mt in 2008) and rose back 
to 31 mt16 in 2010. The Plurinational State of Bolivia 
assessed that, in 2009, more than 95% of cocaine traf-
ficking on its territory occurred by land; moreover, 
according to Bolivian authorities,17 cross-border traf-
ficking occurred from Bolivia into Argentina, Brazil and 
Chile and also from Peru into Bolivia. In contrast, 
according to Peruvian authorities,18 international traf-
ficking organizations operating in Peru preferred mari-
time routes, with the ports of Callao, Chimbote and 

Spain and Switzerland.
15 Preliminary data from the Government of the Plurinational State of 

Bolivia.
16 Preliminary data from the Government of Peru.
17 Presentation by the Plurinational State of Bolivia to the Twentieth 

Meeting of Heads of National Drug Law Enforcement Agencies, 
Latin America and the Caribbean, Lima, Peru, 4-7 October 2010.

18 Country report by Peru to the Twentieth Meeting of Heads of 
National Drug Law Enforcement Agencies, Latin America and the 
Caribbean, Lima, Peru, 4-7 October 2010.

Paita being the main points of departure. A variety of 
other trafficking methods are also used in Peru, includ-
ing land routes, rivers, couriers, postal services and 
flights from clandestine airfields.

In recent years, seizures of cocaine have also increased 
significantly in Brazil, going from 8 mt in 2004 to 24 mt 
in 2009, of which 1.6 mt were seized in five aircraft 
interceptions.19 In 2009, Brazil was the most prominent 
transit country in the Americas - in terms of number of 
seizures - for cocaine consignments seized in Europe. The 
number of seizure cases which involved Brazil as a transit 
country rose from 25 in 2005 (amounting to 339 kg of 
cocaine) to 260 in 2009 (amounting to 1.5 mt).

According to the World Customs Organization, in 2009 
the most important secondary distribution countries 
(apart from the Plurinational State of Bolivia, Colombia 
and Peru) were the Bolivarian Republic of Venezuela, 
Ecuador, Brazil and Argentina (ranked in order of the 
total weight of seized consignments departing from a 
given country).20 With regard to cocaine reaching 
Europe, the World Customs Organization also noted 
the high quantity of cocaine arriving from Ecuador and 
the growing significance of Brazil and Suriname. With 
regard to cocaine reaching Africa, WCO noted that 
Brazil was the only South American country mentioned 
as a departure country for customs seizures made in 
Africa in 2009. 

In Argentina, cocaine seizures rose steadily from 1.6 mt 

19 Presentation by Brazil to the Twentieth Meeting of Heads of National 
Drug Law Enforcement Agencies, Latin America and the Caribbean, 
Lima, Peru, 4-7 October 2010.

20 Based on seizures recorded in the Customs Enforcement Network 
database. 

Fig. 74: Cocaine seizures in Europe transiting 
selected countries in the Americas,  
by number of cases, 2005-2009

Source: UNODC IDS.

Fig. 75: Cocaine seizures in Europe transiting 
selected countries in the America, by 
quantity seized, 2005-2009

Source: UNODC IDS.
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in 2002 to 12.1 mt in 2008, and in 2009 sustained the 
increased level, at 12.6 mt. Trafficking of cocaine from 
Argentina to Chile was reported by both countries in 
2009; Argentina also assessed that, in 2009, some of the 
cocaine trafficked on its territory was intended for 
Europe, apart from Argentina itself. Seizures in Chile 
rose markedly in 2007, and have since then declined 
slightly, amounting to 8.4 mt in 2009. Argentina was 
also prominent - in terms of number of seizures - as a 
transit country for cocaine consignments seized in 
Europe, with 194 such cases reported in 2009. However, 
these seizures tended to be small in comparison with 
seizure cases transiting other countries, amounting to a 
total of 217 kg of cocaine. 

Other prominent transit countries included countries in 
Central America and the Caribbean such as the Domin-
ican Republic, Costa Rica and Panama. In 2009, sei-
zures in Panama were the third largest in Latin America 
and the Caribbean (53 mt). The Dominican Republic 
assessed that, in 2009, 18% of cocaine trafficked on its 
territory was intended for Spain, with the majority 
intended for the United States. Although the seizures 
involving the Dominican Republic in Europe were not 
large in comparison with other transit countries, some 
large seizures were made in the Dominican Republic 
itself: five of the seizures in 2009 accounted for almost 
two thirds of the total seized in the country that year 
(4.7 mt). According to Costa Rican authorities,21 in 

21 Country report by Costa Rica to the Twentieth Meeting of Heads of 

recent years, there has been a significant increase in the 
quantities of cocaine seized on the sea route, involving 
Costa Rican nationals mostly working in the fishing 
industry and operating under the direction of Colom-
bian nationals, using fishing boats with Costa Rican 
flags to transport illicit drugs. Seizures in Costa Rica 
reached 21 mt in 2009.

Mexico continued to be a key transit country for cocaine 
trafficked into the United States. Cocaine seizures in 
Mexico fell sharply in 2008 (19 mt, down from 48 mt 
in 2007), in line with the trend in the United States, and 
increased slightly in 2009, amounting to 22 mt. The 
vast bulk - almost three quarters - was seized on the 
maritime route. 

The decreased level of seizures was reflected in cocaine 
seizures by US authorities along the border with Mexico, 
which followed a generally decreasing trend between the 
last quarter of 2005 and the second quarter of 2008.22 In 
2009, seizures along the US-Mexico border rose slightly, 
from 17.8 mt in 2008 to 20.5 mt, but remained below 
the peak level of 28 mt registered in 2006. It appears that 
several factors have contributed to a shift in the traffick-
ing routes from Mexico to the United States, including 
high levels of inter-cartel violence in Mexico and efforts 
by Mexican authorities to confront the drug cartels. 

Seizures by the United States peaked at 201 mt in 2005, 
and have since fallen considerably. In 2009, seizures 
appeared to stabilize at slightly more than half the 2005 
level – 109 mt. Together with other indicators, this sug-
gests that the availability of cocaine in the United States 
has stabilized at a reduced level. 

National Drug Law Enforcement Agencies, Latin America and the 
Caribbean, Lima, Peru, 4-7 October 2010.

22 US Department of Justice, National Drug Intelligence Center, 
National Drug Threat Assessment 2009, December 2008.

Fig. 76: Mean price and purity of all* cocaine 
purchases by law enforcement in the 
United States, 2006-2009

* The values represented here represent averages of all cocaine 
purchases, irrespective of the size of the transaction, and thus may 
correspond neither to wholesale nor to retail price levels. Although 
not collected as a representative sample of the US market, these 
data reflect the best information available on changes in cocaine 
price and purity in the US market. 
Source: UNODC ARQ.

Fig. 77: Cocaine seizures in the United  
States by location and quantity (mt), 
2001-2009

Source: UNODC ARQ.
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The mean purity-adjusted price of cocaine, calculated 
from all cocaine purchases by law enforcement agencies 
in the United States,23 more than doubled between the 
last quarter of 2006 to the last quarter of 2008 (from 
US$90 to US$199 per pure gram), and have remained 
relatively high since then (amounting to US$170 per 
pure gram in the last quarter of 2009). This was largely 
due to a decline in purity, which fell from an average of 
70% in the last quarter of 2006 to 45% in the last quar-
ter of 2008 and 46% in the last quarter of 2009.

Seizures by the United States include large quantities of 
cocaine seized at sea. They accounted for approximately 
one half of the total for the United States in 2009. In 
terms of seizure cases, the majority continued to be 
smaller domestic cases.

A comparison of purity-adjusted cocaine prices at key 
points along the cocaine trafficking route in the Ameri-
cas confirms that the mark-up in price occurs largely 
towards the end of the supply chain. The price at the 
wholesale level is about one quarter of the price at the 
retail level, while the price in producing countries only 
amounts to 1% of the final (retail) price.

At the global level, the total reported quantity of crack-
cocaine seizures is negligible in comparison with seizures 
of cocaine base and cocaine salts. This may partly be due 
to the fact that some countries do not report seizures of 
crack-cocaine, but also because individual seizures of 
crack-cocaine, possibly made at street levels, tend to be 
much smaller. 

23 This includes all purchases, irrespective of the size of the transaction, 
and thus may correspond neither to retail nor wholesale price levels.

Several countries in the Americas, notably in Central 
America and the Caribbean, as well as Brazil, the United 
States and the Bolivarian Republic of Venezuela, report 
seizures of crack-cocaine as well as cocaine base or 
cocaine salts. In 2009, seizures of crack-cocaine 
amounted to 194 kg in Panama, 163 kg in the United 
States and 80 kg in the Bolivarian Republic of Vene-
zuela; in 2008, the largest quantity was seized in Brazil 
(374 kg).24 In 2009, the largest number of such seizures 
worldwide were reported by the Dominican Republic 
(4,173 seizure cases), Canada (1,822) and the Bolivarian 
Republic of Venezuela (1,643).

Europe

Europe is the world’s second largest consumer market 
for cocaine and continues to account for the majority of 
cocaine seizures made outside the Americas. Seizures 
peaked at 121 mt in 2006, then declined for three years 
in a row, falling to less than half this level – 57 mt – in 
2009. The decreasing trend was observed in the West 
European countries that account for the biggest seizures 
in Europe, though several other countries have regis-
tered increases. 

 

24 A breakdown of cocaine seizures in Brazil for 2009 was not available. 

Fig. 78: Cocaine seizures in the United  
States by location and number of  
seizures, 2001-2009

Source: UNODC ARQ.

Fig. 79: Accrual of purity-adjusted cocaine 
prices in the Americas, 2009

* For these countries, the calculation assumes a wholesale purity 
of 70%-90%; the vertical bars represent the midpoint of the 
resulting range.

** The value for Peru represens the price in producing regions, 
while the values for Bolivia and Colombia represent the price in 
major cities

Source: Data from UNODC field offices; UNODC ARQ.
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The Iberian peninsula is an important point of entry for 
cocaine reaching continental Europe. Spain consistently 
reports the highest cocaine seizures in Europe, though 
seizures fell from 50 mt in 2006 to 25 mt in 2009. In 
neighbouring Portugal, the decrease has been more pro-
nounced, from 34 mt in 2006 (the second largest in 
Europe for that year) to 2.7 mt in 2009 (the seventh 
largest). Significant declines have also been registered in  
the Netherlands, where seizures fell from the peak level 
of 14.6 mt in 2005 to 6.8 mt in 2008.25 

In relative terms, seizure trends across Europe in recent 
years appear to fall broadly along a continuum ranging 
from strong declines close to the trafficking hubs that 
serve as the major points of entry or distribution in 
Europe to strong increases in countries, notably further 
east, that historically have not been associated with traf-
ficking of cocaine in large amounts. When comparing 
average seizures over 2005-2006 with 2008-2009, 
marked declines (in both relative and absolute terms) 
were registered in Portugal, Spain, Belgium and the 
Netherlands;26 more moderate declines were registered 
in the United Kingdom and France, while seizures were 
essentially stable in Italy and Germany. On the other 
hand, increases of more than 30% were observed in 

25 Seizure data for the Netherlands for 2009 were not available. 
26 Considering data for 2008 only for the Netherlands.

several countries further east, including the Russian 
Federation, Turkey, Poland, Greece, Ukraine and Roma-
nia. In Ireland, seizures peaked in 2007, and have also 
declined significantly since then. This pattern suggests 
that, while the established trafficking routes for cocaine 
entering Europe continue to be important, cocaine may 
be entering Europe along new routes. 

Romania reported cocaine seizures of 1.3 mt in 2009; 
this appears to include a single seizure of 1.2 mt at the 
port of Constanta, from two containers that arrived 
from the port city of Paranagua, Brazil in January 2009. 
The ensuing investigation also led to the seizure of 3.8 
mt of cocaine in Paranagua in February 2009, also des-
tined for Romania.27

Purity-adjusted cocaine retail prices in West and Central 
Europe rose markedly in 2006, the year when seizures 
peaked; this was mainly due to a drop in purity. One pos-
sible explanation could be that heightened law enforce-
ment efforts impacted on the availability of cocaine in the 
European cocaine market, and traffickers responded to 
this by selling the drug at reduced purities rather than 
raising the bulk price. Since 2006, the purity has remained 
relatively low, with adjusted prices. The purity-adjusted 
price – expressed in euros - declined between 2006 and 
2008, and appeared to stabilize in 2009. 

When adjusted for inflation, the purity-adjusted retail 
price in 2009, expressed in euros, was equal to (within 
1%) that in 2005, prior to the increase in 2006. While 
these data need to be interpreted with caution, it is plau-
sible that alternative cocaine trafficking methods and 
routes adopted by traffickers to counter more effective 
law enforcement efforts have corrected a short-term 
drop of cocaine availability in the European market. 
Moreover, the decline of cocaine prices expressed in 
euros over the 2006-2008 period went hand in hand 
with strongly falling value of the US dollar during that 
period, thus rendering imports, including cocaine 
imports, cheaper for the consumers. 

Africa

Cocaine seizures remained limited in Africa, amounting 
to less than 1 mt in 2009, down from 2.6 mt in 2008 
and 5.5 mt in 2007. Although this quantity is very small 
in comparison with the quantities likely to be trafficked 
in and via Africa, seizure data from other regions also 
point to a decreasing trend for Africa, notably West 
Africa, for cocaine trafficking from South America to 
Europe. Nevertheless, cocaine trafficking in West Africa 
persisted, and Africa, especially West Africa, remained 
vulnerable to a resurgence. Benin, Burkina Faso, Ethio-
pia, the Gambia, Ghana, Guinea, Guinea-Bissau, Kenya, 
Mali, Niger, Nigeria, Senegal, South Africa and Togo 

27 Embassy of the United States to Romania, DEA and Romanian Police 
work together in stopping second cocaine shipment from Brazil to Roma-
nia, press release, 9 February 2009.

Fig. 80: Cocaine seizures in Europe (mt),  
1999-2009

* Data for 2009 for the Netherlands were unavailable; the value 
used is that corresponding to the year 2008, and is only included 
to estimate the regional total.

** Data for the United Kingdom for 2007, 2008 and 2009 are 
based on incomplete data for some jurisdictions for the financial 
years 2007/08, 2008/09 and 2009/10 respectively, and adjusted 
for the missing jurisdictions using the distribution in 2006/07.

Source: UNODC DELTA.
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The Asia-Pacific
The Asia-Pacific region continued to account for less 
than 1% of global cocaine seizures. However, there were 
signs that cocaine trafficking might be making inroads 
into new consumer markets. Seizures in the Asia-Pacific 
reached a record 1.6 mt in 2008, and stood at 766 kg in 
2009.

In Australia, seizures rose from 626 kg in 2007 to 930 
kg in 2008. In 2009, seizures in this country fell to 288 
kg, but in 2010, two large seizure cases alone brought 
the partial total to more than 700 kg.33 With reference 
to the period 1 July 2008 to 30 June 2009, Australia 
reported that nearly 70% of cocaine detections (by 
number) occurred in the postal stream, and that Mexico, 

33 Australian Federal Police, Drug syndicate smashed, 464 kg of cocaine 
seized, media release, 14 October 2010.

Colombia, Panama, Argentina, Canada, the United 
States, Brazil, the United Arab Emirates, Singapore, 
South Africa, the Plurinational State of Bolivia, Kenya 
and the Netherlands were all embarkation countries for 
the import of cocaine consignments larger than 1 kg. 
Moreover, Australia pointed to a possible shift away 
from imports of small quantities of cocaine. 

In 2008 seizures rose to 664 kg 34 in China, including 
the 69 kg that were seized in Hong Kong, China and the 
64 kg35 in Taiwan Province of China. In 2009, China 
reported seizures of 163 kg, including 112 kg in Hong 
Kong, China. According to Chinese authorities, cocaine 
was mainly smuggled from South America across the 
Pacific ocean to cities on China’s south-east coast.36 

In 2009, the Philippines registered a record level of 
cocaine seizures of 259 kg; in contrast, seizures in this 
country amounted to less than 3 kg annually over the 
period 2003-2008. The increase was partly due to a large 
quantity of cocaine that was jettisoned in December 
2009 close to the Eastern Samar province from a vessel 
on its way from South America to China. Two other 
significant cases resulted in the seizure of a total of 15.5 
kg of cocaine in the Port of Davao. The Philippines 
assessed that 30% of the total reached the Philippines 
via Germany, and an additional 30% via Malaysia, and 
that the cocaine was intended for China (40% was 
intended for Hong Kong, China).

34 UNODC, data collated by DAINAP,
35 Food and Drug Administration of Taiwan Province of China
36 National Narcotics Control Commission of China, presentation at 

the Twentieth Anti-Drug Liaison Officials’ Meeting for International 
Cooperation (ADLOMICO), October 2010

Fig. 81: Cocaine prices and purity in West and Central Europe, 2003-2009

Source: UNODC ARQ. 

Fig. 82: Cocaine seizures in selected  
countries in Africa (kg), 2008-2009

Source: UNODC DELTA.
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Table 25: Cocaine prices in Europe and the United States (not purity adjusted), 1990-2009

EUROPE 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009

Austria 198         180         167          120         126         156         138         118         113         93          94           78          71           90          103         101          78           99         110          97          

Belgium 80           90            68            95           82           93           90           57           55           60          55           51          50           51          51          51           60           67         72            71          

Denmark 144         135          111          90           150        176         169         108         119         165        106         120        91           122        82           82            81           74         99            93          

Finland 159         150         126         105        165        191        184        123        179         157       138        121        111         151        146         125          100         110 154 139

France 99           119          140          153         151         174         125         87           84           82          50           87          75           90          99           94            97           96         103          83          

Germany 120         103          111          95           109         103         90           77           72           68          57           58          57           68          73           79            74           86         91 87

Greece 150         120         105          54           116         111         144         91           54           82          69           72          75           96          93           79            110         110       110          104        

Ireland 141         137         120         110        100        119         32           34           32           30          28          28         94          79          87           88            88           96         103          97          

Italy 108         120          164          90           104         113         129         109         129         135       100        89          90           101        113         114          104         112       111 99

Luxembourg 150         150         150         150        172         194         127         115         110         119        119        119        107        96          114         105          106         89         89           89         

Netherlands 66           70           74            66           60          79           52           64           38           33          33          33         33          50          59          59           60          59         63            63         

Norway 176         170          255          156         145         150        153         177         133         128        114         157        165         170        155         155         151        164       154          154       

Portugal 63           57            60            57           59           66           64           57           51           43          56           48          36           47          49           55            56           55         66           66          

Spain 110         100          100          63           78           91           72           68           68           63          52           52          56           70          76           76            76           83         89            83          

Sweden 160         152         183         123        148        118         118         98           88           97          77           79          87           99          93           92            101        96         138 104

Switzerland 178         144          188          136         146         148         127         117         110         109       77           69          74           89          86          86           74          75         65            82          

United Kingdom 131         127          69            123         113         111         102         124         128         104        94           94          84           90          91           79            87          91         74            62          

Unweighted average, US$ 131         125          129          105         119         129         113         95           92           92          78           80          80           92          92           89            88           92         99            93               

Inflation adjusted, 2009 US$ 215         197          197          156         172         181         154         128         121         119        97           96          95           107        105         98            94           95         99            93               

Weighted average, US$ 117         115          118          104         112         118         105         92           92           88          70           74          72           84          88           86            86           91         94            85               

Inflation adjusted, 2009 US$ 192         180          180          154         162         166         144         123         121         113        88           90          85           97          100         95            91           95         94            85               

Weighted average in Euro 92           92            91            88           94           91           83           81           82           82          76           83          76           74          71           69            71           67         64            61               

Inflation adjusted, 2009 Euro 144         138          130          122         126         119         106         102         102         101        92           98          87           83          78           74            75           69         64            61               

Sources: UNODC ARQ data and  EUROPOL; UNODC estimates in italics

USA 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009
Street price in US$ 97           93            81            84           79           91           91           81           81           81          96           96          83           90          84           85            94           104       119          120             

Inflation adjusted, 2009 US$ 159         147          123          125         115         128         124         108         106         104        119         116        99           105        96           93            100         107       118          120             

Purity adjusted 167         148          120          122         119         149         124         125         117         125        155         166        119         131        122         124          127         157       215          237             

Purity and inflation adjusted, 2009$ 274         233          184          181         172         209         170         167         154         161        193         201        142         153        139         137          135         163       214          237             

EUROPE 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009
Austria 66,000 66,000 54,000 40,000 41,946 52,084 45,875 56,723 54,440 38,859 47,094 43,995 42,385 59,300 55,894 59,757 50,185 61,661 66,176     48,668        

Belgium 25,000 24,000 38,250 28,000 26,920 30,560 21,927 17,025 19,167 23,859 22,376 26,771 28,111 29,610 32,480 32,480 32,480 47,958 53,757     46,675        

Denmark
80,000 85,000 85,000 82,500 58,516 60,034 46,141 38,640 44,517 78,900 43,462 47,839 37,823 53,160 45,896 50,321 40,520 40,445 43,447     40,730        

Finland
79,500 75,000 62,750 52,500 82,500 95,450 91,750 61,550 89,350 78,460 68,321 59,492 51,804 62,150 68,315 68,315 56,611 61,660

66,176     62,573   

France 117,000 38,250 45,000 38,250 40,000 39,877 48,077 43,554 42,159 27,714 27,000 34,978 37,676 45,200 49,683 50,321 50,190 61,661 44,118     41,715   

Germany 69,000 53,100 60,300 54,142 57,692 54,676 53,925 45,294 41,210 39,639 33,752 33,235 34,476 40,110 44,243 46,525 45,320 48,826 54,114     57,171   

Greece 75,000 90,000 95,000 36,000 46,413 53,098 72,015 43,795 49,180 49,320 41,237 40,359 42,385 53,680 57,446 62,902 62,735 62,735 69,853     63,964   

Ireland 45,000 45,000 40,000 50,000 45,000 42,000 31,646 33,733 31,530 29,891 29,891 29,891 29,891 30,510 38,557 38,506 39,636 41107 44,118 36,161   

Italy 54,000 48,000 94,000 41,935 51,097 51,455 55,633 50,629 49,091 47,250 46,000 40,529 41,412 47,440 51,759 52,188 52,920 56,029 63,514     57,153   

Luxembourg 93,919 95,939 113,521 50,847 157,593 141,343 47,625 43,103 41,072 47,718 47,718 47,718 47,718 47,718 31,052 31,450 31,450 31,451 31,451    31,451   

Netherlands 26,500 28,000 29,500 26,500 24,680 33,232 23,894 29,698 22,355 27,500 27,500 27,500 27,500 27,400 33,775 33,775 35,000 42,409 46,691     46,691   

Norway 120,000 120,000 127,500 110,000 39,971 50,000 41,670 60,028 81,699 57,545 51,417 51,569 54,159 56,500 65,209 65,209 56,400 61,661 51,471     51,471   

Portugal 39,500 39,285 33,000 27,000 27,950 34,483 42,591 37,908 33,447 30,000 28,000 29,080 31,046 32,410 36,399 36,399 31,365 34,256 44,118     41,716   

Spain 65,000 60,000 55,000 35,000 36,434 41,322 38,760 36,806 38,924 38,898 30,882 38,898 31,511 38,830 42,167 41,321 41,210 46,274 48,709     45,941   

Sweden 80,000 85,000 91,375 61,450 73,825 55,556 59,255 45,573 50,484 48,508 38,394 34,693 35,763 43,130 39,560 40,068 39,270 51,883 72,844     45,459   

Switzerland 63,900 94,250 116,250 50,847 72,012 75,949 51,587 40,780 41,152 41,000 35,482 23,392 19,274 37,230 44,008 44,008 41,090 44,351 49,307     50,379   

United Kingdom 47,850 46,475 20,625 43,210 45,000 46,774 40,625 47,500 47,500 33,981 38,168 36,008 35,848 40,880 50,036 50,036 50,943 60,362 64,682     76,963   

Average unweighted 67,481 64,312 68,298 48,717 54,562 56,347 47,823 43,079 45,722 43,473 38,629 37,997 36,987 43,839 46,263 47,270 44,549 50,278 53,797 49,699

Inflation adjusted, 2009 US$ 110,766 101,301 104,437 72,329 78,985 79,320 65,391 57,582 60,179 55,982 48,126 46,029 44,108 51,114 52,542 51,926 47,407 52,023 53,605 49,699

Weighted average, US$ 67,639    51,835     57,493     44,032    47,117    48,204    47,823    44,011    43,456    38,510   35,592    36,089   35,941    42,308   46,898    47,739     46,963    53,390  55,261     54,577        

Weighted average, US$ per gram 68           52            57            44           47           48           48           44           43           39          36           36          36           42          47           48            47           53         55            55               

Inflation adjusted, 2009 US$ 111,026 81,648 87,915 65,373 68,208 67,858 65,391 58,829 57,195 49,591 44,343 43,718 42,861 49,330 53,262 52,442 49,977 55,242 55,065 54,577

Inflation adjusted, 2009 US$/gram 111 82 88 65 68 68 65 59 57 50 44 44 43 49 53 52 50 55 55 55

Weighted average,Euro/gram 53 42 44 38 40 37 38 39 39 36 38 40 38 37 38 38 39 39 38 39

Inflation adjusted, 2009 Euro/gram 83.1        62.2         63.4         52.0        53.3        48.4        48.4        48.6        48.3        44.3       46.3        47.4       43.9        42.2       41.7        41.0         41.1        40.4      37.7         39.2            

Sources: UNODC ARQ,  EUROPOL;  UNODC estimates in italics

1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009
US wholesale price 34           32            31            29           27           28           27           28           25           25          26           24          24           24          24           24            23           23         26            27               

Purity-adjusted 52           42            41            39           36           41           37           41           35           40          46           44          41           38          37           34            31           37         53            57               

Inflation and purity adjusted, 2009 dollars 85           66            62            59           51           57           50           54           46           52          57           53          49           44          42           38            33           39         53            57               

Source: ONDCP, transactions in excess of 50 grams, based on Expected Purity Hypothesis

Retail price (street price), US$/gram

Wholesale price, US$/kg

Sources: for 1990-2006, ONDCP, National Drug Control Strategy Data Supplement 2010; for 2007-2009, UNODC estimates based on ARQ (STRIDE data) and prices for 2006.
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Fig. 83: Global seizures of cocaine(a), 1999-2009

(b) Seizures as reported (no adjustment for purity).
(c) Excluding 1.9 tons of "basuco".

(a) Includes cocaine HCl, cocaine base and crack-cocaine.

(e) Data for the United Kingdom for 2009 are based on incomplete data for some jurisdictions for the financial year 2009/10, and adjusted for the missing 
jurisdictions using the latest available complete distribution (relative to the financial year 2006/07).

(d) Data relative to 2008. Data for 2009 from the Netherlands were not available.
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Fig. 84: Global seizures of cocaine, 1999-2009
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3.5 Market analysis

Transnational cocaine trafficking has been affecting the 
Americas for the last 40 years. The size of the United 
States’ market – the single largest cocaine market for 
decades – has been shrinking in recent years, mainly due 
to a reduction of the cocaine flows from Mexico to the 
United States. The massive decline of the US cocaine 
market has been partly offset by a rise of cocaine use in 
new destination markets (mainly in areas with above 
average purchasing power) and countries caught in the 
transit flow. Cocaine trafficking and use have started to 
affect countries in the Oceania region (already showing 
high annual cocaine use prevalence rates by interna-
tional standards), countries in western and southern 
Africa affected by the transit flow, and in some parts of 
Asia (some countries in the Near and Middle East as 
well as some emerging pockets in a few countries in the 
Far East).

The most developed cocaine market outside of the 
Americas continues to be Europe, notably West and 
Central Europe. Cocaine use in East Europe, in con-
trast, is still limited. The volume of cocaine consumed 
in Europe has doubled over the last decade, even though 
data for the last few years show signs of stabilization at 
the higher levels.

While European law enforcement agencies have 
increased their efforts, traffickers continue to innovate, 
seeking novel ways of getting their product to the con-
sumer. Around 2004, South American traffickers began 
to experiment with some new trafficking routes via West 
Africa. In a few years, they managed to undermine secu-
rity and sow high-level corruption in a number of West 
African states. Recognizing the threat, the international 
community undertook a variety of interventions to 
address this flow. The novelty aspect was lost, the politi-
cal instability proved self-defeating, and some very large 
seizures were made. By 2008, there was a remarkable 
decline in the number of both large maritime seizures 
and the number of cocaine couriers detected flying from 
West Africa to Europe. Criminal intelligence work indi-
cates that the flow may have declined, but it did not 
stop. This raises the possibility that traffickers had 
simply modified their techniques, finding new methods 
for bringing cocaine to Europe, including through West 
Africa, without detection. Statistical data support this 
scenario: European cocaine seizures decreased from 121 
mt in 2006 to 57 mt in 2009. But demand has not 

dropped by half during this period. Some (but not all) 
of the decline may be explained by improved upstream 
interception efforts as a result of improved sharing of 
intelligence with counterparts in South America.37

Cocaine consumption estimates

One of the most challenging tasks is to transform esti-
mates on the number of cocaine users into quantities of 
cocaine consumed. Information on per capita use is still 
limited (a few studies conducted in North America, 
South America, Europe and Australia) and any calcu-
lated results must be treated with caution (and results 
are subject to change, whenever more reliable informa-
tion becomes available). The best reading of existing 
data and estimates suggests that some 440 mt of pure 
cocaine were consumed in 2009. This would be in line 
with a production estimate of some 1,111 mt of cocaine, 
wholesale purity-adjusted seizures of 615 mt and global 
losses of some 55 mt (5% of production).

Of the 440 mt available for consumption, around 63% 
were consumed in the Americas, 29% in Europe, 5% in 
Africa, 3% in Asia and less than 1% in Oceania. The 
largest subregional markets were found in North Amer-
ica (close to 180 mt or 41% of the total), West and 
Central Europe (123 mt or 28%) and South America 
(85 mt or 19%). These three subregions account for 
63% of global cocaine consumption. The single largest 
cocaine market – despite strong declines in recent years 
- continues to be the United States of America, with an 
estimated consumption of 157 mt of cocaine, equivalent 
to 36% of global consumption, which is still higher than 
the cocaine consumption of West and Central Europe. 

Cocaine consumption in volume terms appears to have 
declined by more than 40% over the 1999-2009 period 
in the United States to some 157 mt (range: 133-211 
mt), with most of the decline (more than a third) having 
taken place between 2006 and 2009. As compared to 
estimates for 1989, cocaine consumption in the United 
States seems to be now some 70% lower (range: -63% 
to -77%), in parts reflecting the increase in treatment 
and successes in prevention, while the latest decline over 
the 2006-2009 period was attributed more to reduced 
supply. 

37 UNODC, The Transnational Cocaine Market, April 2011.
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Fig. 85: Estimates of the amounts of cocaine consumed, by region, subregion and globally, 2009

Source: UNODC estimates based on ARQ data and the 2005 World Drug Report, as well as updates based on selected scientific studies.
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Fig. 86: Estimates of cocaine consumption in the United States (mt), 1988-2009

Source: UNODC, World Drug Report 2010 and UNODC update for 2009.
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The opposite trend has been observed in Europe. 
Cocaine consumption in the EU and EFTA countries is 
estimated to have almost doubled, from 68 mt in 1999 
(range: 57-79 mt) to 123 mt in 2009 (range: 100-142 
mt). Between 2006 and 2009, cocaine consumption 
stabilized, and between 2007 and 2009, it may have 
slightly declined. 

Evolution of trafficking flows 

These shifts in demand have also had an impact on the 
nature of transnational cocaine trafficking. In the late 
1990s, the bulk of the world’s cocaine was shipped to 
the United States, increasingly controlled by Mexican 
groups. The Caribbean, which was the preferred transit 
zone when the Colombian cartels dominated the market, 
saw decreased trafficking as a growing share was moved 
via the Pacific through Mexico into the United States. 
Colombian traffickers, who had largely been driven 
from the more lucrative portions of the supply chain to 
North America by the Mexican cartels, increasingly 
focused on the growing European market.

Traditionally, there have been several parallel streams of 
cocaine flowing into Europe. Commercial air couriers, 
sometimes directed by West African groups in the new 
millennium, have flown to Europe from various inter-
mediate countries in the Caribbean. Colombian groups 
also made use of commercial air carriers, often in coop-
eration with groups from the Dominican Republic, with 
whom they have a long-standing relationship. Larger 
maritime consignments were often stored on board 
‘mother ships’ and transported to shore by smaller ves-
sels. The primary maritime points of entry were Spain 
(due to proximity and cultural links) and the Nether-
lands (due to the large port). These vessels typically 
transited the Caribbean.

Some time around 2004, the Colombian groups began 
experimenting with routing their cocaine shipments 
through West Africa. From 2005 to 2008, a series of 
very large cocaine seizures took place in or near West 
Africa. Many of these involved ‘mother ships’ inter-
cepted by European navies. There were also incidents 
where modified small aircraft were used. High-level 
officials were involved in some countries. There was also 
a sharp increase in the number of cocaine couriers found 
on flights from West Africa to Europe.
Around 2008, local political events (leading to the top-
pling of some of the regimes in West Africa that cooper-
ated closely with the narco-traffickers)38 coupled with 
international attention to the issue, led to in a dramatic 
reduction in the number and volume of seizures, includ-
ing both maritime shipments and commercial air couri-
ers. In parallel, the proportion of individual cocaine 
seizures in Europe that transited countries of West and 
Central Africa declined from around 25% in 2007 
(range: 21%-30%) to some 13% in 2009 (range: 11%-
17%). 
In 2008, only four large (over 100 kg) seizures were 
made, and in 2009, only one. According to IDEAS, an 
air courier database, in the second quarter of 2007, 59% 
of cocaine couriers detected were from West Africa, 
while in the third quarter of 2009, there were none. 
Since then, some increases - up to 5% of couriers 
detected - were again reported in the fourth quarter of 
2009 and, on average, 11% in 2010.
Despite this apparent reduction or even disruption, 
informal reports indicated that the trafficking contin-
ued. The use of jet aircraft, which can fly deeper inland 
in Africa, might have become an alternative method of 
moving cocaine through West Africa to Europe. 

38 UNODC, The Transnational Cocaine Market, April 2011.

Fig. 87: Estimates of cocaine consumption in the EU and EFTA countries (mt), 1998-2009

Source: UNODC ARQ; Government reports; UNODC, World Drug Report 2010; EMCDDA, Statistical Bulletin 2009.
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recent data suggest that the downward trend did not 
continue in 2009 and some early indications for 2010 
suggest that the importance of the Caribbean may have 
started to rise again. Seizures made in South American 
countries outside the Andean region, in Central America 
and the Caribbean in relation to shipments towards 
North America are estimated at slightly less than 100 mt 
(purity-adjusted). A further 100 mt of purity-adjusted 
cocaine seizures are made in North America. Thus, out 
of 380 mt exported to North America, only some 180 
are available for consumption, of which the bulk (88%) 
is consumed in the United States. 

The second largest flow is to Europe. The global shift in 
demand has also affected trafficking routes to Europe, 
with much greater volumes crossing the Atlantic by air 
and sea. Some 220 mt or 26% of total cocaine exports 
left the Andean countries for West and Central Europe 
in 2009. Of this, close to 60 mt (purity-adjusted) were 
seized in other South American countries or in the Car-
ibbean. Thus, close to 160 mt left South America for 
West and Central Europe in 2009. 

The seizures in West and Central Europe (including 
seizures on the open sea off the shores of Europe) 
amounted to some 35 mt (purity-adjusted), leaving 123 
mt for consumption in this region (range: 100–138 mt). 
This is in line with an overall prevalence rate of 0.8% of 
the population aged 15-64 and per capita use levels of 
around 30 grams of pure cocaine per user per year, for a 
total population of around 480 million people in West 
and Central Europe (EU and EFTA countries). The 
overall amount consumed in Europe is estimated at 129 
mt, suggesting that West and Central Europe (123 mt) 
accounts for 95% of the total European cocaine market. 

An analysis of individual drug seizures reported in 
Europe suggests that more than 86% of the drugs were 
trafficked directly to West and Central Europe, while 
around 13% were trafficked via West Africa. Trafficking 
via West and Central Africa would have amounted to 
some 21 mt.39 In addition, cocaine is trafficked for local 
demand to West and Central Africa – a subregion with 
a combined population of more than 400 million people, 
which may consume some 13 mt. Trafficking flows to 

39 158 mt * 13.4% = 21 mt; range: 158*10.7% to 158*16% = 17-26 
mt.

Map 22: Global cocaine flows, 1998 and 2008

Source: UNODC World Drug Report 2009 and UNODC  
calculations informed by US ONDCP, Cocaine Consumption 
Estimates Methodology, September 2008 (internal paper).

Table 26: Proportion of cocaine trafficked via West and Central Africa to Europe (based on individual 
drug seizures in Europe where the ‘origin’ of the shipment was known)

Source: UNODC IDS.

2004 2005 2006 2007 2008 2009

Cocaine seizure cases 2.9% 14.7% 16.4% 29.5% 23.8% 16.0%

Amounts of cocaine seized 1.1% 2.7% 13.4% 21.3% 3.6% 10.7%

Mid-point (‘best estimate’) 2.0% 8.7% 14.9% 25.4% 13.7% 13.4%

Current trafficking flows to main consumer markets

It is estimated that almost 380 mt or 45% of the total 
cocaine exports from the Andean region leave for North 
America, a region with a population of some 460 mil-
lion people. The bulk of cocaine shipments are still by 
sea across the Pacific to Mexico and on to the United 
States. In addition, Central American countries have 
gained prominence in recent years as trans-shipment 
locations. The Caribbean, in contrast, has lost signifi-
cance as a trans-shipment hub over the last decade. More 

ANDEAN
REGION

ANDEAN
REGION

USA

Canada
West and 
Central Europe

Mexico

USA

Canada

Brazil

Mexico

B.R. of Venezuela

Caribbean

Atlantic and
Western Caribbean 

267

63

9

12

165

126

17

14

Cocaine trafficking* 
(in metric tons)

*main routes

140

60

15

Cocaine consumption 
(in metric tons)

Main cocaine producers

6

1998

2008

U
N

O
D

C
 / 

SC
IE

N
C

ES
 P

O

West
Africa

Southern 
Africa

Pacific

Caribbean

Pacific

West and 
Central Europe



123

The coca/cocaine market

Table 27: Flows of cocaine, purity-adjusted*, to major consumer markets (mt), 2009

Source: UNODC estimates based on Annual Reports Questionnaire data and other government or scientific sources.

Production** 1,111

Less seizures in Andean countries -254

Less domestic consumption in Andean region -13

Potential amounts available for export out of  the Andean countries 844

Less losses in production and/or losses in global trafficking which cannot be attributed to specific regions -56

Actual exports  out of Andean countries 788

Map 23: Main global cocaine flows, 2009

Source: UNODC, World Drug Report 2010, updates for 2009.
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West and  
Central Europe

North 
America

Non-Andean South Amer-
ica / Caribbean, Central 
America, Africa, Asia,  
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Amounts of cocaine leaving the Andean countries 217 378 193

Less amounts seized in non–Andean South America,  
Caribbean and Central America linked to trafficking flows  -59 -98 -64

Less  domestic consumption in non-Andean South  
America / Caribbean / Central America -83

Amounts leaving South America,  Caribbean and  
Central America  

158 
(incl. 21 mt via 

West Africa)
280 46

Less amounts seized in consumer countries outside  
South America / Central America / Caribbean -35 -101 -3

Amounts of cocaine consumed in countries outside  
South America /  Central America / Caribbean 123

179 
(incl. 157 in 

the USA)

43  
(incl. 21 Africa, 14 Asia,  

6 East and South-East Europe; 
2 Oceania)

*Purity levels tend to decline along the trafficking chain. All numbers in this table have been adjusted to pure cocaine equivalents. Seizure data were 
adjusted based on reported wholesale purity data.
** The global cocaine production in 2009 was estimated to amount to between 842 mt and 1,111 mt. Actual cocaine consumption for 2009 was esti-
mated at 440 mt. Seizures, not adjusted for purity, amounted to 732 mt in 2009.Considering purity-adjusted seizures of cocaine (unweighted average 
of all purities at retail and wholesale level reported by Member States in 2009), some 481 mt would be available for consumption and losses if the lower 
cocaine production estimate were used. If the higher cocaine production estimate were used, deducting seizures adjusted for wholesale purity (based on 
2009 purity data or the latest year available), some 496 mt would be left for consumption and losses. The upper and the lower production estimates could 
be thus sufficient to cover consumption (440 mt). For the calculation shown above, the higher production estimates and seizures adjusted at wholesale 
purities were used. This reflects the observation that wholesale seizures account for the bulk of seizures in volume terms and would support the higher 
production estimates. However, one cannot exclude the possibility that seizures may be over-estimated due to possible double-counting once several law 
enforcement agencies within or across countries have been involved in cocaine interceptions.
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West Africa could have thus amounted to some 35 mt in 
2009 (range: 21-55 mt), equivalent to 4% (range: 
2%-6%) of total cocaine exports out of the three Andean 
countries - of which almost two thirds was for subse-
quent onward transit traffic to West and Central Europe. 

Current value and money flows

The value of the global cocaine market is most certainly 
lower than it was in the mid-1990s, when prices were 
much higher and the US market was strong. In 1995, 
the global market was worth some US$165 billion, 
which had been reduced to just over half of this by 2009 
(US$85 billion; range: US$75-US$100 bn). 

North America and West and Central Europe accounted 
for 86% of the global cocaine market in economic terms 
in 2009. North America accounted for 47% and West 
and Central Europe 39% of the total. 

While the North American market shrank over the last 
two decades – due to lower volumes and lower prices - 
the European market expanded. Nonetheless, the US 
market remains the largest market globally, but the 
market of the countries of West and Central Europe 
(US$33 billion at retail level in 2009) is – in economic 
terms – now nearly as large as the US market (US$37 
billion in 2009). 

Map 24: Significant cocaine seizures affecting West Africa, 2005-2011*

* January 2011

Source: UNODC IDS; Government sources.
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Out of the US$85 billion in income from global cocaine 
retail sales in 2009, traffickers are estimated to have 
reaped some US$84 billion (almost 99%). The rest went 
to farmers in the Andean region. The largest gross prof-
its were reaped from cocaine sales in North America 
(some US$34 billion), followed by countries of West 
and Central Europe (some US$23 billion). Expressed as 
a proportion of GDP, the cocaine profits were rather 
small (0.2% of GDP in North America and 0.1% in 
West and Central Europe). Profits from international 
trafficking to North America and Europe amount to 
some US$15 bn. This suggests that more than 85% of 
global cocaine profits were related to demand for cocaine 

Fig. 88: Value of the global cocaine retail  
market (in billion constant 2009 US$), 
1995, 2008 and 2009

Sources: UNDCP, Economic and Social Consequences of  
Drug Abuse and Illicit Trafficking, 1997 (re-valued based on 
US consumer price index); UNODC estimates on the size of 
the global cocaine market for 2009, based on ARQ data and 
other Government sources.

Fig. 89: Regional breakdown of the value of 
the global cocaine market in 2009 in 
billions of US$ (N = US$85 bn)

Source: UNODC estimates on the size of the global cocaine 
market for 2009, based on ARQ data and other Government 
sources.

in North America and West and Central Europe. 
Cocaine-related profits generated in South America, 
Central America and the Caribbean from trafficking 
cocaine to North America and West and Central Europe 
amounted to some US$18 billion in 2009, equivalent to 
0.6% of the total GDP of South America, Central 
America and the Caribbean. 

Of the cocaine trafficked to meet demand in West and 
Central Europe, UNODC estimates – based on an 
analysis of reported individual drug seizures in terms of 
volumes and number of seizure cases - that some 13% 
(range: 11%-16%) transited West Africa in 2009. 
Reports indicated that up to one third of the shipments 
is paid in kind to service providers in West Africa, who 
then traffic most of this cocaine to Europe on their own 
behalf. In addition, profits are made in supplying the 
West African cocaine market. The potential wholesale 
profits affecting West Africa in 2009 amount to US$0.8 
billion, equivalent to 0.2% of GDP in West and Central 
Africa. These figures do not include profits made by 
West African citizens engaged in European cocaine retail 
sales (often European residents, illegal immigrants or 
asylum seekers). European retail profits amount to some 
US$20 billion. Arrest statistics of West African citizens 
in relation to cocaine trafficking (for example, more 
than 23% in Portugal in 2008 and more than 16% in 
France in 2006) suggest that West African groups play 
an important role in cocaine street sales in several 
(mainly continental) European countries. Assuming that 
the West African groups reap, on average, between 5% 
and 10% of the European cocaine retail profits, this 
would amount to another US$1-2 billion in potential 
cocaine-related income. 

Fig. 90: Value of the US and West and Central 
European cocaine markets, 1989-2009 
(constant 2008 US$ billions) 

Source: UNODC, World Drug Report 2010 and updates for 
2009.
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Table 28: Estimates of gross profits made by cocaine traffickers (billion US$), by region, 2009

 Sources: UNODC estimates based on ARQ data and other Government or scientific sources. 

In billion US$ In % of GDP

South America, Central America, Caribbean 
 local market 
 export to North America* 
 export to Europe**

3
6
9

0.1%
0.2%
0.3%

Subtotal South America, Central America, Caribbean 18 0.6%

North America (USA, Mexico, Canada) 34 0.2%

West and Central Europe (EU-25 and EFTA) 23 0.1%

West and Central Africa (local demand and export to Europe) 0.8 0.2%

Other 8 0.04%

Total trafficking profits 84*** 0.1%

* Trafficking from producing areas in the Andean region to Mexico. 
** All trafficking to transit countries (US$4.9 bn) and from transit countries to Europe (US$6.1 bn) of which 70% (US$4.3bn) is assumed to be 
generated by trafficking groups from South America and the Caribbean; gross profits for trafficking to Europe are higher as prices in Spain (the main 
entry point into Europe) are much higher than prices in Mexico (the main entry point into North America). 
*** The difference between the total size of the global cocaine market (US$85 bn) and gross trafficking profits (US$84 bn) is income of farmers; 
farmers are estimated to earn less than US$1 bn. 

Table 29: Tentative estimates of the profits reaped by West African groups out of cocaine trafficking, 
2009

Source: UNODC estimates based on ARQ and IDS data.

Gross profits 
Proportion of  

(assumed) West- African 
involvement

West African cocaine 
related trafficking 

income

Profits made by importing cocaine  
from South America to West Africa  
for domestic use

US$ 0.2 bn 10% US$ 0.02 bn

Profits made by selling cocaine 
to West African customers US$ 0.4 bn 100% US$ 0.4 bn

Profits made in shipping cocaine to 
countries in West and Central Europe 
and selling it to mid-level drug dealers 

US$ 9.2 bn 13.4%*33% US$ 0.4 bn

Subtotal � US$ 0.8 bn

Retail profits made in West and  
Central Europe US$ 20 bn 5% - 10% US$ 1 bn – US$ 2 bn 

Total US$ 1.8 – US$ 2.8 bn
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4.1 Introduction

The term amphetamine-type stimulants (ATS) refers to 
a group of synthetic substances comprised of ampheta-
mines-group substances (primarily amphetamine, meth-
amphetamine and methcathinone) and ecstasy-group 
substances (MDMA and its analogues). 

ATS are available in diverse forms and purities. Meth-
amphetamine or amphetamine can be in powder, tablet, 
paste or crystalline form while ‘ecstasy’ is usually avail-
able in tablet or powder form.

4.2 Consumption

For the past two decades, the use of amphetamine type 
stimulants (ATS) has been one of the most significant 
drug problems worldwide. This section describes the 
trends in the use of amphetamines-group and ecstasy-
group substances in the different regions.

Amphetamines-group substances

In 2009, UNODC estimates that, with an annual prev-
alence ranging between 0.3% and 1.3%, between 13.7 
and 56.4 million people aged 15-64 globally had used 
amphetamines-group substances at least once in the past 
year. While these numbers reflect a slight increase over 
estimates for previous years, they do not essentially indi-
cate a significant difference in the prevalence of amphet-
amines-group substances.

The type of amphetamines-group substances used in 
different regions varies considerably. In East and South-
East Asia, methamphetamine is the primary substance 
consumed within this group, while in the Near and 

Middle East, the use of tablets sold as Captagon is 
reportedly more common. In Europe, amphetamine is 
the main substance used within this group with the 
exception of Czech Republic and Slovakia, where meth-
amphetamine has traditionally been the predominant 
amphetamines-group substance used. 

In North America as well as Australia and New Zealand, 
the use of prescription stimulants1 is as common as 
methamphetamine. In South America and the Carib-
bean, prescription stimulants are more commonly used. 
In Africa, especially in West, Central and East Africa and 
some parts of Southern Africa, the use of amphetamines-
groups substances may comprise use of prescription 
stimulants. In South Africa, methamphetamine and 
methcathinone are the most commonly used ATS. 

In 2009, out of the 69 Member States that reported 
expert perception on amphetamines-group use trends 
through the Annual Reports Questionnaire, an equal 
number of countries perceived increasing and stable 
trends in the use of ATS over the past year. In Asia, 
however - particularly in South and South-East Asia - 
the majority of countries reported a perceived increase 
in the use of ATS in their countries. 

Trends over the past 12 years in the perceived increase in 
use of ATS as reported by Member States indicate that 
since 2001, the rate of increase has been much higher 
and more substantial in the developing (non-OECD) 
countries than in the developed (OECD) countries. In 
developing countries and especially emerging econo-

1 Prescription stimulants may include substances such as amfepra-
mone, fenetylline, methylphenidate, phenmetrazine, et cetera.



128

World Drug Report 2011 

mies, there is an expanding middle class with more dis-
posable income. The association in developed countries 
of synthetic drugs, especially stimulants, with moderni-
zation and affluent lifestyles, combined with increasing 
demands for higher performance and the availability 
and reported common use of stimulants in recreational 

and entertainment settings, may be contributing to an 
increase in the use of stimulants in developing countries 
where young people within the growing middle class 
may want to emulate these lifestyles. 

Region/subregion  
(amphetamines-group)

Estimated 
number of 

users annually 
(lower)

-

Estimated 
number of 

users annually 
(upper)

Percent of 
population 
age 15-64 

(lower)

-

Percent of 
population 
age 15-64 

(upper)

Africa
East Africa
North Africa
Southern Africa
West and Central Africa

1,180,000
 
 

280,000
 

-

-

8,150,000
 
 

780,000
 

0.2
 
 

0.4
 

-

-

1.4
 
 

1.0
 

Americas
Caribbean
Central America
North America
South America

5,170,000
30,000

320,000
3,460,000
1,340,000

-
-
-
-
-

6,210,000
530,000
320,000

3,460,000
1,890,000

0.8
0.1
1.3
1.1
0.5

-
-
-
-
-

1.0
1.9
1.3
1.1
0.7

Asia
Central Asia
East/South-East Asia
Near and Middle East
South Asia

4,330,000
 

3,480,000
460,000

 

-

-
-

38,230,000
 

20,870,000
4,330,000

 

0.2
 

0.2
0.2
 

-

-
-

1.4
 

1.4
1.7
 

Europe
East/South-East Europe
West/Central Europe

2,540,000
510,000

2,030,000

-
-
-

3,180,000
1,050,000
2,120,000

0.5
0.2
0.7

-
-
-

0.6
0.5
0.7

Oceania 470,000 - 640,000 2.0 - 2.8

Global 13,690,000 - 56,410,000 0.3 - 1.3

Table 30: Annual prevalence and estimated number of amphetamines-group substances users,  
by region, subregion and globally, 2009

Fig. 91: Range of estimated number of  
amphetamines-group substance  
users by region

Source: UNODC.

Fig. 92: Range annual prevalence of  
amphetamines-group substance  
users by region

Source: UNODC.
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in 2009 in the United States. While this estimate was 
significantly higher than the estimate in 2008 (95,000), 
it is still substantially lower than the estimate for 2002 
(299,000),2 and far lower than the reported initiates for 
most other illicit drugs (except for PCP). In line with 
the annual prevalence, the number and proportion of 
people who had reported non-medical use of stimulants 
in the past 30 days (prior to the survey) increased sig-
nificantly from 904,000 (0.4%) in 2008 to 1.3 million 

2 Substance Abuse and Mental Health Services Administration, Results 
from the 2009 National Survey on Drug Use and Health: Volume I. 
Summary of National Findings, Rockville, Maryland, USA, 2010.

(0.5%) in 2009. This increase in the prevalence of stim-
ulants use is attributed in part to an increase in the 
number of methamphetamine users.3 

The recent increase in stimulant and notably in meth-
amphetamine use among the general US population was 
not reflected in prevalence data for high school students 
for 2009. Among secondary school students in the 
United States, there has been a declining trend in the 
annual prevalence of amphetamine and methampheta-
mine use between 2002 and 2008, and stable trends in 

3 Ibid.

Fig. 93: Expert perceptions of the trends in amphetamines-group substance consumption,  
2000-2009

Source: UNODC ARQ.

Fig. 94: Amphetamines-group substance use 
trends as perceived by experts of de-
veloped (OECD) and developing coun-
tries, 1998-2009 (baseline: 1998 =100)

Source: UNODC ARQ.
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2009.4 In 2010, annual prevalence of amphetamines use 
rose among 10th and 12th graders while it continued to 
decline among 8th graders. Use of methamphetamine, 
in contrast, increased among 8th graders, remained 
stable among 10th graders but declined among 12th 
graders in 2010. Despite some increases in ampheta-
mines use and a stable level of methamphetamine use 

4 Johnston, L. D., O’Malley, P. M., Bachman, J. G., and Schulen-
berg, J. E., Monitoring the Future national results on adolescent drug 
use: Overview of key findings, 2010, Ann Arbor, Institute for Social 
Research, The University of Michigan, USA, 2011.

among US high school students in 2010, the overall 
level in 2010 remained substantially lower than over the 
2002-2006 period. 

In contrast to an overall rising trend of ATS use in the 
United States, the annual prevalence of ATS use among 
the general population in Canada (0.7%) was signifi-
cantly lower in 2009 than in 2008 (1.5%). The annual 
prevalence of both amphetamine and methampheta-
mine was substantially lower in 2009 than a year earlier 
(0.5% and 0.1% compared to 1.3% and 0.2% respec-
tively).

In Mexico, while there has been no update in the annual 
prevalence of amphetamines-group substance use since 
the last household survey in 2008, the expert perception 
in 2009 indicates stable trends for amphetamines use 
but a great increase in the use of methamphetamine over 
the past year. In 2009, among school students aged 
12-19 in Mexico, the reported lifetime prevalence of 
amphetamine and methamphetamine use was 1.9% and 
0.7% respectively.5 In previous years, however, the life-
time prevalence among youth aged 12-17 was reported 
as 0.07% for amphetamine and 0.35% for metham-
phetamine.6 

Amphetamines-group substance use in South  
America appears to remain stable

There is no updated information on the prevalence of 
amphetamines-group substance use in South America. 
Existing information shows that the annual prevalence 

5 UNODC ARQ.
6 The information on annual prevalence in the ARQ for Mexico in 

2008 was based on the national survey conducted among the general 
population aged 12-65 with the breakdown of the estimates among 
the ages 12-17 years

Fig. 96: United States: Annual prevalence of 
stimulants and methamphetamine use 
in the population aged 12 and older, 
2002-2009

Source: Substance Abuse and Mental Health Services Adminis-
tration, Results from the 2009 National Survey on Drug Use 
and Health: Volume I, Summary of National Findings, 2010.

1.4
1.3

1.4
1.3

1.5

1.2
1.1

1.2

0.7 0.7
0.8

0.7
0.8

0.5

0.3

0.5

0

0.2

0.4

0.6

0.8

1

1.2

1.4

1.6

2002 2003 2004 2005 2006 2007 2008 2009

A
n

n
u

al
 p

re
va

le
n

ce
 (

as
 %

)

Stimulants (all types) Methamphetamine

4.1

9

8
7.1

9.9 10

8.6

6.8 6.6

5.5 5.5
4.9 4.9 4.7

4.2 4.5
3.9

6.4

7.97.8
8.5

10.7

7.67.5
8.1

11.1

7.4

0

2

4

6

8

10

12

2002 2003 2004 2005 2006 2007 2008 2009 2010

A
n

n
u

al
 p

re
va

le
n

ce
 (

%
)

Amphet 8th grade Amphet 10th grade Amphet 12th grade

Meth 8th grade Meth 10th grade Meth12th grade

Fig. 97: Annual prevalence of amphetamines use among secondary school students in the 
United States, 2002-2009

Source: United States Monitoring the Future: national results on adolescent drug use.



132

World Drug Report 2011 

of amphetamines-group substance use in South America 
remains close to the world average, with estimates rang-
ing between 0.5% and 0.7% of the population aged 
15-64 or between 1.34 and 1.89 million people in that 
age group who had used these substances in the previous 
year. Compared to 2008, most of the countries report-
ing from the region perceive trends of amphetamine and 
methamphetamine use as being stable in 2009. Brazil, 
the Bolivarian Republic of Venezuela and Argentina 
remain countries with a high prevalence and absolute 
number of users of amphetamine and methampheta-
mine in South America. 

In a national survey conducted among university stu-
dents in Brazil in 2009, the annual prevalence of 
amphetamines use among the students was reported as 
10.5%. The annual prevalence was higher among female 
students (14.1%) than male students (5.5%), and was 
also higher among the older students, that is, those who 
were 35 years or older (18.6%), followed by students 
aged between 25-34 years (13.7%).7  The use of amphet-
amine-like substances is reportedly more common 
among women due to their anorexic effects and a preva-
lent culture to use medications for weight loss purposes.8 

Although there are no recent updates on the prevalence 
of amphetamine and methamphetamine in Central 
America, as a region, it has a high prevalence of amphet-

7 Andrade, A.G., Duarte, P. and Oliveira, L. G., I Levantamento Nacio-
nal Sobre O Uso De Álcool, Tabaco E Outras Drogas Entre Universita-
rios Das 27 Capitais Brasileiras, Secretaria Nacional Politicas sobre 
Drogas, Brasilia, 2010.

8 Napp S.A., et al., ‘Use of anorectic amphetamine-like drugs by Bra-
zilian women,’ Eating Behaviors, Volume 3, Issue 2, Summer 2002, 
pages 153-1165

amines-group substance use (1.3% of the adult popula-
tion), with El Salvador (3.3%), Belize (1.4%) and 
Panama (1.2%) as the three countries with high annual 
prevalence among the general population. A large pro-
portion of the ATS use in these countries is related to 
the use of prescription stimulants. 

While most countries in Europe show stabilizing 
trends in the use of amphetamines-group  
substances, high levels of injecting amphetamines 
use are reported by a few

In 2009, more than half of European countries reported 
stable trends of ATS use in their countries. The coun-
tries that reported data show a mixed trend from previ-
ous years. The annual prevalence of amphetamines-group 
substance use in Europe is estimated between 0.5% and 
0.6%, which corresponds to an estimated 2.6 to 3.3 mil-
lion people who had used these substances in the past 
year. Like in other regions, the majority of amphetamine 
users fall within the 15-34 years age group, with a much 
higher estimated annual prevalence of 1.2%.

The amphetamines-group substance prevalence is, over-
all, higher in West and Central Europe than in East and 
South-East Europe. In most parts of Europe, ampheta-
mine is the more commonly used substance within this 
group, while the use of methamphetamine remains lim-
ited and has historically been highest in the Czech 
Republic and Slovakia. In 2009 and 2010, countries 
that reported new data on ATS prevalence include 
Cyprus, Germany, Spain, Sweden and the United King-
dom (England and Wales). Except for Germany and 
Sweden, many of these countries are showing stabilizing 
or decreasing trends in the use of amphetamines-group 
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Fig. 98: Annual prevalence of amphetamines-
group substances use in South  
America among the population aged  
15-64, latest year available

Source: UNODC ARQ.

Fig. 99: Brazil: Prevalence of amphetamine use 
among university students, 2009

Source: I Levantamento Nacional Sobre O Uso De Álcool, 
Tabaco E Outras Drogas Entre Universitarios Das 27 Capitais 
Brasileiras, Secretaria Nacional Politicas sobre Drogas, Brasilia, 
2010.

8.1

18.1

10

17.9

23.6

13.814.1

6.6

13.7

18.6

10.5

2.7

11.6

5.95.5
7.3

4.4

11.7

16.5

8.7

5.7

0

5

10

15

20

25

Male Female 18 18-24 25-34 35 Overall

Pr
ev

al
en

ce
 (

%
)

Lifetime Annual Monthly



133

The ATS market

substances. While in Germany, there was an increase in 
the annual prevalence in 2009 (0.7%) over the previous 
estimates in 2006 (0.5%), the estimate remains at lower 
levels than shown for 2003 (0.9%).

Within West and Central Europe, the Czech Republic, 
Denmark, the United Kingdom, Norway and Estonia 
remain the countries with the highest annual prevalence 
rates, while in South-East Europe, Bosnia and Herze-
govina and Bulgaria have high annual prevalence of 
amphetamines use.

In most West and Central European countries, problem 
amphetamines use represents a small fraction of overall 
problem drug use, except for the Czech Republic and 
some of the Nordic countries. Those who report 
amphetamine as their primary substance account for less 
than 5% of drug users in treatment, on average, in 
Europe. High levels of injecting use are reported from 
the Czech Republic, Estonia, Latvia, Lithuania, Sweden 
and Finland, ranging from 57% to 82% among amphet-
amines users.9

Mixed trends on use of amphetamines-group  
substances in Africa

The annual prevalence of amphetamines-group sub-
stances in Africa is estimated between 0.2% and 1.4% 
(between 1.2 and 8 million people), reflecting the fact 
that for most parts of Africa, there is either limited or no 
recent or reliable data available on the prevalence or 
trends of amphetamines-group substance use, resulting 

9 European Monitoring Centre for Drugs and Drug Addiction 
(EMCDDA), Annual Report 2010: The State of the drugs problem in 
Europe, Lisbon, 2010

in a wide range and uncertainty of the estimates. The 
only valid estimates that can be derived in the region are 
for Southern Africa where the annual prevalence is esti-
mated between 0.4% and 1% of the population aged 
15-64. 

Among the limited number of countries that have 
reported expert opinion on trends in the use of amphet-
amines-group substances in Africa, nearly half of the 
countries report that the trend has increased while a 
similar proportion report stable trends over the past year. 
In most parts of Africa, prescription amphetamines 
comprise the primary substances used within this group. 

South Africa is one country in the region from which 
there is more consistent and recent information available 
on drug use trends. Such data – based on treatment 
demand - showed a strong increase in the importance of 
amphetamines until the second half of 2006, followed 
by a stabilization or small downward trend since. The 
importance of amphetamines increased again temporar-
ily in the first half of 2009, before falling back in the 
second half of the year to the levels reported in 2008. 

The past 3 months prevalence of amphetamines-group 
substances in South Africa was reported at 0.7% in 2008 
for the population aged 15 and above. Based on this 
information, the annual prevalence of amphetamines-
group substance use was estimated by UNODC at 
between 0.7% to 1.4% of the adult population (aged 
15-64) in South Africa. 

In contrast to the patterns in other parts of Africa, meth-
amphetamine and methcathinone are the main sub-
stances used within the amphetamines-group substances. 

Fig. 100: Trends in amphetamines-group substances in selected European countries, various years

Sources: EMCDDA; UNODC.
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In South Africa, methamphetamine or ‘tik’ as it is locally 
known, remained the primary substance of use for which 
people were seeking treatment, mainly in Cape Town. In 
other parts of the country, the proportion has remained 
very low.10 For the other countries in Africa, for which 
information on treatment demand is available, amphet-
amines-group substances as the primary substance of 
abuse among persons treated in the region averaged 
around 5% of all treatment demand. This ranges from 
30% of all treatment admissions reported in Niger to 
around 2% in Nigeria.

Increasing trends of amphetamines-group sub-
stances use in Asia with injecting methamphetamine 
and its associated negative health consequences 
reported as an increasing problem in East and  
South-East Asia

The annual prevalence of amphetamines-group sub-
stance use in Asia ranges between 0.2%-1.4% or from 4 
to 38 million people aged 15-64 who are estimated to 
have used these substances in the past year. The wide 
range and uncertainty in the estimates derive from miss-
ing information on the extent and pattern of use from 
large countries in Asia, particularly China and India. 
Due to a lack of recent or reliable estimates from many 
countries in the region, estimates cannot be calculated 
for the subregions of Central and South Asia. 

Nevertheless, among the Asian countries reporting 
through the ARQ, experts in more than half of the 
countries, mainly in East and South-East Asia, perceived 

10 Pluddemann A., Parry C., et al. Alcohol and Drug Abuse Trends: July 
– December, 2009 (Phase 27), South African Community Epidemiol-
ogy Network on Drug Use (SACENDU) Update June 2010.

an increase in the use of amphetamines-group sub-
stances, compared to less than a quarter of countries in 
which experts perceived the problem to have stabilized 
or decreased over the past year. Outside East and South-
East Asia,11 Armenia, Georgia, Jordan, Pakistan and 
Qatar are five countries that have reported a perceived 
increase in the use of amphetamine-type stimulants over 
the past years.

In East and South-East Asia, the annual prevalence of 
amphetamines-group substances ranges between 0.2%-
1.4% of the adult population aged 15-64.12 Metham-
phetamine, both in pill and crystalline forms, is the 
main substance used within this group. The Philippines 
(2.1%), Thailand (1.4%) and the Lao People’s Demo-
cratic Republic (1.4%) are the countries in the subre-
gion with prevalence of methamphetamine use higher 
than the global average.

On average, the countries in South-East Asia in 2009 
reported a 250% increase in the number of metham-
phetamine-related arrests since 2004. The highest 
increase reported was from Lao People’s Democratic 
Republic, whereas Japan has reported a decline in meth-
amphetamine-related attests.13 

11 The countries and areas reporting increases in ATS use in 2009 
include China (and Macao, China), Indonesia, Lao People’s Demo-
cratic Republic, Malaysia, Myanmar and Viet Nam. On the other 
hand, Hong Kong China, Kazakhstan, the Republic of Korea and 
Lebanon have reported decreasing use of ATS.

12 In East and South-East Asia, most of the information on ampheta-
mines-group substances is available through the UNODC SMART 
programme that assists the countries in the region to monitor drug 
trends with a particular focus on use of amphetamine-type stimu-
lants.

13 UNODC Patterns and Trends of Amphetamine-Type Stimulants and 

Fig. 101: Trends in treatment demand for  
methamphetamine as the primary sub-
stance in Western Cape (Cape Town), 
South Africa, 2005-2009 (biannual data)

Source: Alcohol and Drug Abuse Trends: July – December, 
2009 (Phase 27), South African Community Epidemiology 
Network on Drug Use (SACENDU) Update June 2010.

Fig. 102: Percentage of ATS-group substances 
among primary substance of abuse in 
treatment in  Africa, 2009 or latest  
year available

Source: UNODC ARQ.
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The treatment demand for methamphetamine in East 
and South-East Asia has also increased considerably over 
the last decade. It rose from on average a quarter of all 
treatment demand in 1998 to nearly half of all treatment 
admissions in 2009. The treatment demand for meth-
amphetamine in 2009, or the latest year for which data 
is available, varied considerably across the countries and 
areas, ranging from nearly the entire treatment demand 
for methamphetamine use in Brunei Darussalam, the 
Republic of Korea and the Lao People's Democratic 
Republic to only 9% in Indonesia and Hong Kong, 
China.

Heroin and methamphetamine are the two common 
substances being injected in East and South-East Asia, 
with increasing trends reported of injecting metham-
phetamine in the subregion. In Thailand, injecting is the 
second most common method for using crystalline 
methamphetamine and the third most common method 
for abuse of methamphetamine pills.14 In 2009, Indo-
nesia reported an increasing trend in injecting heroin 
and crystalline methamphetamine, while Malaysia 
reported injecting of crystalline methamphetamine for 
the first time in 2009.15 As a consequence, many coun-
tries in East and South-East Asia also have concentrated 
HIV epidemics that are in large part driven by sharing 
of contaminated needles and syringes among the inject-
ing drug users. 

 

Other Drugs, Asia and Pacific, Global SMART Programme, 2010.
14 Pills are crushed, dissolved and injected.
15 UNODC, Patterns and Trends of Amphetamine-Type Stimulants and 

Other Drugs, Asia and Pacific, Global SMART Programme, 2010

Infection with the hepatitis C virus (HCV), another 
major health consequence of injecting, is also reportedly 
high in the countries of East and South-East Asia. 
Among the countries and areas that reported prevalence 
of HCV among injecting drug users, this ranged between 
50% in Macao, China to over 80% in Indonesia, Myan-
mar and Hong Kong, China.16

16 UNODC ARQ.

Fig. 103: Trends in methamphetamine-related 
arrests in selected countries in East 
and South-East Asia, 2004-2009

Source: UNODC, Patterns and Trends of Amphetamine-Type 
Stimulants and Other Drugs, Asia and Pacific, Global SMART 
Programme, 2010.
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Prevalence of amphetamines-group substances 
remains highest in Oceania but with declining 
trends in Australia and New Zealand

Oceania as a region reportedly has the highest preva-
lence rate of amphetamines-group substances, ranging 
between 2% to 2.8% of the population aged 15-64. 
Marshall Islands, Australia and New Zealand, with 
annual prevalence rates of 2.7%, 2.7% and 2.1% respec-
tively, remain the countries with the highest prevalence 
rates. The Pacific island states and territories in the 
region with available data report high prevalence rates of 
amphetamines-group substances.
The annual prevalence of meth/amphetamine use 
among the population aged 14 and above in Australia 
declined from 3.4% in 2001 to 2.3% in 2007. Although 
there is no updated information on annual prevalence of 
amphetamines use among the general population since 
2007, available information points to a continuing 
decline in the trends of amphetamines use reported 
through different indicators. 
Among Australian students aged 12-17 there has been a 
significant decline in both the lifetime and past month 
prevalence of amphetamines use from 2002 to 2005 and 
further to 2008.17 The lifetime prevalence among the 
students had declined to 3.7% in 2008 from the 6.6% 
reported in 2002.18

17 White V., Smith G., Australian secondary school students’ use of tobacco, 
alcohol, and over-the-counter and illicit substance in 2008, Drug Strat-
egy Branch, Australian Government Department of Health and 
Ageing, September 2009.

18 Like in other countries, the lifetime and past month prevalence of 
amphetamines use among students aged 16-17 is higher (6.2% and 
2.4% respectively) than those aged 12-15 years (2.7% and 1.2% 
respectively). 

The monitoring among detainees who were tested for 
drug use in Australia in 2008 revealed that 22% of 
detainees tested positive for methamphetamine use, 
down from 27% in 2007. This proportion was lower 
than at any point in time since 2000.19

Among the injecting drug users who were interviewed as 
part of the Illicit Drug Reporting System (IDRS), the 

19 Gaffney A., et al Drug Use Monitoring in Australia: 2008 Annual 
Report on drug use among police detainees, Australian Institute of 
Criminology, 2010

Fig. 106: Annual prevalence of amphetamines-
group substances in selected areas in 
Oceania, 2007/2008*

* In the case of New Zealand the estimates are for 2008, while  
for the rest of the countries they are from 2007.

Source: UNODC.

Fig. 107: Australia: Prevalence of amphetamine 
use among students, 2002, 2005 and 
2008

Source: Australian secondary school students’ use of tobacco, 
alcohol, and over-the-counter and illicit substance in 2008, 
Drug Strategy Branch, Australian Government Department of 
Health and Ageing, September 2009.
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testing positive for use of ampheta-
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proportion of injecting drug users who had used any 
form of methamphetamine in the preceding six months 
declined each year between 2006 and 2010, and in 2010 
reached its lowest level since 2003. The proportion of 
injectors who had used methamphetamine in the pre-
ceding six months dropped from 79% in 2006 to 74% 
in 2007 and continued to decline to 67% in 2009 and 
60% in 2010.20

The prevalence of Hepatitis C among injecting drug 
users has remained stable at 61-62% over the period 
2005-2008 in Australia, and is lower among those who 
reported using methamphetamine compared to those 
who reported heroin as the last drug injected. The HIV 
prevalence has also remained low at 1.5% among inject-
ing drug users, but the prevalence is higher among drug 
users reporting methamphetamine as the last drug 
injected compared to those who reported last injecting 
heroin.21

The prevalence of amphetamines-group substances in 
New Zealand is among the highest in the world, where 
2.1% of the population aged 16-64 had used ampheta-
mine in the past year (2007/2008). Methamphetamine 
is also injected. About 0.5% of the population had used 
prescription stimulants for recreational purposes in the 
past year.22 As part of the drug use monitoring among 
arrestees in New Zealand (NZ-ADAM), amphetamines 
were reported as the second most common drug (10%)  
 

20 Illicit drug reporting system (IDRS), Australian Drug Trends 2010: 
Key Findings – Drug Trend Conference Handouts, Australian Govern-
ment Department of Health and Ageing.

21 National Centre in HIV Epidemiology and Clinical Research., Aus-
tralian NSP Survey National Data Report 2005-2009, The University 
of New South Wales, Sydney, 2010. 

22 Ministry of Health, Drug Use in New Zealand: Key Results of the 
2007/08 New Zealand Alcohol and Drug Use Survey, 2010.

after cannabis, followed by methamphetamine (9%) 
among those tested for drug use in 2008.23 

In contrast to Australia, methamphetamine use figures 
seem to be still rising in New Zealand. Among frequent 
injecting drug users the proportion of those who injected 
methamphetamine increased from 40% in 2006 to 50% 
in 2009. Frequent methamphetamine users, that is, 
those who had used the drug in the past 6 months, 
interviewed as part of Illicit Drug Monitoring System in 
New Zealand in 2009, were more likely to have injected 
methamphetamine in 2009 than in 2008 (35% vs. 
23%).24 

23 Hales J and Manser J., Annual report 2008- New Zealand Police NZ-
ADAM, Health Outcomes International Pvt. Ltd., October 2008.

24 Wilkins C., et al, Recent Trends in Illegal Drug Use in New Zealand, 
2006-20009: Findings from the 2006, 2007,2008 and 2009, Illicit 
Drug Monitoring System (IDMS), Massey University, July 2010.

Fig. 109: Australia: proportion of injecting drug users who reported use of methamphetamine  
in the preceding six months, 2003-2010

Source: Illicit drug reporting system (IDRS), Australian Drug Trends 2010: Key Findings – Drug Trend Conference Handouts, Australian 
Government Department of Health and Ageing.
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America has the highest prevalence rate of 1.4% of 
‘ecstasy’ use among the general population. 

Around 1.1 million people initiated their drug use with 
‘ecstasy’ in the United States in 2009, signalling a sig-
nificant increase over the previous year (894,000 people 
in 2008). Most (66.3%) of the ‘ecstasy’ users who had 
initiated in 2009 were aged 18 years or older, with an 
average age of 20.2 among those using ‘ecstasy’ for the 
first time in 2009.26

26 Substance Abuse and Mental Health Services Administration. (2010). 
Results from the 2009 National Survey on Drug Use and Health: Volume 

Since the decline in prevalence of ‘ecstasy’ use in 2002, 
the trends remained stable between 2003 and 2008, but 
began to register an increase in 2009.

A similar trend was observed among secondary school 
students, where the annual prevalence of ‘ecstasy’ use 
among students in the 8th, 10th and 12th grades, after 
having remained stable between 2003 and 2008, regis-
tered a clear increase over the 2008-2010 period, nota-
bly among the younger age groups, the 8th and 10th 

I. Summary of National Findings, Rockville, Maryland, USA.

Region/subregion

Estimated 
number of 

users annually 
(lower)

-
Estimated 

number of users 
annually (upper)

Percent of 
population 
age 15-64 

(lower)

-

Percent of 
population 
age 15-64 

(upper)

Africa
East Africa
North Africa
Southern Africa
West and Central Africa

390,000

190,000

-

-

1,900,000

300,000

0.1

0.2

-

-

0.3

0.4

Americas
Caribbean
Central America
North America
South America

3,770,000
20,000
20,000

3,210,000
520,000

-
-
-
-
-

4,020,000
240,000

30,000
3,210,000

530,000

0.6
0.1
0.1
1.1
0.2

-
-
-
-
-

0.7
0.9
0.1
1.1
0.2

Asia
Central Asia
East/South-East Asia
Near and Middle East
South Asia

2,390,000

1,480,000

-

-

17,330,000

6,920,000

0.1

0.1

-

-

0.6

0.5

Europe
East/South-East Europe
West/Central Europe

3,680,000
1,190,000
2,490,000

-
-
-

3,920,000
1,370,000
2,560,000

0.7
0.5
0.8

-
-
-

0.7
0.6
0.8

Oceania 850,000 - 920,000 3.6 - 4.0

Global 11,080,000 - 28,090,000 0.2 - 0.6

Table 32: Annual prevalence and estimated number of ‘ecstasy’ users, by region, subregion  
and globally, 2009

Region

Member  
States  

providing  
perception  

data

Member 
States  

perception 
response  

rate

Use  
problem 

increased*

Percent  
use  

problem 
increased*

Use  
problem 
stable

Percent  
use  

problem 
stable

Use  
problem 

decreased*

Percent  
use  

problem 
decreased*

Africa 3 6% 1 33% 2 67% 0 0%

Americas 6 17% 1 17% 5 83% 0 0%

Asia 17 38% 6 35% 3 18% 8 47%

Europe 24 53% 8 33% 13 54% 3 13%

Oceania 1 7% 0  1  0  

Global 51 27% 16 31% 24 47% 11 22%

*Identifies increases/decreases ranging from either some to strong, unweighted by population.

Table 33: Expert perceptions of trends in ‘ecstasy’ use, 2009
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graders.27 US data among high school students did not 
indicate any increase in the availability of ‘ecstasy.’ The 
increase of ‘ecstasy’ use went, however, hand in hand 
with reduced risk perceptions of the harmfulness of 
using the substance. 

By contrast, in Canada, ‘ecstasy’ use declined in 2009 
compared to the previous year. The annual prevalence of 
‘ecstasy’ use among the population aged 15-64 was 
reported at 1.1% in 2009, down from 1.7% in 2008.28 
The annual prevalence among young people, aged 
15-19, was 3% in 2009.29

For Mexico there are no recent quantitative estimates on 
‘ecstasy’ use. Expert perceptions indicate an increasing 
‘ecstasy’ use trend in the country.

In Central and South America, ‘ecstasy’ use remains 
low in the general population but higher among 
youth.

There is no update on ‘ecstasy’ use in Central and South 
America. Available information suggests, however, that 
the annual prevalence among the general population 
remains much lower in these subregions than the world 
average, ranging between 0.1% in Chile and 0.5% in 
Argentina. El Salvador, Peru and Trinidad and Tobago 
reported a perceived increase in ‘ecstasy’ use over the 
past year. As in other countries, information on ‘ecstasy’ 

27 Johnston, L. D., et al., Monitoring the Future national results on ado-
lescent drug use: Overview of key findings, 2010, Institute for Social 
Research, The University of Michigan, Ann Arbor, Michigan, USA.

28 UNODC ARQ.
29 For prevalence among youth, Canada reported only the annual preva-

lence among young people in 2008 as 6.2% among young people 
aged 12-17, while in 2009, the annual prevalence was reported at 
4.5% and last year prevalence at 3% among those aged 15-19.

use among school children in South and Central Amer-
ica shows much higher prevalence rates than for the 
general population. The latest information (2008 or 
2009) on lifetime prevalence of ‘ecstasy’ shows the prev-
alence rates ranging from 0.5% in the Bolivarian Repub-
lic of Venezuela to 3.7% in Chile. 

In Brazil, the annual prevalence of ‘ecstasy’ use accord-
ing to a national survey conducted among university 
students in 2009 was 3.1%, clearly exceeding UNODC’s 
general population estimates of around 0.2%. Like in 
the rest of the world, ‘ecstasy’ use was found to be more 
common among male than female students. The annual 
and past 30 days prevalence was higher among students 
aged 18-24 than for any other age group.30 

30 Andrade, A.G., Duarte, P. and Oliveira, L.G., I Levantamento Nacio-

Fig. 111: United States: Trends in prevalence of 
‘ecstasy’ use among the population 
aged 12 years or older, 2002-2009

Source: Substance Abuse and Mental Health Services Adminis-
tration, Results from the 2009 National Survey on Drug Use 
and Health: Volume I. Summary of National Findings.

Fig. 112: United States: Trends in annual  
prevalence of ‘ecstasy’ use among 
secondary school students, 2002-2010

Source: Monitoring the Future: national results on  
adolescent drug use: Overview of key findings, Institute for 
Social Research, The University of Michigan, USA.
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‘Ecstasy’ use is reported to be stabilizing in Europe, 
but use patterns are becoming more polarized 
among club-goers and the general population

The annual prevalence of ‘ecstasy’ use in Europe is esti-
mated at 0.7% of the adult population. Between 3.7 and 
4 million people aged 15-64 years used ‘ecstasy’ in the 
past year in Europe. The ‘ecstasy’ use prevalence rate is 
still higher in West and Central Europe (0.8%) than in 
East and South-East Europe (0.6%). 
Most of the countries in Europe are now reporting sta-

nal Sobre O Uso De Álcool, Tabaco E Outras Drogas Entre Universi-
tarios Das 27 Capitais Brasileiras, Secretaria Nacional Politicas sobre 
Drogas, Brasilia 2010.

bilizing trends of ‘ecstasy’ use. Updated or new estimates 
for ‘ecstasy’ use were available from some countries in 
Europe, including Belgium, Cyprus, Germany, Spain 
Sweden and the United Kingdom (England and Wales, 
and Scotland). Many of these countries have reported a 
decline in the annual prevalence in their current surveys 
compared to previous years. This is in line with reports 
of manufacturing difficulties in a number of European 
countries in recent years, and thus the use of various 
other substances than MDMA in ‘ecstasy’ tablets. The 
Czech Republic, Latvia, Slovakia and the United King-
dom remain countries with high ‘ecstasy’ use prevalence 
rates in the general population.

Like in other parts of the world, most of the ‘ecstasy’ 
users are young people aged 15-34. The EMCDDA in 
its annual report for 2010 mentions that practically all 
of the estimated 2.5 million ‘ecstasy’ users who had used 
‘ecstasy’ in the past year were between 15 and 34 years 
old. 

Targeted surveys in nightlife settings in European coun-
tries suggest that the prevalence and patterns of stimu-
lants and ‘ecstasy’ use, together with alcohol, remains 
high. Some studies even suggest that drug use patterns 
among club-goers are becoming increasingly ‘polarized,’ 
that is, showing ever higher prevalence rates, in sharp 
contrast to the situation among the general population.31

Lack of information from Africa makes it difficult 
to determine any trends in ‘ecstasy’ use in the region

Based on very limited country information, the an   - 
nual prevalence of ‘ecstasy’ use – based on UNODC’s 

31 EMCDDA, The State of the Drugs Problem in Europe: Annual Report 
2010, 2010.
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Fig. 114: Brazil: prevalence of ‘ecstasy’ use 
among university students, 2009

Source: I Levantamento Nacional Sobre O Uso De Álcool, 
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Fig. 115: Europe: trends in ‘ecstasy’ use in selected countries and areas, various years

Source: EMCDDA; UNODC ARQ.

0.1

1.1 1

0.6 0.7 0.8

0.4 0.4
0.2 0.3

0.1

1.8
1.5

1.8
1.6 1.5

1

3.2

2.5

1.9

1.4
1.2 1.2

0.8

0

0.5

1

1.5

2

2.5

3

3.5

Be
lg

iu
m

 '9
4

Be
lg

iu
m

 '0
7

C
yp

ru
s 

'0
6

C
yp

ru
s 

'0
9

G
er

m
an

y 
'0

0

G
er

m
an

y 
'0

3

G
er

m
an

y 
'0

6

G
er

m
an

y 
'0

9

Sw
ed

en
 '0

0

Sw
ed

en
 '0

7

Sw
ed

en
 '0

8

En
gl

an
d 

an
d 

W
al

es
 '0

6/
07

En
gl

an
d 

an
d 

W
al

es
 '0

7/
08

En
gl

an
d 

an
d 

W
al

es
 '0

8/
09

En
gl

an
d 

an
d 

W
al

es
 '0

9/
10

Sc
ot

la
nd

 '0
3

Sc
ot

la
nd

 '0
4

Sc
ot

la
nd

 '0
6

Sc
ot

la
nd

 '0
9

Sp
ai

n 
'0

1

Sp
ai

n 
'0

3

Sp
ai

n 
'0

5/
06

Sp
ai

n 
'0

7/
08

Sp
ai

n 
'0

9/
10

A
n

n
u

al
 p

re
va

le
n

ce
 (

%
)



144

World Drug Report 2011 

standard model - is estimated between 0.1% and 0.3% 
in Africa. The actual figures are probably closer to the 
lower end of the range or perhaps even below that range, 
as ‘ecstasy’ use in Africa is still primarily a phenomenon 
of youth from the upper classes and/or concentrations in 
some tourist resorts where the prime target group is 
foreigners from overseas. The wide range in the esti-
mates is due to missing data or information on ‘ecstasy’ 
use from most of the region. Only three countries in 
Africa - Algeria, Morocco and South Africa - reported 
expert opinions on ‘ecstasy’ use trends through the ARQ 
in 2009. While Morocco reported an increase in ‘ecstasy’ 
use, Algeria and South Africa reported stabilizing trends 
for 2009.

Mixed trends on ‘ecstasy’ use reported from Asia 

In 2009, nearly half (47%) of the Asian countries report-
ing expert opinion on ‘ecstasy’ use through the ARQ 
considered its trends to be decreasing, while one third of 
the countries reported increasing trends in the past year. 
The annual prevalence of ‘ecstasy’ use in Asia is esti-
mated between 0.1% and 0.6% of the population aged 
15-64, or some 2.4 to 17 million people who could have 
used ‘ecstasy’ at least once in the previous year. The wide 
range in the estimates reflects the uncertainty due to lack 
of information on ‘ecstasy’ use for most parts of Asia.

‘Ecstasy’ use in New Zealand and Australia  
remains high

Oceania (primarily Australia and New Zealand) has the 
highest prevalence of ‘ecstasy’ use in the world, with 
annual prevalence ranging from 3.6% to 4% of the adult 
population. This corresponds to between 850,000 and 
920,000 people who had used ‘ecstasy’ at least once in 
the preceding year.

The annual prevalence of ‘ecstasy’ use among the popu-
lation aged 16-64 in New Zealand ranged from 2% to 
3%, or an estimated 67,000 people which reported 
having used ‘ecstasy’ in the previous year (2007/2008). 
The highest prevalence, like in other countries, was 
reported among the 18-24 year age group; higher among 
men than women (annual prevalence of 8.9% among 
men and 4.9% among women in this age group). Most 
of the ‘ecstasy’ users in New Zealand were reported to 
have used it with alcohol (78.9%), cannabis (42.8%) 
and benzylpiperazine (BZP) party pills32 (13.5%).33

In Australia, ‘ecstasy’ use was estimated at around 4.2% 
of the population aged 15-64 in 2007. Since then, there 
has been no update on drug use prevalence in Australia. 
However, in 2010, a survey carried out among 974 ath-
letes indicated that one quarter had been offered or had 
the opportunity to use ‘ecstasy’ in the past 12 months. 
This was a higher proportion than for cannabis (22%) 
and cocaine (17%). Past year ‘ecstasy’ use was reported 
by 3.2% of the sample.34

32 Products containing benzylpiperazine (BZP) and related substances, 
with stimulant and euphoric effects.

33 Ministry of Health Drug Use in New Zealand: Key Results of the 
2007/08, New Zealand Alcohol and Drug Use Survey, 2010.

34 Dunn, M. and Thomas, J.O., ‘Attitudes toward, knowledge of, and 
prevalence of recreational drug use among elite Australian athletes,’ 
EDRS Drug Trends Bulletin, April 2010, Sydney: National Drug and 
Alcohol Research Centre, University of New South Wales.

Decrease Stable Increase

China Korea  
(Republic of) Armenia

Hong Kong, 
China Kuwait Georgia

Macao, China Malaysia Israel

Indonesia Lebanon

Japan Pakistan

Kazakhstan Viet Nam

Singapore

Thailand

Table 34: Asia: countries and areas reporting  
expert perception in ‘ecstasy’ use in 
2009

Source: UNODC ARQ.
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In 2009, the global number of methamphetamine labo-
ratories increased significantly, by 22%, to almost 
10,200, up from 8,300 in 2008. The numbers of 
reported methamphetamine laboratories have continued 
to increase since 2007, but are still significantly lower 
than their peak in 2004. While the overall number of 
dismantled methamphetamine laboratories increased at 
the global level in 2009, the increase was largely concen-
trated in the United States. The number of dismantled 
(and reported) laboratories outside the United States 
declined in 2009 from a year earlier, but was still at the 
second highest level so far. 

Significant manufacturing locations

Methamphetamine is manufactured in all North Ameri-
can countries. Over the last decade - and notably in 
2009 - Mexico has become an important manufacturing 
location. In 2009, Mexico reported the dismantling of 
191 laboratories, up from 21 in 2008. The upward trend 
in manufacturing appears to have continued in 2010, 
with 63 laboratories dismantled up to May 2010.37 
While the number of laboratories seized in Mexico is 
still substantially lower than in the United States, the 
Mexican operations tend to manufacture large quanti-
ties of end products, whereas many laboratories in the 
United States appear to be manufacturing the substance 
on a far smaller scale. There are also increasing incidents 
of methamphetamine-related manufacturing occurring 
throughout Central and South America. In 2010, for 
instance, authorities in Nicaragua dismantled a large 
clandestine methamphetamine laboratory. 

Another important region in terms of illicit metham-
phetamine manufacture is East and South-East Asia, 

37 US Department of State, International Narcotics Control Strategy 
Report, March 2011.

where a significant number of clandestine metham-
phetamine laboratories have been dismantled over the 
past several years.38 Previously, illicit ATS manufactur-
ing laboratories were primarily large industrial-scale 
operations. In recent years, however, several countries 
reported seizures of a significant number of smaller 
laboratories, a trend that continued in 2009. 

China reported the seizure of 391 clandestine synthetic 
drug laboratories and storage facilities in 2009. Most of 
these were in Guangdong, Sichuan and Hubei provinces 
and were primarily manufacturing crystalline metham-
phetamine and ketamine. In 2008, a total of 244 
unspecified laboratories were dismantled in China. ATS 
manufacture is becoming increasingly diversified in 
China with different stages of manufacturing being 
divided across provinces. 

Indonesia seized 35 clandestine synthetic drug-manufac-
turing laboratories in 2009, the highest figure reported 
to date. These included 25 large-scale and 10 small-scale 
laboratories. 

Clandestine ATS manufacture in Hong Kong, China 
has been dominated by tableting and repackaging oper-
ations. In 2009, two small-scale manufacturing facilities 
for crystalline methamphetamine were reported in Hong 
Kong, China.39 

Over the past five years, Malaysia has become a signifi-
cant methamphetamine manufacturing location. In 

38 For East and South-East Asia, most ATS data is available through the 
UNODC Global Synthetics Monitoring: Analyses, Reporting and 
Trends (SMART) Programme, which assists countries in the region 
in the monitoring of drug trends, with a particular focus on ATS. 

39 UNODC, Patterns and trends of amphetamine-type stimulants and 
other drugs- Asia and the Pacific, Global SMART Programme, 
November 2010.

Fig. 116:  Total number of ATS laboratory incidents, 1999-2009

Source: UNODC DELTA.
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2009, 11 clandestine ATS manufacturing laboratories 
were seized. Most of the laboratories were located in 
Kuala Lumpur and southern Malaysia.40 

In the Philippines, illicit manufacture of crystalline 
methamphetamine was first reported in 1996, and in 
1997, the first industrial-scale clandestine manufactur-
ing facility was reported. The manufacture of crystalline 
methamphetamine continues in the Philippines, with 9 
manufacturing laboratories detected in 2009. Clandes-
tine methamphetamine manufacturing laboratories have 
been seized across the country in recent years and have 
been located in both rural and urban areas. The labora-
tories have also shifted from large and medium-sized 
facilities in previous years to smaller ‘kitchen type’ facil-
ities in 2009.41 In 2009, most of the seized clandestine 
laboratories were again located in urban areas.42 

Myanmar main source of methamphetamine pills  
in South-East Asia 

Myanmar is the primary source of the region’s metham-
phetamine in pill form. Reported seizures of clandestine 
manufacturing laboratories in Myanmar in previous 
years have mainly consisted of tableting operations. This 
is inconsistent, however, with the vast number of pills 
seized throughout the region. Extensive forensic profil-
ing of methamphetamine seized in Thailand suggests 
that there are likely 12 large-scale methamphetamine 
manufacturing operations in the ‘Golden Triangle’ 

40 UNODC, Patterns and trends of amphetamine-type stimulants and 
other drugs- Asia and the Pacific, Global SMART Programme, 
November 2010.

41 Communication with the Philippine Drug Enforcement Agency, 
August 2010.

42 Philippine Drug Enforcement Agency, Philippine National ATS 
Situation 2008-2009, presented at the Global SMART Programme 
Regional Workshop, Bangkok, 5-6 August 2010. 

region. While there have been no facilities seized for 
crystalline methamphetamine manufacture, authorities 
in both Myanmar and Thailand confirm that manufac-
ture occurs in Myanmar and has been the source of most 
crystalline methamphetamine seized in the northern 
part of Thailand in the past few years.

In Japan, the illicit manufacture of ATS is rare. In June 
2010, however, police arrested two nationals of the 
Islamic Republic of Iran on suspicion of manufacturing 
methamphetamine. This was the first such incident in 
the country since 1995. 

Australia and New Zealand report methampheta-
mine manufacture; little data from the Pacific Island 
states and territories

In Oceania, ATS manufacture has been reported from 
Australia and New Zealand. Australia reported the dis-
mantling of 316 ATS manufacturing laboratories in 
2009. Most of the laboratories were identified as manu-
facturing methamphetamine and amphetamine. New 
Zealand reported that a total of 135 laboratories were 
dismantled in 2009, primarily for methamphetamine. 
Further increases in the number of laboratories might be 
recorded in 2010 due to the increased efforts of the 
Government of New Zealand to tackle methampheta-
mine.43 

Little data is available from the Pacific Island states and 
territories, which remain vulnerable to illicit manufac-
ture of amphetamine-type stimulants, given the fact that 
several of the countries are not parties to the 1988 
United Nations Convention Against Illicit Traffic in 
Narcotic Drugs and Psychotropic Substances.44

43 Monthly Illicit Drug Assessment, National Drug Intelligence Bureau 
(NDIB), Wellington, January 2010.

44 These include Kiribati, Nauru, Palau, Papua New Guinea, Solomon 

Fig. 117: Number of reported methamphetamine laboratory incidents, 1999-2009 

 Source:  UNODC DELTA.
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Level of methamphetamine manufacture in Europe 
comparatively low

Compared to most other regions of the world, illicit 
manufacture of methamphetamine in Europe is fairly 
low. Until recently, methamphetamine manufacture was 
largely confined to the Czech Republic, where some 
300-400 mostly small-scale manufacturing sites are 
being dismantled every year. These are so-called kitchen 
laboratories, which typically manufacture a few grams of 
drugs at a time. Seizures of methamphetamine manufac-
turing facilities were also reported to Europol in neigh-
bouring countries such as Slovakia, Germany, Poland 
and Austria. The second hub of methamphetamine 
supply is centred around the Baltic countries, particu-
larly Lithuania and Estonia.45 

Methamphetamine manufacture is rarely reported from 
Africa, except for South Africa and Egypt. In 2009, 10 
methamphetamine laboratory incidents were reported 
from South Africa, compared to 20 such incidents 
reported for 2008.

The global number of dismantled amphetamine  
laboratories remains stable

In 2009, 44 amphetamine laboratories were reported, 
remaining essentially stable compared to 2008. Most of 
these laboratories continue to be reported in Europe, 
particularly West, Central and East Europe.

According to the European Monitoring Centre on 
Drugs and Drug Addiction, most amphetamine seized 
in Europe is manufactured, in order of importance, in 
the Netherlands, Poland and Belgium, and to a lesser 
extent in Estonia, Lithuania and the United Kingdom. 
In 2007, 29 sites involved in the production, tableting 
or storage of amphetamine were discovered in the Euro-
pean Union and reported to Europol. 

The relatively low number of amphetamine laboratories 
reported is inconsistent with the high number of global 
amphetamine seizures which have continued to rise over 
the past two years.

Increase in seizures of precursors for  
methamphetamine and amphetamine manufacture

Ephedrine and pseudoephedrine are the main precursors 
for methamphetamine and both substances are control-
led in Table I of the 1988 United Nations Convention 
Against Illicit Traffic in Narcotic Drugs and Psycho-
tropic Substances. Seizures of these precursors can pro-
vide some indications about manufacturing trends. In 
2009, 41.9 mt of ephedrine and 7.2 mt of pseudoephe-
drine were seized, compared to 18.2 mt of ephedrine 

Islands and Tuvalu, status as of 7 April 2011.
45 EMCDDA, Amphetamine and methamphetamine use in Europe, 

Lisbon, November 2010.

and 5.1 mt of pseudoephedrine in 2008.46 Recently, 
there has been a shift from bulk substances to pharma-
ceutical preparations used in the illicit manufacture of 
methamphetamine.

46 International Narcotics Control Board, Precursors and chemicals fre-
quently used in the illicit manufacture of narcotic drugs and psychotropic 
substances, E/INCB/2010/4, March 2011.
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laboratories, 1999-2009 

Source: UNODC ARQ.

Fig. 119: Global seizures of ephedrine and 
pseudoephedrine, 2005-2009* 

* The chart is based on data on domestic seizures and on seizures 
effected at points of entry or exit. They do not include reported 
seizures of substances where it is known that the substances were 
not intended for the illicit manufacture of drugs. Stopped ship-
ments are also not included.

Source: INCB.
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Traffickers adopt alternative strategies to evade 
stricter control measures

As awareness, restrictions and enforcement against illicit 
ATS manufacture increases, manufacturing operations 
tend to move to more vulnerable countries. When con-
trols over precursors were strengthened in the United 
States, manufacture shifted to Mexico. As Mexico has 
responded with strong counter-methamphetamine ini-
tiatives, manufacturing activities are increasingly 
reported from countries in Central and South America. 

Traffickers also resort to substitute chemicals. As Gov-
ernments have restricted the availability of ephedrine 
and pseudoephedrine, some traffickers could turn to 
other chemicals such as norephedrine which can replace 
these two chemicals with only slight modifications to 
the illicit manufacturing process. Traffickers have also 
attempted to divert the ephedra plant - a natural source 
of ephedrine - for illicit ATS manufacture. In addition, 
there have been reports that traffickers transform exist-
ing precursors into new uncontrolled chemicals, which 
are subsequently converted back to the original precur-
sor chemical once in the final destination country. 

A precursor chemical commonly used in the illicit man-
ufacture of methamphetamine and amphetamine is 
1-phenyl-2-propanone (P-2-P). The diversion of this 
chemical may be fuelling the market for amphetamine 
in the Near and Middle East, where amphetamine is 
often sold as Captagon on illicit markets. In 2009 and 

2010, Jordan reported the world’s highest annual legiti-
mate requirement of P-2-P to the International Narcot-
ics Control Board, accounting for half of the global 
total. The high legitimate need is based on the pur-
ported formulation of P-2-P into cleaning and disinfec-
tion products. The volume represents a significant risk 
of diversion into illicit manufacture, however, particu-
larly as P-2-P is not an essential ingredient in the formu-
lation of cleaning and disinfection products and 
alternative chemicals exist. 

Number of reported ecstasy-group laboratories 
remains essentially stable

In 2009, 52 ecstasy-group laboratories were reported, 
compared to 53 in 2008. The highest number of dis-
mantled laboratories was reported from Asia and Oce-
ania, namely Indonesia (18) and Australia (19). This 
might indicate that Indonesia has replaced Europe as the 
main source for ‘ecstasy’ used in South-East Asia. 

In the past, ecstasy-group substances used to be manu-
factured predominantly in West Europe. Manufacture 
peaked in 2000, when 50 laboratories were reported as 
having been dismantled in Europe. Since that time, 
however, manufacture of ecstasy-group substances has 
shifted away from the region to a number of other mar-
kets around the world. Large-scale manufacturing oper-
ations are more frequently being dismantled in East and 
South-East Asia, the Americas and Oceania. In 2008, 
only four laboratories were reported from Europe; for 

Notable ephedrine & pseudoephedrine
trafficking route cases

Routes identified in 2008-2010
Established trafficking routes

Note: The boundaries and names shown and the designations used on this map do not imply official endorsement or acceptance by the United Nations. Lines represent origin and intended destination, not necessarily exact 
route, and include completed or stopped trafficking attempts. Modes of transport include by air, sea, overland, or any combination thereof.

Other government sources include: ACC (2010), DEA-ODC (2008), INSCR (2011), NDIB (2009), RCMP (2010 and previous years) and WCO (2010 and previous years)

Map 34: Routes of notable ephedrine/pseudoephedrine diversion, 2008-2010
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2009, there was only one reported to have been seized 
in Belgium.

Shift in ecstasy manufacture

Manufacture of ecstasy increasingly takes place in 
regions other than Europe, such as East and South-East 
Asia, North America, Oceania and Latin America. Illicit 
manufacture of ecstasy has been reported in Argentina, 
Belize, Brazil, Guatemala, Mexico and Suriname. In 
Brazil, a small-scale laboratory was seized in 2008 and 
another, more commercial-size operation in 2009, which 
included the seizure of 20,000 tablets.47 

Precursors for ecstasy-group substances include safrole 
(including in the form of safrole-rich oils), isosafrole, 
piperonal, and 3,4—MDP-2-P, which are all controlled 
in Table 1 of the 1988 United Nations Convention 
Against Illicit Traffic in Narcotic Drugs and Psycho-

47  UNODC, Global SMART Update, vol.2, October 2009.

tropic Substances. Reported global seizures of these 
precursors have strongly declined, reflecting the declin-
ing availability of ecstasy in Europe, one of the main 
markets for the substance.

However, in January 2010, authorities in Australia 
uncovered the country’s first clandestine laboratory for 
the domestic extraction and processing of safrole-rich oil 
for the manufacture of ‘ecstasy’. 

Significant increase in other synthetic drug  
manufacture incidents 

For the first time, the number of other synthetic drug 
manufacture incidents reported to UNODC through 
the ARQ has surpassed those of ‘ecstasy’. This is due to 
a significant number of incidents relating to unspecified 
ATS precursors reported from the United States. Such 
cases also appear to occur in other parts of the world.

Fig. 120: Distribution of global annual legitimate 
requirement for P-2-P, 2010

Source: INCB.

Fig. 121: Number of seized ecstasy-group  
laboratories by region, 1999-2009

Source: UNODC DELTA.

1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009

ATS precursors 0 5 0 0 2 0 0 22 1 3 40

Fentanyl 0 0 0 0 0 0 0 1 1 1 0

Gamma-Hydroxybutyric 
acid (GHB)

0 1 0 9 21 17 8 10 8 12 9

Ketamine 0 0 0 0 0 0 0 0 44 0 0

Lysergic acid  
diethylamide (LSD)

1 1 1 0 1 0 1 1 1 0 1

Methaqualone 0 4 5 6 15 16 5 3 4 1 4

Phencyclidine (PCP) 1 1 4 6 16 0 11 4 0 16 7

Total 2 12 10 21 55 33 25 41 59 33 61

Table 35: Other synthetic drug manufacture incidents, 1999-2009 

Source: UNODC DELTA.
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The number of GHB laboratory incidents decreased 
from 12 in 2008 to 9 in 2009. No ketamine laboratory 
was reported through the ARQ. As ketamine is not 
under international control, however, the extent of man-
ufacture is probably underreported. Government sources 
in China indicate that ketamine laboratories are regu-
larly dismantled in that country. 

Seizures of precursors used in the  
illicit manufacture of ATS

Chemical precursors are necessary for the synthesis of 
amphetamine-type stimulants, and many of the chemi-
cals are controlled internationally through the 1988 
United Nations Convention Against Illicit Traffic in 
Narcotic Drugs and Psychotropic Substances. Their 
seizures are reported to the International Narcotics Con-
trol Board and can provide some indications about 
trends in illicit manufacture.

Seizures in 2009 included:

Amphetamines-group

 • Methamphetamine: 41,931 kg of ephedrine and 
7,241 kg of pseudoephedrine, sufficient to manufac-
ture 32.7 mt of methamphetamine.

 • Amphetamine: 4,885 litres of phenyl-2-propoanone 
(P-2-P), sufficient for 2.4 mt of amphetamine or 
methamphetamine.

 • 195 kg of norephedrine, sufficient to manufacture 
130 kg of amphetamine.

Ecstasy-group
 • 40 litres of 3,4-MDP-2-P, enough to manufacture 33 

kg of MDMA;
 • 1048 l of safrole oil, sufficient to manufacture 222 kg 

of MDMA;
 • 4.3 mt of piperonal which could be converted into 

1.6 mt of MDMA; and
 • 5 l of isosafrole, which could be used in the manufac-

ture of 2.36 kg of MDMA.

The low amounts of precursor chemicals seized are 
inconsistent with the size of the consuming market, sug-
gesting that much of the trafficking of precursors needed 
for ATS manufacture goes undetected. Criminal organi-
zations adopt several strategies to avoid control by traf-
ficking precursors through new locations, such as Africa, 
by relocating manufacturing operations to new coun-
tries and by changing precursor chemicals. 

Seizure data for precursors can only provide a partial 
picture of precursor availability. Diversions and stopped 
shipments are not included in the traditional seizure 
statistics, neither are domestic diversions followed by 
onward smuggling. 

These figures largely represent raw chemical seizures and 
in some cases pharmaceutical preparations, and thus are 
not representative of all precursors seized.

No amphetamines-group seizures
reports (2005-2009)

Amphetamines-group seizures (2005 - 2009)

Main routes
  Methamphetamine
  Amphetamine

Other/ notable routes
   Methamphetamine
   Amphetamine

Methamphetamine

Amphetamine

Amphetamines-group seizures

Known notable locations of
manufacture/tableting

Notable trafficking routes

Other government sources include: ACC (2010), DCHIRI (2008), ICPO (2010), INSCR (2011), JNPA (2010), LDECB (2008), RCMP (2010), TKOM (2008-2009), and WCO (2010)
Note: The boundaries and names shown and the designations used on this map do not imply official endorsement or acceptance by the United Nations. Lines represent origin and intended des�na�on, not necessarily exact 

route, and include completed or stopped trafficking a�empts. Modes of transport include by air, sea, overland, or any combina�on thereof.

Map 35: Notable locations of manufacture and main trafficking routes of ATS
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No ecstasy seizures reported to
UNODC (2005-2009)

Ecstasy seizures reported to
UNODC (2005-2009)

Note:  The boundaries and names shown and the designations used on this map do not imply official endorsement or acceptance by the United Nations. Lines represent origin and intended des�na�on, not necessarily exact 

route, and include completed or stopped trafficking a�empts. Modes of transport include by air, sea, overland, or any combina�on thereof.

Main routes

Other/ notable routes

Notable trafficking routesKnown notable sources of 
manufacture/ tableting

Ecstasy-group 

Ecstasy-group seizures

Other government sources include: ACC (2010), DCHIRI (2008), ICPO (2010), INSCR (2011), JNPA (2010), LDECB (2008), RCMP (2010), TKOM (2008-2009), and WCO (2010)

Map 36: Notable locations of manufacture and main trafficking routes of ecstasy-group substances
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4.4 Trafficking

Global ATS seizures

In 2009, global seizures of ATS rose significantly (by 
16%), slightly exceeding the high level of 2007 (follow-
ing a dip of 9% in 2008). The increase was driven by the 
quantities of seized methamphetamine, which rose 
markedly to 31 mt (from 22 mt in 2008) and ampheta-
mine, which rose more moderately (33 mt, up from 30 
mt in 2008). Seizures of ecstasy amounted to 5.4 mt, 
remaining below the reduced level of 2008. The increases 
in methamphetamine and amphetamine were also partly 
offset by a drop in seizures of non-specified ampheta-
mines, so that total ATS seizures in 2009 amounted to 
71 mt. Due to the paucity of data from some countries, 
the decline in non-specified amphetamines is not statis-
tically significant, and the total for amphetamine, meth-
amphetamine and ecstasy rose by 22% in 2009.

Seizures of amphetamine-type stimulants are reported 
by weight (in kg), by volume (in litres, usually when the 
seized drugs are in liquid form) and by number of tab-
lets, doses or ‘units’. Although UNODC maintains and 
publishes records to reflect - as closely as possible - sei-
zure quantities as reported by countries, it is often useful 
to aggregate data of different types to compare over time 
or across countries and regions. For the purposes of this 
aggregation, conversion factors are used to convert the 
quantities into ‘kilogram equivalents.’

The aggregate statistics used in this report depend on 
the conversion factors used, and the impact of these 
conversion factors can be especially pronounced in the 
case of amphetamine-type stimulants, as a significant 
share of seizures of these drug types are quantified by 
number of tablets. In previous editions of the World 
Drug Report the conversion factors used were intended 
to reflect the amount of psychoactive ingredient in the 
seized tablets. In order to enhance the comparability 
with seizures reported by weight, which are quantified 
by bulk weight and can only be adjusted for purity in a 
minority of cases where the availability of data allows, 
UNODC has revised the conversion factors used for 
amphetamine-type stimulants to reflect the bulk weight 
of the seized tablets. The new factors are based on foren-
sic studies and range between 90 mg and 300 mg per 
tablet, depending on the region as well as the drug type. 
These factors are subject to revision as the available  
information improves; details can be found in the meth-
odology section. 

Although trafficking in and consumption of ampheta-
mine-type stimulants has come to affect all regions of 
the world, different types of ATS prevail in different 
regions. In past years, seizures of ATS in Europe have 
been dominated by ecstasy and amphetamine; however, 
ecstasy seizures in Europe fell sharply between 2007 and 
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2009, while methamphetamine seizures reached a record 
level by European standards in 2009. Ecstasy accounted 
for only 10% of ATS seizures in Europe in 2009,  
compared with 6% for methamphetamine. In North 
America, seizures continue to be dominated by metham-
phetamine and ‘ecstasy’. In relative terms, seizures of 
‘ecstasy’ remained important also in Central and South 
America and the Caribbean, although the majority of 
reported ATS seizures in this region consisted of amphet-
amine in 2009. The market in Oceania remained diver-
sified among the various types of amphetamine-type 
stimulants. In the Near and Middle East/South-West 

Asia, seizures of amphetamine-type stimulants are 
mainly in the form of Captagon, believed to contain 
amphetamine as the main psychoactive ingredient. 
Methamphetamine seizures have been reported from 
Nigeria and South Africa. For 2009, however, only 
South Africa reported seizures of methamphetamine, 
out of a total of four African countries reporting any 
ATS seizures in the ARQ. Approximately one half of the 
ATS seized in Africa referred to amphetamine. The pau-
city of the data thus does not allow for a reliable charac-
terization for the continent as a whole. 

Fig. 123: Seizures of ATS by type

Source: UNODC DELTA.
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North America: Increase in the supply  
of methamphetamine

In 2009, North America accounted for 44% of global 
seizures of methamphetamine, due to continued high 
seizures in the United States (7.5 mt, compared with 7.4 
mt in 2008) as well as a sharp increase in methampheta-
mine seizures in Mexico, which reached a comparable 
level (6.1 mt, up from 341 kg in 2008). This was in 
sharp contrast to prior years; over the period 2001-
2008, annual seizures in the United States ranged 
between 5 and 21 times the level in Mexico.

Methamphetamine in the United States’ consumer 
market continued to be supplied by manufacture of 
methamphetamine in Mexico as well as the United 
States. Following a substantial decline in 2007, the avail-
ability of methamphetamine in the United States appears 
to have rebounded. According to the United States 
Department of Justice,48 methamphetamine availability 
in the United States seems to be directly related to meth-
amphetamine production trends in Mexico. The decline 
in availability in 2007, possibly triggered by more strin-
gent import restrictions of methamphetamine precur-
sors in Mexico, was reflected in reduced seizures and 

48 US Department of Justice, National Drug Threat Assessment 2010, 
February 2010.

Fig. 125: Methamphetamine laboratories and seizures of methamphetamine in the United States  
and Mexico, 2001-2009

Sources: UNODC DELTA; US Department of Justice.

Fig. 126: Mean price and purity of methamphetamine purchases by law enforcement agencies  
in the United States, 2006-2009

Source: UNODC ARQ.
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increased prices, and may have led to an increase in 
manufacture of methamphetamine in the United States. 
The number of methamphetamine laboratories detected 
in the United States rose from 3,049 in 2007 to 3,873 
in 2008 and 5,286 in 2009. The increase was mainly 
attributable to the number of small-scale laboratories. 
Moreover, some Mexican drug trafficking organizations 
shifted their production operations from Mexico to the 
United States, particularly to California.

Since 2007, manufacture of methamphetamine in 
Mexico appears to have grown significantly. Mexico 
reported 191 methamphetamine laboratories in 2009, 
up from 21 in 2008. In 2009, the laboratories were 
discovered in the central Pacific region (in particular, the 
states of Michoacan, Jalisco and Sinaloa). Between 2007 
and 2009, seizures of methamphetamine by United 
States authorities along the border with Mexico increased 
by at least 87%, as the partial total for 2009 amounted 
to 3,478 kg (compared with 1,860 kg in 2007).49 The 
increased availability in the United States is also visible 
in price and purity data. Between the fourth quarter of 
2007 and the fourth quarter of 2009, the average price 
per pure gram of methamphetamine followed a gener-
ally decreasing trend, falling from US$284 to US$119, 
while the average purity followed a distinct increasing 
trend, rising from 39% to 72%.50 

The rising purity and falling price are, however, also due 
to a less potent product being manufactured – a racemic 
‘d/l methamphetamine’. The loss in potency of this infe-
rior product can, however, be compensated by higher 
purity levels – and this is currently happening. It appears 
that the reduced availability of ephedrine and pseu-
doephedrine (which would be required for the manufac-
ture of the more potent ‘d-methamphetamine’) in 
Mexico had led to an increased use of alternative meth-
ods for the manufacture of methamphetamine. Such 
techniques either synthesize these chemicals from others 
more easily available or bypass their use entirely, employ-
ing for example the 1-phenyl-2-propanone (P-2-P) 
method, or its pre-precursor, phenylacetic acid (PAA). 
The product obtained from the use of PAA or P-2-P is 
a less potent racemic ‘d/l methamphetamine,’ unless an 
additional purification step is added on to obtain again 
the traditional ‘d-methamphetamine.’ Mexico made 
large seizures of phenylacetic acid (31 mt in 2009), 
which can be used to obtain P-2-P, as well as other 
closely related chemicals, including some which are not 
under international control (such as esters of phenylace-
tic acid in 200851 and phenylacetyl amide in 2009). In 

49 Ibid.
50 US Department of Justice, National Drug Threat Assessment 2010. 

Based on data extracted from System To Retrieve Information on 
Drug Evidence (STRIDE).

51 International Narcotics Control Board, Precursors and chemicals fre-
quently used in the illicit manufacture of narcotic drugs and psychotropic 

2010 and 2011, Mexican authorities continued to make 
seizures of esters of phenylacetic acid.52 

Increasing seizures of MDMA in the United States 
and Canada

For the second year in a row, North America accounted 
for more than half of global ‘ecstasy’ seizures in 2009. 
The United States alone accounted for 63% of the 
global total. Contrary to the trend in global seizures, 
which essentially remained at the significantly reduced 
level of 2008, in 2009, seizures in North America sus-
tained the increased levels of 2007 and 2008. According 
to the United States Department of Justice,53 the resur-
gence of MDMA availability in the United States was 
fuelled by the manufacture of MDMA in Canada and 
subsequent smuggling into the United States across the 
northern border. MDMA seizures at the northern border 
more than doubled between 2007 and 2008.

Canada reported 23 methamphetamine laboratories and 
12 MDMA laboratories in 2009. Although ‘ecstasy’ 
seizures in Canada fell for the second year in a row – 
from 1 mt in 2007 to 715 kg in 2008 and 405 kg in 
2009 – Canada reported an increased amount of powder 
MDMA shipments destined for foreign countries and 
an apparent expansion of international consumer mar-
kets for Canadian-produced MDMA. Destinations for 
MDMA shipments seized in or en route from Canada 
included the Philippines, Malaysia, Taiwan Province of 
China, Mexico and Jamaica. While cross-border meth-
amphetamine trafficking between Canada and the 
United States continued to be limited in comparison 
with cross-border MDMA trafficking, a slight increase 
was registered in the number of methamphetamine ship-
ments intercepted in both directions.

Central America, South America and the Caribbean

In this region, seizures of amphetamine-type stimulants 
are limited. In recent years however, illicit manufacture 
of amphetamine-type stimulants has emerged in several 
countries with little or no previous history of reported 
manufacture. 

In Argentina, seizures of ‘ecstasy’ tablets rose from 
11,072 in 2008 to 136,550 in 2009.54 Argentina also 
seized 20 kg of methamphetamine in 2008, and small 
quantities of methamphetamine tablets in 2008 and 
2009. Argentina reported the seizure of one ‘ecstasy’ 
laboratory in 2008. In August 2009, Argentine authori-
ties seized 4.2 mt of ephedrine (a precursor for metham-

substances, 2008, February 2009. 
52 Procuraduría General de la República, Mexico, Secretaría de Marina, 

Mexico.
53 US Department of Justice, National Drug Threat Assessment 2010, 

February 2010.
54 In addition, Argentina also reported 15 grams and 10 grams of 

‘ecstasy’ seized in 2008 and 2009 respectively.
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phetamine) in two operations in the outskirts of Buenos 
Aires. Although manufacture in Argentina cannot be 
ruled out, it is likely that the large quantity of precursor 
chemical was intended for other destinations, possibly 
Mexico.55 

In 2010, Brazil seized 2,740 ‘ecstasy’ tablets and 5,910 
units of methamphetamine.56 Brazilian authorities 
seized one ‘ecstasy’ laboratory in 200857 in the state of 
Paraná, and, according to preliminary data, one ‘ecstasy’ 
laboratory, again in Paraná, as well as one metham-
phetamine laboratory in the state of Santa Catarina, in 
2009.58 Chile seized one laboratory manufacturing mes-
caline59 in 2009. Seizures and investigations by Chilean 
authorities also point to trafficking of ephedrine from 
Chile to Mexico.60 Colombia seized 126,573 ATS tab-
lets in 2009, including 23,477 ‘ecstasy’ tablets.61 

In the Dominican Republic – for years an important 
trans-shipment location of ecstasy – seizures of ‘ecstasy’ 
tablets fell from 20,861 units in 2007 to 17,885  
in 200862 and 10,166 in 2009. In August 2009, author-
ities in the Dominican Republic intercepted more  
than 409,000 pseudoephedrine tablets in a shipment en 
route to Guatemala and originating in Bangladesh.63 

55 UNODC, Global SMART Update, Volume 2, October 2009. 
56 Brazil Federal Police.
57 Brazil Federal Police. Dados Estatísticos apreensão de drogas, Coorde-

nação Geral Polícia de Repressão a Entorpecentes. December 2010.
58 UNODC, Global SMART Update, Volume 2, October 2009. 
59 Although mescaline is not classified as an amphetamine-type stimu-

lant, it is a psychotropic substance and a hallucinogen.
60 UNODC, Global Smart Update, Volume 2, October 2009.
61 Observatorio de Drogas de Colombia.
62 In addition, in 2008, 49 grams of ‘ecstasy’ were seized in the Domini-

can Republic.
63 UNODC, Global Smart Update, Volume 2, October 2009.

Guatemala reported the seizure of one ATS laboratory 
in 2008 and three in 2009, as well as the seizure of 12 
mt of pseudoephedrine in 2009. In 2008, Honduran 
authorities discovered some establishments used for 
extracting pseudoephedrine. In Nicaragua, police dis-
covered a laboratory manufacturing illicit synthetic 
drugs in February 2010, and seized a small quantity of 
amphetamine. This represented the third reported ATS 
laboratory in Nicaragua.64

64 UNODC, Global Smart Update, Volume 3, March 2010.

Fig. 127: Ecstasy seizures in the United States and by region, 2001-2009

Source: UNODC DELTA.

Fig. 128: Distribution of global ecstasy  
seizures, by region, 2000-2009

Source: UNODC DELTA.
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In 2009, small quantities of amphetamine-type stimu-
lants were also seized in Costa Rica (methamphetamine 
and ‘ecstasy’), Chile (amphetamine and ‘ecstasy’) Cuba 
(methamphetamine and unspecified ATS), the Bahamas 
(‘ecstasy’) and El Salvador (amphetamine).

Near and Middle East/South-West Asia:  
Rise in amphetamine seizures

Countries in the Near and Middle East/South-West Asia 
continued to be affected by trafficking of Captagon on 
a large scale. The content of tablets bearing the Capta-
gon logo is not always clear, but the main psychoactive 
ingredient in such tablets is now amphetamine (rather 
than fenetylline, the active ingredient in the licit phar-
maceutical preparation some 15 years ago). Caffeine is 
also frequently found in such tablets. 

Seizures of amphetamine in the Near and Middle East/ 
South-West Asia increased steadily between 2000 and 
2007, appeared to stabilize in 2008, amounting to 19.6 
mt, and resumed the increasing trend in 2009, reaching 
24.8 tons. The long-term growth in seizures in this region 
was driven mainly by seizures in Saudi Arabia, which rose 
consistently over the period 2000-2007, reaching 13.9 
mt65 in 2007. Seizures in this country  have remained 
stable since then, amounting to 12.8 mt in 2008 and 
13.4 mt66 in 2009. Saudi Arabia has a significant con-
sumer market for Captagon tablets. In January 2010, 
eight million Captagon pills were confiscated in a single 
seizure in Saudi Arabia. The traffickers were believed to 

65 Data relative to the period 2002-2007 and 2009 were sourced from 
the World Customs Organization and ICPO/INTERPOL.

66 World Customs Organization.

have ties to an amphetamine manufacturing and distri-
bution ring that was broken in Turkey a few months 
earlier.67 Turkey is believed to be mainly a transit country 
for Captagon, and a gateway for illicit trafficking from 
South-East Europe to the Middle East.

Replies to the Annual Reports Questionnaire from the 
Near and Middle East identified Saudi Arabia as a major 
destination for amphetamine (specifically Captagon) 
trafficked on their territory. It also appeared that Egypt 
had become a point of departure for amphetamine ship-
ments. In a single seizure at Dhuba seaport, Saudi Ara-
bian Customs seized over 1.3 million tablets that were 
concealed on board a vessel that had arrived from 
Egypt.68 

Jordan registered significant increases in amphetamine 
seizures in 2008 and again in 2009. Seizures in this 
country averaged 11 million tablets over the period 
2004-2007, and rose to 14 million tablets in 2008 and 
29 million tablets (specifically Captagon tablets) in 
2009. Seizures also continued to increase in the Syrian 
Arab Republic, from 12 million tablets in 2007 and 
2008 to 22 million tablets in 2009. 

Turkey reported seizures of 2.8 million Captagon tablets 
in 2009,69 in addition to 479 kg of amphetamine, of 
which 473 kg70 were seized at a Captagon laboratory 

67 UNODC, Global SMART Update, Volume 3, March 2010.
68 World Customs Organization, Customs and Drugs Report 2009. June 

2010.
69 Turkey also confirmed that, in 2009, Captagon tablets contained 

amphetamine rather than fenetylline. 
70 Ministry of Interior, Turkish National Police, Department of Anti-

Smuggling and Organized Crime. Turkish Report on Drugs and 

Fig. 129: Seizures of amphetamine in the Near 
and Middle East/South-West Asia and 
worldwide, 2000-2009

Source: UNODC DELTA.

Fig. 130: Distribution of amphetamine seizures 
in the Near and Middle East/South- 
West Asia, 2009 (kg equivalents)

Source: UNODC DELTA.
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discovered in Istanbul in September 2009. According to 
Turkish authorities,71 such establishments, which are 
discovered sporadically, carry out the conversion into 
tablet form, rather than the chemical process whereby 
amphetamine is manufactured from other substances. In 
2010 seizures of Captagon tablets fell to 1.1 million.72

Increased seizures of methamphetamine in the 
Islamic Republic of Iran

Starting in 2005, the Islamic Republic of Iran has seized 
increasing quantities of methamphetamine. In the first 
nine months of 2010, the country seized 883 kg of 
methamphetamine, up from 571 kg in 2009.73 The 
results of research in the country, as reported by the 
Drug Control Headquarters74, indicate that the use of 
methamphetamine has increased. The Islamic Republic 
of Iran reported that, in 2009, methamphetamine traf-
ficked on its territory originated in North-West Asia, 
South-East Asia and northern and western Europe, with 
1% manufactured domestically. It also reported the 
detection of six ‘kitchen’ laboratories manufacturing 
methamphetamine. In 2009, the Islamic Republic of 
Iran registered legitimate requirements of 55 mt75 of the 
precursor pseudoepehedrine, the fourth largest level 
worldwide for that year. 

According to Thai authorities,76 there was an emergent 
trend of Iranian nationals trafficking methamphetamine 
into the region. This pattern was also observed in Japan, 
where Iranian nationals accounted for one fifth of arrests 
of non-resident foreigners related to methampheta-
mine.77 In two incidents in July 2009 and February 
2010, a total of five Iranian nationals were arrested in 
Malaysia for attempting to traffic a total of 75 kg of 
methamphetamine on flights from the United Arab 
Emirates.78 In August 2010, police in Sri Lanka arrested 
three Iranian nationals, confiscating 16 kg of metham-

Organized Crime 2009.
71 Ibid.
72 Ministry of Interior, Turkish National Police, Department of Anti-

Smuggling and Organized Crime. Turkish Report on Drugs and 
Organized Crime 2010.

73 Drug Control Headquarters, Islamic Republic of Iran, Drug Control 
in 2010, Annual Report. 

74 Drug Control Headquarters, Islamic Republic of Iran. Drug control 
in 2008, Annual Report and Rapid Situation Assessment, 

75 International Narcotics Control Board, Precursors and chemicals fre-
quently used in the illicit manufacture of narcotic drugs and psychotropic 
substances, Report of the International Narcotics Control Board for 
2009 on the Implementation of Article 12 of the United Nations 
Convention against Illicit Traffic in Narcotic Drugs and Psychotropic 
Substances of 1988, E/INCB/2009/4. February 2010.

76 Office of the Narcotics Control Board of Thailand, presentation at 
the Twentieth Anti-Drug Liaison Officials’ Meeting for International 
Cooperation (ADLOMICO), October 2010, Seoul, Republic of 
Korea.

77 Fifteenth Asia-Pacific Operational Drug Enforcement Conference, 
February 2010, Tokyo, Japan. Country report by Japan.

78 UNODC, Global SMART Update, Volume 3, March 2010. 

phetamine.79 Turkey, which registered methampheta-
mine seizures for the first time in 2009, also reported 
that methamphetamine was smuggled overland from the 
Islamic Republic of Iran into Turkey and then trafficked 
by air to countries in East and South-East Asia such as 
Indonesia, Japan, Malaysia and the Republic of Korea. 
Indonesia also mentioned the Islamic Republic of Iran 
as a source country for methamphetamine in 2009, and 
Turkey as a transit country. Trafficking of metham-
phetamine from the Islamic Republic of Iran via Turkey 
was also confirmed by Philippine authorities.80 

Asia-Pacific: Increased seizures of  
methamphetamine 

The Asia-Pacific region - notably the area encompassing 
Cambodia, the Lao People’s Democratic Republic, 
Myanmar, Thailand, Viet Nam and bordering provinces 
of south China - continued to be affected by manufac-
ture, trafficking and consumption of methamphetamine 
on a large scale. In 2009, seizures in East and South-East 
Asia rose by more than one third, from 11.6 mt in 2008 
to 15.8 mt, mainly due to the quantities seized in Myan-
mar. In relative terms, Thailand recently also registered 
significant increases. The largest seizures in the Asia-
Pacific region continued to be made by China, while 
East and South-East Asia as a whole continued to 
account for approximately one half of global seizures of 
methamphetamine. Moreover, there were signs of diver-
sification in trafficking routes, with methamphetamine 
reaching the region from Africa and the Islamic Repub-
lic of Iran.

In China, aggregate seizures of methamphetamine were 
remarkably stable over the period 2005-2009, ranging 
between 6.1 mt and 6.8 mt (6.6 mt in 2009). According 
to Chinese authorities,81 there was an increase in traf-
ficking of amphetamine-type stimulants from neigh-
bouring countries (referred to as the ‘Golden Triangle’) 
into Yunnan province. Methamphetamine seizures in 
this province rose from 2.2 mt in 2008 to 3.2 mt in 
2009. There was also an increase in the domestic manu-
facture of illicit drugs, with the number of dismantled 
clandestine laboratories rising from 244 in 2008 to 391 
in 2009. Manufacture occurred in particular in the 
provinces of Guangdong, Sichuan and Hubei, and the 
substances involved were mainly amphetamine-type 
stimulants and ketamine.

 

79 UNODC, Global SMART Update, Volume 4, October 2010.
80 Twentieth Anti-Drug Liaison Officials’ Meeting for International 

Cooperation (ADLOMICO), October 2010, Seoul, Republic of 
Korea. Country report by the Philippines.

81 National Narcotics Control Commission of China, presentation at 
the Twentieth Anti-Drug Liaison Officials’ Meeting for International 
Cooperation (ADLOMICO), October 2010, Seoul, Republic of 
Korea.
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In 2009, a notable increase in methamphetamine sei-
zures was registered in Myanmar, where annual seizures 
of methamphetamine averaged 528 kg over the period 
2003-2008 and rose to 3.4 mt in 2009. This increase 
was concurrent with a similar increase in heroin seizures 
in the same country and may reflect a strengthened pres-
ence of law enforcement agencies in parts of Myanmar.

Thailand continues to constitute a major market for 
methamphetamine, and there were signs that trafficking 
methamphetamine was on the rise. According to data 
collated by the Drug Abuse Information Network for 
Asia and the Pacific, seizures of methamphetamine tab-
lets rose from 14 million in 2007 to 22 million in 2008 
and 27 million in 2009, while seizures of crystalline 
methamphetamine increased from 47 kg in 2007 and 53 
kg in 2008 to 209 kg in 2009.82 According to Thai 
authorities,83 manufacture of illicit substances was very 
limited in Thailand, and methamphetamine was traf-
ficked into Thailand from neighbouring countries. Thai-
land was also being used by traffickers as a transit point 
for methamphetamine intended for other markets. 

Large quantities of methamphetamine were seized in the 
Philippines in 2008 and 2009. The Philippines also 
dismantled 10 methamphetamine laboratories in 2008 
(including four ‘kitchen’ laboratories) and nine in 2009 

82 In its reply to the Annual Reports Questionnaire for 2009, Thailand 
reported seizures of 2.4 mt of methamphetamine pills and 210 kg of 
crystalline methamphetamine. 

83 Office of the Narcotics Control Board of Thailand, presentation at 
the Twentieth Anti-Drug Liaison Officials’ Meeting for International 
Cooperation (ADLOMICO), October 2010, Seoul, Republic of 
Korea.

(including eight ‘kitchen’ laboratories), and further 
reported an increase of 36% in the average price of 
methamphetamine hydrochloride in 2009, as compared 
to that in 2008, suggesting an increased demand for the 
substance. 

Methamphetamine seizures in Malaysia amounted to 
1.1 mt in 2008 and 1.2 mt in 2009.84 These levels are 
significantly higher than those registered prior to 2008. 
In a single seizure in May 2009, Malaysian police seized 
978 kg of high purity crystalline methamphetamine in 
the city of Johor Bahru.85 

Methamphetamine seizures in Indonesia, in contrast, 
fell to the lowest level since 2004. Indonesia also reported 
the seizure of five ‘kitchen’ methamphetamine laborato-
ries in 2008 and 17 in 2009.

The general declining trend in ecstasy seizures prevalent 
worldwide since 2007 (with the exception of North 
America) was also to be seen in several countries in the 
Asia-Pacific region. By 2009, ecstasy seizures in China, 
Indonesia, Japan, Malaysia and Thailand had fallen sig-
nificantly by comparison with the level in 2007. How-
ever, Indonesia reported that nine ‘kitchen’ laboratories 
manufacturing ecstasy were seized in 2008 and 18 in 
2009.

Oceania continued to be affected by trafficking of 
amphetamine, methamphetamine and ecstasy, with no 
single type dominating the market. In 2009, Australia 
seized 56 kg of amphetamine, 150 kg of methampheta-
mine and 59 kg of ecstasy. The number of laboratories 
dismantled in Australia rose significantly, from 11 ATS 
laboratories in 2007-2008 to 316 in 2008-09, of which 
19 were manufacturing primarily MDMA and the rest 
were manufacturing amphetamine or methampheta-
mine. New Zealand also seized smaller quantities of 
amphetamine, methamphetamine and ecstasy; however, 
all 135 seized laboratories reported by New Zealand 
were manufacturing methamphetamine.

Africa: Few countries report seizures

The variety of substances, combinations of substances, 
precursor chemicals and chemical processes for manu-
facturing ATS hinders the collection of good quality 
data, in particular the proper identification and classifi-
cation of seized controlled substances, especially in 
countries lacking laboratory services for forensic pur-
poses, and this is an issue of concern especially in Africa. 
The vast majority represent seizures whose precise nature 
is unknown. Several African countries appear to be 
affected by trafficking in, and consumption of, diverted 
or counterfeit prescription drugs containing controlled 
substances whose nature is not always clear, possibly 

84 Data collated by DAINAP.
85 UNODC, Global SMART Update, Volume 2. October 2009.

Fig. 131: Methamphetamine seizures in China, 
East and South-East Asia, North  
America and worldwide, 2001-2009

Source: UNODC DELTA.
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including amphetamine-type stimulants as well as seda-
tives and tranquillisers.

Nigeria reported seizures of 712 kg of psychotropic sub-
stances in 2009, up from 530 kg of psychotropic sub-
stances in 2008. Burkina Faso reported seizures of 3,403 
kg of ‘médicaments de la rue’ in 2008. Morocco reported 
seizures of 48,293 units of psychotropic substances in 
2008, rising to 61,254 in 2009 and 105,940 in 2010.86 
South Africa reported aggregate seizures of 48 kg of 
amphetamine-type stimulants in 2009, including 37 kg 
of methamphetamine. Algeria reported aggregate sei-
zures of 90,630 tablets of sedatives and tranquillisers in 
2009. Côte d’Ivoire seized 43 kg of amphetamine in 
2008, as well as 17,155 amphetamine tablets (in addi-
tion to seizures of clonazepam and diazepam tablets).87 
In 2009, seizures of amphetamine in Côte d’Ivoire fell 
to 1,200 tablets. The World Customs Organization also 
reported that Sudanese officials foiled an attempt to 
smuggle 18.3 kg of stimulant tablets at Khartoum air-
port. 

Every year from 2000 to 2009, Egyptian authorities 
seized small quantities of ‘ecstasy tablets’. Seizures 
exceeded 10,000 tablets in 2006, but had fallen to 203 
tablets by 2008 to 76 tablets in 2009. In April 2010,88 
one methamphetamine laboratory was seized in Egypt.

According to South African authorities, amphetamine-
type stimulants, in particular methamphetamine and 
club drugs such as ecstasy and cathinone, continued to 
be used in South Africa.89 These drugs, with the excep-
tion of ecstasy, were manufactured locally in clandestine 
laboratories, while ecstasy was mainly smuggled in from 
Europe by air freight and parcel post. Over the period  
1 April 2008 to 31 March 2009, 20 clandestine  
laboratories manufacturing methamphetamine were 
dismantled,90 while 10 methamphetamine laboratories 
and six cathinone laboratories were dismantled during 
2009. South Africa also reported that an increase of 
methamphetamine trafficking allowed for a decrease in 
prices.

86 Official communication from the Government of Morocco. The 
replies to the Annual Reports Questionnaire for the year 2009 and 
2010 from the Kingdom of Morocco were not available at the time 
of preparation of the present report. 

87 Country report by Côte d’Ivoire to the Nineteenth Meeting of Heads 
of National Drug Law Enforcement Agencies, Africa. The replies to 
the ARQ for 2008 from Côte d’Ivoire were not available at the time 
of preparation of the present report.

88 UNODC, Global SMART Update Volume 4.
89 Country report by South Africa to the Nineteenth Meeting of Heads 

of National Drug Law Enforcement Agencies, Africa.
90 South African Police Service, Annual Report 2008/2009. In the replies 

to the ARQ for 2008, South Africa did not report any clandestine 
laboratories.

Methamphetamine trafficking from Africa to Japan 

One emerging trend identified by Japanese authorities91 
was that of methamphetamine trafficking from Africa to 
Japan. The proportion of methamphetamine seized in 
Japan that was sourced from Africa increased from 7.4% 
in 2009 to 36% in the first half of 2010. The West and 
Central African countries of Benin, Nigeria, Cameroon 
and Senegal were prominent among the source countries 
in Africa. It is unclear whether West Africa, already a 
hub for cocaine trafficking, was beginning to see the 
emergence of local ATS manufacture, or is simply serv-
ing as a transit point for methamphetamine manufac-
tured elsewhere, possibly in South Africa. Nevertheless 
this trend, together with reports from other countries in 
the region, suggests that African trafficking syndicates 
active in the Asia-Pacific region may be expanding their 
activities to include trafficking of methamphetamine in 
addition to heroin and cocaine.

Countries in West Africa, which have assumed an 
important role in the trafficking of cocaine, are also 
vulnerable to a potentially increased role in the traffick-
ing or manufacture of other drugs, including ampheta-
mine-type stimulants. In July 2009, large quantities of 
chemicals and equipment that could be used in the 
manufacture of illicit drugs were discovered in multiple 
facilities in Guinea. Among the seized materials were 
more than 5,000 litres of sassafras oil and 80 litres of 

91 Japan Customs Intelligence and Targeting Centre, presentation at 
the Twentieth Anti-Drug Liaison Officials’ Meeting for International 
Cooperation (ADLOMICO), October 2010, Seoul, Republic of 
Korea.

Fig. 132: Number of methamphetamine and 
cathinone/methcathinone laboratories 
seized in South Africa (all sizes),  
2002-2009

Source: UNODC DELTA.

*Covers the period 1 April 2008 to 31 March 2009
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3,4-MDP-2-P, which can be used to manufacture 
MDMA. In a separate single seizure, also in July 2009, 
Nigerian officials seized 10 kg of crystalline metham-
phetamine and 10 kg of amphetamine along with 57 kg 
of the precursor chemical ephedrine. The seizure was 
made at the departure concourse of a flight en route to 
South Africa.92 (The methamphetamine seizures were, 
however, not reported separately in the ARQ but 
included in the broad category of psychotropic sub-
stances seizures). In 2010, Nigeria seized 75 kg of meth-
amphetamine: over the nine-month period May 2010 
– January 2011, 11 out of 150 seizures made by author-
ities at Murtala Muhammed International Airport 
involved methamphetamine, intended predominantly 
for the Asia-Pacific region.93 

Europe: Amphetamine seizures appear to recede

Europe, notably West and Central Europe, continues to 
be an important market for amphetamine, in terms of 
both manufacture and consumption. Amphetamine 
seizures in West and Central Europe reached a record 
level (8.2 mt) in 2007, and essentially sustained this 
level in 2008 (7.9 mt). In 2007 and 2008, the Nether-
lands, the United Kingdom and Germany collectively 
accounted for more than 70% of annual amphetamine 
seizures in West and Central Europe, and in 2009 the 
United Kingdom and Germany accounted for the larg-
est and second largest seizure levels in Europe, respec-
tively. Seizure data from the Netherlands for 2009 were 
not available; however, a comparison of seizure totals for 
2008 and 2009 excluding the Netherlands indicates a 
decline of 20%.

92 UNODC, Global SMART Update, Volume 2, October 2009.
93 National Drug Law Enforcement Agency of Nigeria.

A sharp drop in seizures in the United Kingdom, from 
the high level of 2008, was partly offset by increased 
seizures in France, while seizures in Germany continued 
the gradually increasing trend that can be traced back to 
2002. Among all countries worldwide, the Netherlands 
continued to be the most frequently mentioned country 
of origin for amphetamine as well as ‘ecstasy’. Poland 
continued to be the second most frequently mentioned 
country of origin for amphetamine: Poland dismantled 
eight amphetamine laboratories in 2009, and identified 
Germany, Scandinavia and the United Kingdom as the 
main destinations for amphetamine manufactured in 
Poland.

Ecstasy seizures continue to decline

Seizures of ecstasy in Europe have declined sharply, 
standing at 1.8 mt in 2008 – approximately one third 
the prior levels – and appearing to decline by a further 
59% in 2009 (excluding seizures in the Netherlands). 
The decreases were prevalent throughout Europe but 
were more pronounced in some countries than others; 
due to recent decreases in countries which historically 
accounted for a dominant portion of European ‘ecstasy’ 
seizures (notably the United Kingdom and, up till 2008, 
the Netherlands), in 2009 the largest ‘ecstasy’ seizures 
reported by European countries were made in Turkey 
(432,513 tablets) and Spain (404,334 tablets), while 
Poland registered seizures comparable with the quanti-
ties seized in the United Kingdom (6% of the European 
total). Poland assessed that some of the `ecstasy’ on  
its territory originated in Poland itself, as well as the 
Netherlands. According to Colombian authorities,94 a 

94 Dirección Nacional de Estupefacientes, Ministerio del Interior y de 
Justicia, Colombia.

Fig. 133: Amphetamine seizures in Europe, 2000-2009
* Data for 2009 for the Netherlands were unavailable; the value used is that corresponding to the year 2008, and is only included to estimate the 
regional total.
** Data for the United Kingdom for 2007, 2008 and 2009 are based on incomplete data for some jurisdictions for the financial years 2007/08, 
2008/09 and 2009/10 respectively, and adjusted for the missing jurisdictions using the distribution in 2006/07.

Source: UNODC DELTA.
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shipment of 15 million ‘ecstasy’ tablets seized in Poland 
and intended for Colombia suggested that Colombian 
syndicates were accepting payment for cocaine in the 
form of ‘ecstasy’ tablets manufactured in Europe. Similar 
arrangements were also reported from other European 
countries in the past. 

Methamphetamine emerging in Europe

While the European ATS market has in the past been 
dominated by amphetamine and ‘ecstasy’, recent years 
have seen the emergence of methamphetamine manu-
facture, trafficking and consumption in parts of Europe. 
Between 2004 and 2009, there was a five-fold increase 
of methamphetamine seizures in West and Central 

Europe, driven mainly by seizures in Norway, Sweden 
and Lithuania. Over the period 2002-2009, Lithuania 
and the Netherlands were the European countries most 
frequently mentioned as a country of origin for meth-
amphetamine, followed by Poland, the Czech Republic 
and Slovakia. Lithuania assessed that methamphetamine 
on its territory originated entirely in Lithuania itself in 
2009, while the percentage of domestic manufacture 
was estimated at 98% by Slovakia and 95% by the 
Czech Republic. The Czech Republic reported seizures 
of a large number of methamphetamine laboratories 
(342); one methamphetamine laboratory was also dis-
mantled in Lithuania and an unspecified number in 
Slovakia.

Fig. 134: Seizures of ecstasy in Europe, 2000-2009
* Data for the United Kingdom for 2007, 2008 and 2009 are based on incomplete data for some jurisdictions for the financial years 2007/08, 2008/09 
and 2009/10 respectively, and adjusted for the missing jurisdictions using the distribution in 2006/07.

** Data for 2009 for the Netherlands were unavailable; the value used is that corresponding to the year 2008, and is only included to estimate the 
regional total.

Source: UNODC DELTA.
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Fig. 135: Methamphetamine seizures in West and Central Europe, 2000-2009

Source: UNODC DELTA.
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4.5 Emerging trends

Market expansion for ATS markets in  
East and South-East Asia 

Established markets for amphetamine-type stimulants in 
East and South-East Asia have seen an expansion over 
the past year. Expert perceptions confirm that ATS - 
notably methamphetamine - play a significant role in 
the region. ATS may even have overtaken the use of 
plant-based drugs in some countries over the past few 
years. Methamphetamine in pill form has been reported 
as the primary drug of use in the Lao People’s Demo-
cratic Republic and Thailand, while methamphetamine 
in crystalline form has been reported as the primary 
drug of use in Brunei Darussalam, Cambodia, Japan, 
the Republic of Korea and the Philippines. Metham-
phetamine in pill and crystalline form ranked as the 
second most commonly used drug type in China, with 
‘ecstasy’ ranking third. In Indonesia, crystalline meth-
amphetamine and ‘ecstasy’ ranked as the second and 
third most commonly used drugs, respectively. Crystal-
line methamphetamine ranked as the third most com-
monly used drug in Malaysia and Singapore. 

Over the past few years, several expanding markets have 
emerged in the region. For example, the market for 
methamphetamine in Viet Nam has grown as the coun-
try becomes an attractive target for traffickers due to its 
large, increasingly affluent and urban population. The 
use of crystalline methamphetamine, in particular, has 
increased among young people in major cities and sei-
zures of methamphetamine pills have increased signifi-
cantly over the past three years. Viet Nam also reports 
the existence of drug storage points along the northern 
border with the Lao People’s Democratic Republic.

In Indonesia, crystalline methamphetamine use has 
been increasing each year since 2003 according to 
experts, and the drug now ranks as the second most 
commonly used drug, after having ranked fifth in 2005. 
Over the past five years, Indonesia - hitherto primarily a 
transit country for methamphetamine - has become a 
manufacturing centre for crystalline methamphetamine. 
Malaysia is a key transit country for crystalline metham-
phetamine trafficking in the region and in recent years 
has seen seizures of several small and large-scale manu-
facturing laboratories, echoing the same pattern as some 
other countries.

Another trend is the increasing trafficking and use of 

ketamine which is often sold in the traditional ATS 
markets of South-East Asia. In 2009, 6.9 mt of ketamine 
was seized in East and South-East Asia. Almost 90% of 
this was seized in China, which, along with India, is one 
of the major source countries for ketamine in the region. 
Ketamine seizure figures are almost certainly under-
reported, particularly in Asia. Ketamine is not under 
international control and only some countries in the 
region have imposed restrictions on its availability. Use 
is reportedly increasing in several countries and areas, 
and in Hong Kong, China, it was the main drug of use, 
with 2009 seizures reaching five times their 2007 level. 
One reason for its growing popularity is that ketamine 
is cheaper than other drugs such as MDMA and its licit 
use makes it widely available for diversion for illicit pur-
poses in many countries in the region.

Ketamine is also frequently trafficked in South Asia, 
particularly from India. Seizures of ketamine in India 
have increased from 60 kg in 2005 to more than 1 mt 
in 2009. Ketamine has been trafficked to countries in 
East and South-East Asia as well as to North America 
(notably Canada) and some European countries (nota-
bly the United Kingdom and the Netherlands).

The emergence of analogue substances in 
established ATS markets

The appearance of several new unregulated synthetic 
compounds in established ATS markets, particularly in 
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Europe, the United States, Canada, Australia and New 
Zealand, has been an important trend observed over the 
past years. Many of these substances are marketed as 
‘legal highs’ and substitute for illicit stimulant drugs 
such as cocaine or ecstasy. 

In Europe, the emergence of these substances coincided 
with the gradual disappearance of ecstasy from the illicit 
drugs market. Seizures of ecstasy precursors have con-
tinually declined over the past five years. Seizures of the 
main ecstasy precursor 3,4-MDP-2-P (also known as 
piperonyl methyl ketone) steeply declined after 2004. 
The slow and steady disappearance of MDMA from the 
illicit market coincided with a decline in laboratory 
activity. In 2009, only one ecstasy-related laboratory 
incident was reported in Europe. 

At the same time, other synthetic substances, notably 
piperazines, have been sold as ‘ecstasy’ to meet the 
demand from the illicit market. Manufacturers and traf-
fickers have started to exploit the lack of national and 
international control over piperazines and other new 
synthetic substances. Piperazines are not under interna-
tional control although many countries have introduced 
national controls over BZP and taken other action to 
prevent their sale and distribution. 

As a result, other substances have emerged, notably 
mephedrone. Mephedrone, 4-methylmethcathinone 
(4-MMC), first appeared on the illicit market around 
2007. The substance has no medical use in either 
humans or animals and has been associated with a 
number of fatalities in European countries. In Decem-
ber 2010, mephedrone was banned in the countries of 
the European Union. But it is still available in illicit 
drug markets and has also appeared on markets in devel-
oped countries outside Europe, including the United 
States and Australia. 

Methamphetamine trafficking from Africa 

Africa poses one of the greatest emerging threats with 
regard to trafficking of amphetamine-type stimulants. 
Trafficking of methamphetamine from Africa was 
reported first at the end of 2008 and reports of such 
trafficking have continued since. West Africa, in particu-
lar, is emerging as a source of methamphetamine for 
illicit markets in East Asia, with couriers transiting 
Europe, western Asia or East Africa. Few countries in the 
region have the capacity and governance structures to 
address the problem. 

Methamphetamine manufacture is not entirely new to 
Africa. South Africa has had increasing reports since 
2004 and Egypt reported a case as recently as April 
2010. There are also indications that ATS manufacture 
could occur in West Africa. In July 2009, equipment 
that could be used in ATS manufacture was discovered 
in Guinea. In June 2010, the United States Government 

indicted members of a large international cocaine traf-
ficking organization for, inter alia, the intent to establish 
large-scale manufacture of crystalline methamphetamine 
in Liberia. 

Precursor chemicals are frequently trans-shipped through 
the region. The International Narcotics Control Board 
(INCB) identified Africa as the region with the greatest 
number of diversions or attempted diversions of ATS 
precursor chemicals in 2008. Countries import precur-
sors in considerable excess of legitimate annual needs 
and are targets for organized crime. For example, a single 
shipment to Uganda of 300 kg of pseudoephedrine was 
seized upon arrival in 2008. At the same time, the INCB 
notes that precursor trafficking patterns in Africa stand 
in sharp contrast to the low number of seizures made by 
Governments in the region. Only two cases were 
reported in 2009: 1.25 mt of ephedrine to the Central 
African Republic and 1 mt of pseudoephedrine to 
Kenya, both of which can be used in the manufacture of 
methamphetamine. 

The World Customs Organization (WCO) noted a 
small number of methamphetamine trafficking cases 
from Africa (southern) to East Asia in mid-2008 with no 
prior cases reported. The year 2009 saw both the number 
of seizures and their quantities originating from Africa 
more than triple. This trend appears to be growing and 
spreading. Cases of methamphetamine trafficking have 
emerged from various West African nations. Trafficking 
of methamphetamine originating in or transiting 
through Benin, Cameroon, Côte d’Ivoire, Ghana, 

To East Asia via Europe

To East Asia 
and Gulf area

To Oceania

Methamphetamine laboratories

Methamphetamine traffic
since 2009 reported

Routes (arrow indicates source
and routing reported in 2009/2010

Source: Global SMART Update Vol 4, October 2010

Note: The boundaries and names shown and the designations used on this map do not imply official endorsement or acceptance by 
the United Nations. Lines represent origin and intended destination, not necessarily exact route, and include completed or stopped 
trafficking attempts. Modes of transport include by air, sea, overland, or any combination thereof.

Map 37: Trafficking routes of  
methamphetamine in Africa
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Guinea, Senegal and in particular Nigeria have all been 
reported since 2009. 

The most common destinations for methamphetamine 
have been outside the region, primarily Japan, followed 
by the Republic of Korea, with new reports from Malay-
sia and Thailand. Cases are typically multi-kilo and 
transported via air passengers hidden in luggage or by 
body concealment resembling methods employed by 
West African syndicates for other drugs. Couriers transit 
via Gulf countries, East African as well as European 
countries. Significantly larger shipments have also been 
reported. For example, in May 2010, Nigerian authori-
ties stopped two separate cargo shipments totalling 63 
kg of methamphetamine and amphetamine to Japan and 
South Africa. In July 2009, 10 kg of crystalline metham-
phetamine, 10 kg of amphetamine and 57 kg of ephe-
drine were seized in Nigeria en route to South Africa. 

The infrastructure established by transnational cocaine 
and heroin traffickers in West Africa is readily adaptable 
to accommodate the flexibility of ATS manufacture. 
While the capacity to report on the situation in the 
region remains limited, initial indications suggest that 
the products are a threat for lucrative markets around 
the world. This raises the need for a truly global effort 
to address the synthetic drugs problem.

ATS in South Asia

Located at the crossroads of drug supply between the 
sources in South-East and South-West Asia, South Asia 
has traditionally been affected by illicit manufacture, 
trafficking and use of drugs, mostly opiates. Over the 
past few years, however, South Asia has emerged as a 
source for amphetamine-type stimulants (ATS) and the 
precursors needed to manufacture them.

The geographical proximity to East and South-East 
Asian source countries of illicit methamphetamine is 
one of several factors which makes South Asia a vulner-
able target for illicit manufacture of amphetamine-type 
stimulants. The first clandestine ATS manufacture oper-
ation was detected in India in May 2003. Since then, 
several additional facilities have been uncovered. In 
August 2010, a methamphetamine laboratory was dis-
covered in India. However, attempts at illicit ATS man-
ufacture are not limited to India, they have also been 
reported from Bangladesh and Sri Lanka. In Sri Lanka, 
for example, a large-scale methamphetamine laboratory 
was dismantled in May 2008.

In addition, South Asia has become one of the main 
regions used by drug traffickers to obtain ephedrine and 
pseudoephedrine for the illicit manufacture of metham-
phetamine. India is one of the world’s largest manufac-
turers of precursor chemicals and Bangladesh also has a 
growing chemical industry. Despite efforts to control 
precursor chemicals, both countries have been identified 

in a number of cases as the source of diverted precursor 
chemicals for a range of drugs, including methampheta-
mine. Several significant seizures of pseudoephedrine in 
Central America and the Caribbean (such as the Domin-
ican Republic, Guatemala and Honduras) are believed 
to have originated in Bangladesh. Many countries in 
Central America and the Caribbean are vulnerable as 
destinations for these shipments. Africa also remains at 
risk at being used by traffickers to obtain precursor 
chemicals.

Amphetamine, methamphetamine and ecstasy have 
been regularly seized in South Asia over the past five 
years. Methamphetamine pills originating from Myan-
mar are trafficked into Bangladesh, India and Nepal. 
The recent upsurge of methamphetamine seizures origi-
nating from Myanmar may therefore be felt acutely in 
the region.
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Fig. 137: Global seizures of amphetamines(a), 2001-2009

(a) Amphetamine, methamphetamine and related non-specified amphetamines.

Year 2001 2002 2003 2004 2005 2006 2007 2008 2009

Metric ton 
equivalents(b) 33        33        42        42        50        56        51        55        65        

(b)  This quantity reflects the bulk weight of seizures, with no adjustment for purity. Seizures of amphetamines-group substances reported in tablets or similar 
units are converted using assumed bulk tablet weights between 90mg and 300 mg, depending on the region and specific drug type, and based on 
information currently available to UNODC. This differs from the approach adopted in earlier editions of the World Drug Report.
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(a)  This quantity reflects the bulk weight of seizures, with no adjustment for purity. Seizures of amphetamines-group substances reported in tablets or similar 
units are converted using assumed bulk tablet weights between 90mg and 300 mg, depending on the region and specific drug type, and based on 
information currently available to UNODC. This differs from the approach adopted in earlier editions of the World Drug Report.
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Fig. 138: Interception of amphetamines-group substances, 2001-2009
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WORLD: 2001-2009
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Fig. 139: Global seizures of ‘ecstasy’-group(a) substances, 2001-2009

Year 2001 2002 2003 2004 2005 2006 2007 2008 2009
Kilogram 
equivalents 10,895 13,049  9,410 12,727 9,729  9,776  16,595 5,991  5,435  
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2003.           
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SEIZURES OF ECSTASY-GROUP SUBSTANCES as % of world total and in kg equivalents (a)

-  HIGHEST RANKING COUNTRIES - 2009

(a)  Includes substances believed to be ecstasy (e.g. MDMA, MDA, MDE) which may not have been confirmed by forensic testing. 
 (b) This quantity reflects the bulk weight of ecstasy seizures, with no adjustment for purity. Seizures of ecstasy reported in tablets or 
similar units are converted using assumed bulk tablet weights between 200mg and 300mg, depending on the region and based on 
information currently available to UNODC. This differs from the approach adopted in earlier editions of the World Drug Report.

(b)

(c)

 (a) This quantity reflects the bulk weight of ecstasy seizures, with no adjustment for purity. Seizures of ecstasy reported in tablets or similar 
units are converted using assumed bulk tablet weights between 200mg and 300mg, depending on the region and based on information 
currently available to UNODC. This differs from the approach adopted in earlier editions of the World Drug Report.
(b) Data relative to 2008. Data for 2009 from the Netherlands were not available
(c) Data for the United Kingdom for 2009 are based on incomplete data for some jurisdictions for the financial year 2009/10, and adjusted for 
the missing jurisdictions using the latest available complete distribution (relative to the financial year 2006/07).
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Fig. 140: Interception of ‘ecstasy’-group substances, 2001-2009

ECSTASY INTERCEPTED - WORLD: 2001-2009 ECSTASY INTERCEPTED - ASIA: 2001-2009

ECSTASY INTERCEPTED - AMERICAS: 2001-2009 ECSTASY INTERCEPTED - EUROPE: 2001-2009

ECSTASY INTERCEPTED - AFRICA: 2001-2009 ECSTASY INTERCEPTED - OCEANIA: 2001-2009

0

300

600

900

1,200

1,500

1,800

2,100

2001 2002 2003 2004 2005 2006 2007 2008 2009

K
ilo

g
ra

m
s 

eq
u

iv
al

en
ts

0

2,000

4,000

6,000

8,000

10,000

12,000

14,000

16,000

18,000

2001 2002 2003 2004 2005 2006 2007 2008 2009

K
ilo

g
ra

m
s 

eq
u

iv
al

en
ts

0

600

1,200

1,800

2,400

3,000

3,600

4,200

2001 2002 2003 2004 2005 2006 2007 2008 2009

K
ilo

g
ra

m
s 

eq
u

iv
al

en
ts

0

1,000

2,000

3,000

4,000

5,000

6,000

7,000

8,000

9,000

2001 2002 2003 2004 2005 2006 2007 2008 2009

K
ilo

g
ra

m
s 

eq
u

iv
al

en
ts

0

50

100

150

200

250

300

350

2001 2002 2003 2004 2005 2006 2007 2008 2009

K
ilo

g
ra

m
s 

eq
u

iv
al

en
ts

0

600

1,200

1,800

2,400

3,000

3,600

4,200

4,800

2001 2002 2003 2004 2005 2006 2007 2008 2009

K
ilo

g
ra

m
s 

eq
u

iv
al

en
ts









5. The cannabis market

175

5.1 Introduction

Cannabis remains the most widely produced and con-
sumed illicit substance globally. The extent of the global 
cannabis problem did not change significantly in 2009, 
though the consumption estimates show a wider range. 
This is the result of some increases in cannabis use in the 
United States of America, Africa, South and Central 
America and Asia, though consumption in Canada, 
western Europe and Oceania remained stable or showed 
a decline. 

In Europe, cannabis resin seizures are now at their lowest 
level for the last 10 years, whereas seizures of resin in 
North Africa have increased. The major cannabis resin-
producing countries showed little evidence of changes in 
the production levels. Global herbal cannabis seizures 
have increased, principally due to increased seizures in 
the United States of America and Mexico, where data on 
use and cultivation also point to an increase in the avail-
ability of cannabis herb in the market. 

There is more and more evidence that intensive expo-
sure to cannabis products with high potency levels 
increases the risk of psychotic disorders (see text box). 
Some recent studies show that the average concentration 
of the major psychoactive substance in cannabis prod-
ucts (THC) is nowadays at higher levels than 10-15 
years ago; however, data for the past five years show a 
stable trend in some countries although the pattern is 
not consistent for all products and all countries. 

From a market perspective, both cannabis producers and 
users are apparently searching for more diversified prod-
ucts which are not only determined by different THC 

concentrations, but also by choices in ‘flavours.’ This 
diversification is illustrated by the rise of synthetic can-
nabinoids (‘spice’). In a short time, these products have 
become popular among young adults and teenagers in 
Europe and the United States. While there are some 
indications that these products might cause more 
damage to the health of users, there is a need for more 
pharmacological and toxicological research in this area. 
At the same time, the large number of products being 
marketed as cannabinoids also challenges the control 
measures taken by regulatory authorities in the Member 
States, the World Health Organization, the Interna-
tional Narcotics Control Board and the Commission on 
Narcotic Drugs.

5.2 Consumption

UNODC estimates that in 2009, between 2.8% and 
4.5% of the world population aged 15-64, correspond-
ing to between 125 and 203 million people, had used 
cannabis at least once in the past year. Compared to the 
previous year, the lower and upper levels of the estimates 
have increased, thereby widening the range.1 This is in 
part due to greater uncertainty in the estimates as there 
are limited recent or reliable prevalence data available 
from many countries in Asia and Africa.

1 In 2008, the annual prevalence was estimated between 2.9% and 
4.3% of the population aged 15-64.
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In 2009, among the Member States who provided expert 
perceptions on the trends of cannabis use in their coun-
tries, nearly half of the countries reported a stable trend. 
This number was even higher in countries in the Amer-
icas (67%). Less than half of Member States (44%), 
mainly in Africa, Asia and to a lesser extent Europe, 

reported that cannabis use had increased in their coun-
tries. As an overall trend, over the past 10 years, an 
increasing number of countries have been reporting 
stable trends for the use of cannabis.

Table 36: Annual prevalence and estimated number of cannabis users, by region, subregion  
and globally, 2009

Fig. 141: Estimated number of cannabis users 
by region, 2009

Source: UNODC.

Fig. 142: Annual prevalence of cannabis users 
by region, 2009

Source: UNODC.
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Region/subregion

Estimated 
number of users 

annually  
(lower)

-

Estimated 
number of users 

annually 
(upper)

Percent of 
population 
age 15-64 

(lower)

-

Percent of 
population 
age 15-64 

(upper)

Africa
East Africa
North Africa
Southern Africa
West and Central Africa

21,630,000
2,340,000
4,780,000
3,130,000

11,380,000

-
-
-
-
-

59,140,000
8,870,000

10,620,000
7,810,000

31,840,000

3.8
1.7
3.6
3.9
5.2

-
-
-
-
-

10.4
6.5
8.0
9.8

14.6

Americas
Caribbean
Central America
North America
South America

40,950,000
440,000
550,000

32,520,000
7,410,000

-
-
-
-
-

42,860,000
2,060,000

610,000
32,520,000

7,630,000

6.7
1.6
2.2

10.7
2.9

-
-
-
-
-

7.0
7.6
2.5

10.7
3.0

Asia
Central Asia
East/South-East Asia
Near and Middle East
South Asia

31,340,000
1,950,000
5,440,000
6,060,000

16,830,000

-
-
-
-
-

67,970,000
2,260,000

24,160,000
12,360,000
28,110,000

1.2
3.8
0.4
2.4
1.9

-
-
-
-
-

2.5
4.4
1.6
4.8
3.1

Europe
East/South-East Europe
West/Central Europe

28,730,000
5,980,000

22,750,000

-
-
-

29,250,000
6,380,000

22,860,000

5.2
2.6
7.1

-
-
-

5.3
2.6
7.1

Oceania 2,160,000 - 3,460,000 9.3 - 14.8

Global 124,810,000 - 202,680,000 2.8 - 4.5
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Cannabis users
The typology presented below is based on selected 
behavioural studies undertaken in a few developed 
countries (including the United States, Australia and 
the United Kingdom). It gives an indication of the risk 
factors and cannabis use patterns in some high-preva-
lence countries.

Experimental:
Experimental cannabis users typically try the drug for 
the first time in adolescence. They constitute a group of 
people who want to experience illegal drugs, but for the 
majority of these people, experience with cannabis suf-
fices. A stage pattern suggests that ‘experimenters’ begin 
with alcohol and tobacco, followed by cannabis or inha-
lants.

Poor relations with parents, depression symptoms, 
exposure to drug-using peers and accessibility of drugs 
are important factors for initiation into illicit drugs. 
However, adolescents’ beliefs and values favourable to 
the use of cannabis and association with cannabis-using 
peers are the strongest predictors of cannabis experi-
mentation. Sensation-seeking in adolescence represents 
a propensity toward novel experiences and could also 
lead to the experimental use of cannabis. A number of 
experimental users may continue to use cannabis more 
regularly for recreational purposes or long-term to 
become chronic or dependent users.

Recreational: 
During the last quarter of the twentieth century, recrea-
tional use of cannabis increased greatly across the world 
and came to be seen by larger numbers of young people 
as a normal leisure activity. Recreational users use can-
nabis mostly on weekends, are likely to have used or use 
other drugs and have a more active night life in the city 
than other users. These users report that the main pur-
pose of their use of cannabis is to reach a ‘social high’ 
and that they also use it to relax, enhance activity, 
decrease boredom, increase confidence, reduce anxiety 
or feel better. These young people do not contact public 
or private addiction counselling services because they 
are at times unaware of their existence, do not consider 
themselves dependent or feel these services are not 
designed for their specific needs. Early repeated use of 
cannabis during adolescence may be a risk factor for 
chronic cannabis use.

Long-term or chronic: 
People who start using cannabis at an early age and 
those who used other illicit drugs are more likely to 
continue using cannabis in their mid-30s or beyond, 

suggesting that cannabis use is part of their routine 
lifestyle choices. Lower income and marital rates, higher 
unemployment rates and having cannabis-using friends 
in young adulthood are commonly reported among this 
population. 

Long-term cannabis users express lower levels of satis-
faction on measures of quality of life. They report using 
cannabis to enhance positive feelings and perceive the 
drug as having calming effects, and may use it for stress-
coping purposes. They also report using cannabis to 
escape from problems, alleviate anger or frustration, and 
'get through the day'. Greater antisocial behaviour dis-
tinguishes chronic users from experimental and recrea-
tional users. It has been reported that psychosocial 
factors, antisocial personality disorder and alcohol 
dependence could predict long-term cannabis use. A 
social taboo against chronic drug use among women 
may be a protective factor, which is reflected in lower 
long-term female use rates.
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Cannabis use in the United States shows a  
resurgence, while there is a decrease in Canada 

The annual prevalence of cannabis use in North Amer-
ica is estimated at around 10.7% of the adult popula-
tion aged 15-64. These estimates are higher than the 
annual prevalence of 9.9% reported in the 2010 World 
Drug Report, and essentially reflect the increase in the 
annual prevalence of cannabis use in the United States 
of America.

In the United States, cannabis remained the most 
common illicit drug used in the past year. The annual 
prevalence of cannabis use that had been declining stead-
ily between 2002 and 2007 begun to show an increase 
over the past two years, and in 2009 was estimated 
slightly higher than the prevalence in 2002.2 Compara-

2 Substance Abuse and Mental Health Services Administration, Results 
from the 2009 National Survey on Drug Use and Health: Volume I. 
Summary of National Findings, 2010, Rockville, Maryland, USA.

ble trends of cannabis use have been observed both 
among the general population and high school stu-
dents.

In 2009, among the people who had initiated drug use 
in the past year in the United States, the largest number 
- 2.4 million people aged 12 years or older - had used 
cannabis as their first drug. This was followed by the 
non-medical use of pain relievers (2.2 million). Among 
the estimated 22.5 million drug users who were classi-
fied with substance dependence or abuse in the past 
year, the highest number was among cannabis users (4.3 
million people aged 12 or older).3 

Past month prevalence of cannabis use among the US 
population aged 12 or older increased from 6.1% in 
2008 to 6.6% in 2009. The rate of current illicit drug 
use, including cannabis, among the older population 

3 Ibid.

Table 37: Expert perceptions of trends in cannabis use by region, 2009

Source: UNODC ARQ.

Region

Member 
States 

providing 
perception 

data

Member 
States 

perception 
response 

rate

Use  
problem 
increased

Percent  
use  

problem 
increased

Use  
problem 
stable

Percent 
use  

problem 
stable

Use  
problem 

decreased

Percent use 
problem 

decreased

Africa 11 21% 7 64% 3 27% 1 9%

Americas 15 43% 5 33% 10 67% 0 0%

Asia 22 49% 11 50% 8 36% 3 14%

Europe 30 67% 12 40% 14 47% 4 13%

Oceania 1 7% 0 0% 1 100% 0 0%

Global 79 41% 35 44% 36 46% 8 10%

Fig. 143: Expert perceptions of trends in cannabis use, 2000-2009

Source: UNODC ARQ.
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(aged 50-59) has also increased from 2.7% in 2002 to 
6.2% in 2009,4 mainly due to the ageing cohort of baby 
boomers5 that have had high rates of illicit drug use. 
Among secondary school students in grades 8, 10 and 
12, after some decreases observed between 2002 and 
2006, there has been a steady increase in the annual 
prevalence of cannabis use since 2007. Use is still not 
reaching the levels reported in 2002, however.6 The 
reversal in cannabis trends from 2006 onwards is in part 
attributed to a softening of the perceptions related to the 
risks of cannabis use among the student population,7 
which coincided with a period of public debates around 
an initiative aiming at the legalization of cannabis in one 
US state. 

In 2009, among emergency department visits related to 
cannabis use, the rate was slightly higher for the popula-
tion aged 20 years or younger (125.3 visits per 100,000 
people) compared to those aged 21 or older (121.5 visits 
per 100,000 people).8 For all other illicit drugs, the rate 

4 Substance Abuse and Mental Health Services Administration, Results 
from the 2009 National Survey on Drug Use and Health: Volume I. 
Summary of National Findings, 2010, Rockville, Maryland, USA.

5 Baby boomers refers to the cohort of persons born in the United 
States between 1946 and 1964.

6 Johnston, L. D., O’Malley, P. M., Bachman, J. G. and Schulenberg, J. 
E., Monitoring the Future, national results on adolescent drug use: Over-
view of key findings, 2010, Institute for Social Research, University of 
Michigan, 2011, Ann Arbor, Michigan, USA. 

7 NIDA, Research Report Series: Marijuana Abuse, US Department of 
Health and Human Services, National Institutes of Health, Septem-
ber 2010.

8 Substance Abuse and Mental Health Services Administration, Centre 
for Behavioural Health Statistics and Quality, The DAWN Report: 
Highlights of the 2009 Drug Abuse Warning Network (DAWN) Find-
ings on Drug-Related Emergency Department Visits, December 2010, 

of emergency department visits was much lower among 
the younger population.

In Canada, the annual prevalence of cannabis use among 
the adult population remains at levels comparable to 
those in the United States, although the annual preva-
lence has been declining since 2004. In 2009 the annual 
prevalence was reported at 12.6%, a decrease from 
13.6% in 2008 and 14.1% in 2004.9 There has also 
been a decline in the annual prevalence of cannabis use 
among youth aged 15-24, from 37% in 2004 to 26.3% 
in 2009.10 

There is no update on the extent of cannabis use in 
Mexico, but experts perceive an increase since 2008 
when use was reported at 1% among the adult popula-
tion. Cannabis use in Mexico remains at much lower 
levels than in the United States or Canada.

Some countries in South and Central America 
report increases in cannabis use

Cannabis use patterns and trends in the Caribbean, 
South and Central America remain unchanged, with the 
prevalence of cannabis use at comparable levels in these 
subregions. One third of the countries that reported 
expert opinions on trends of drug use considered that 
cannabis use in their countries had increased. Countries 
with high prevalence of cannabis use among the adult 

Rockville, Maryland, USA.
9 UNODC ARQ.
10 Health Canada, Canadian Alcohol and Drug Use Monitoring Survey: 

Summary Results for 2009, 2010.

Fig. 144: United States: Trends in the annual  
prevalence of cannabis use among  
the population aged 12 or older,  
2002-2009

Source: Substance Abuse and Mental Health Services Adminis-
tration, Results from the 2009 National Survey on Drug Use 
and Health: Summary of National Findings.
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Fig. 145: United States: Trends in the annual  
prevalence of cannabis use among 
secondary school students,  
2002-2010

Source: Monitoring the Future: national results on adolescent 
drug use.
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population in these regions include Argentina, Belize, 
the Plurinational State of Bolivia, Chile and Guatemala. 
As observed in other regions, the prevalence of cannabis 
use in Central and South America tends to be higher 
among youth than in the general population. One 
exception is Guatemala, where the prevalence of canna-

bis use is higher in the adult population aged 15-64 
(4.8%) than in the 12-19 age group (1%). In Argentina, 
the annual prevalence of cannabis use among the popu-
lations aged 15-64 and 13-17 is almost identical (7.2% 
and 7.6%, respectively). 

Profile of clients in treatment with cannabis as the primary drug  
of concern in the United States (2000-2008) 

Contrary to the general belief that cannabis use can result in little harm to users, in recent years, an increasing 
number of people in many regions have entered treatment for problems related to cannabis use. Presented below are 
some characteristics of a typical cannabis user entering treatment services in the United States, using data aggregated 
over the years 2000-2008. Based on this information, it can be inferred that cannabis users in treatment: 
1. Are most likely adolescents or young adults, single and male with secondary-level schooling.  

One third of clients are less than 17 years old. 
2. Are most likely not in the workforce, that is, unemployed or students.
3. Initiated their use of cannabis at a very young age - more than half by the age of 14 and almost  

90% before the age of 18. 
More than a quarter were daily users immediately prior to entering treatment, although more than a third had ceased 
use in the month prior to admission. The majority of referrals came through the criminal justice system.

Characteristic % of total
Age 12-17

18-24
25+

32.5
32.5
34.9

Gender Male
Female

74.4
25.6

Marital status Never married 80.5
Education 12 years or less 90.4
Employment status Full time

Part time
Unemployed

Not in labour force
(of which 55.4% are students)

19.2
9.2

25.3
46.3

Frequency of cannabis use No use in past month
1-3 times in past month

1-2 times in past week
3-6 times in past week

daily

35.0
16.4
10.4
11.8
26.4

Age at first use 11 and under
12-14
15-17
18-20

21+

13.6
42.3
31.2

8.5
4.4

Source of referral Individual (includes self-)
Healthcare provider

School
Employer

Community referral
Court/criminal justice system

16.1
10.3

3.9
1

11.5
57.1

DSM diagnosis Cannabis dependence
Cannabis abuse

40.8
28.8

Psychiatric problem in addition to cannabis problem 23.2

Source: SAMHSA, Treatment Episode Data Set (TEDS).
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Most countries in Europe have shown stable or 
declining levels of cannabis use, but it is reportedly 
on the increase in eastern Europe 

In some countries in eastern Europe, cannabis use 
exceeds the prevalence levels in western Europe. New 
data are available from a few countries in Europe, and 
they confirm the stabilization of cannabis use in West 
Europe. The Czech Republic, Estonia, Italy, Slovakia, 
Spain and the United Kingdom remain countries with 
high levels of cannabis use among the general popula-

tion and among young adults with perceived trends of 
increasing use reported in recent years.11

In Europe, the annual prevalence of cannabis use is esti-
mated at 5.2%-5.3% of the population aged 15-64. The 
prevalence of cannabis use is much higher in West and 

11 A new household survey in Italy indicates a strong decline in annual 
prevalence from 14.3% in 2008 to 5.2% in 2009 as well as a parallel 
decline in the lifetime prevalence of cannabis use among the general 
population. The comparability of the findings between these two 
surveys, however, is uncertain. 
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Source: UNODC ARQ.
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Fig. 147: Europe: Trends in annual prevalence of cannabis use in countries with new* data

* This refers to new or most recent data provided by Member States in 2010, either through the ARQ or in survey reports.

Source: UNODC ARQ; Government reports.



183

The cannabis market

Although there is not much reliable information on 
the extent of cannabis use in Africa, it is perceived 
to be widespread, and most countries reporting 
expert opinion consider that cannabis use continues 
to increase 

The estimated annual prevalence rates of cannabis use 
for Africa is the second highest in the world, with esti-
mates ranging between 3.8% and 10.4% of the popula-
tion aged 15-64, or between 21.6 and 59.1 million 
people. Higher levels of cannabis use are estimated for 
West and Central Africa compared to other subregions.

In Kenya, a 2009 survey conducted among 4,500 house-
holds in the coastal provinces indicated that the overall 
lifetime prevalence of cannabis use was 10.6% among all 

Central Europe (7.1%) than in East and South-East 
Europe (2.6%). The use of cannabis is in large part con-
centrated among young people, with the highest annual 
prevalence reported among those aged 15-24 (13.9%), 
compared to an average annual prevalence of 10% 
among the population aged 15-34 in West, Central and 
South-East Europe. 

The individual risk related to cannabis use seems lower 
than for heroin or cocaine, but health problems do exist 
and due to the high prevalence of use, the impact of 
cannabis on public health may be significant.12 On aver-
age, cannabis was reported as the primary drug in treat-
ment for 21% of cases in West and Central Europe and 
14% of cases in East and South-East Europe. Cannabis 
was also reported as a secondary drug by 24% of all 
outpatient clients in Europe. Among the younger drug 
users (aged 15-19) in treatment, a much higher propor-
tion (83%) were in treatment for primary cannabis 
use.13 As reported by EMCDDA, many cannabis clients 
also report the use of alcohol or other drugs. Based on 
data collected in 14 EU member states, 65% of the can-
nabis users had taken another substance – mostly alco-
hol or cocaine – and some reported the use of both 
alcohol and cocaine in the previous year. 

12 European Monitoring Centre for Drugs and Drug Addiction 
(EMCDDA) Annual Report 2010: The State of the drugs problem in 
Europe, Lisbon, 2010. 

13 Ibid.

Fig. 148: Trends in annual prevalence of cannabis use in high prevalence countries 

Source: EMCDDA; UNODC ARQ.
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Cannabis use and psychosis
Evidence suggests that cannabis and other cannabinoids 
can produce a range of transient psychotic symptoms 
and cognitive deficits, such as transient deficits in learn-
ing, short-term memory, working memory, executive 
function, abstract ability, decision-making and atten-
tion. Increasing evidence also suggests that early onset 
and heavy cannabis exposure could increase the risk of 
developing a psychotic disorder such as schizophrenia. 

In a case control study conducted by Di Forti et al. in 
the United Kingdom (2009), it was reported that 
patients with a first episode of psychosis were more 
likely to have smoked higher potency cannabis (that is, 
cannabis with higher THC content) with greater fre-
quency and for a longer period. The study found that 
78% of the case groups used the high potency cannabis 
(Sinsemilla or Skunk with THC concentrations ranging 
between 12-18% and 0% cannabidiol) compared with 
37% of the control group (that smoked cannabis resin 
with both THC concentration and cannabidiol of 
3.4%) (AOR* 6.8); were daily users (AOR = 6.4), and 
had smoked cannabis for more than 5 years (AOR 2.1). 

Recent studies also indicate that cannabidiol reduces the 
acute cognitive effects of THC, an important aspect 
since the potency of cannabis has increased in Europe 
during the last 10 years and THC has been associated 
with the detrimental effects of cannabis on the mental 
health of at-risk users.

A recently published 10-year follow-up cohort study 
investigated the relationship between cannabis use and 
the subsequent development of psychosis over time and 
concluded that cannabis use was a risk factor for the 
development of incident psychotic symptoms. The 

study also concluded that continued cannabis use might 
increase the risk of psychotic disorder by impacting on 
the persistence of symptoms.
* AOR stands for Adjusted Odds Ratio, meaning that adjusting for 
age, gender, ethnicity, et cetera, those who had smoked higher THC 
content cannabis were 6.8 times more likely to report psychosis than 
the other group.  
 
References: 
Sewell et al, ‘Behavioral, cognitive and psychophysiological 
effects of cannabinoids: relevance to psychosis and schizophre-
nia,’ Revista Brasileira de Psiquiatria, Vol 32, Suppl I, May 
2010.
Compton et al, ‘Association of Pre-Onset Cannabis, Alcohol, 
and Tobacco Use With Age at Onset of Prodrome and Age at 
Onset of Psychosis in First-Episode Patients,’ American Journal 
of Psychiatry, Nov. 2009; 166: pp. 1251–1257.
Arseneault et al, ‘Causal association between cannabis and 
psychosis: examination of the evidence,’ British Journal of 
Psychiatry, 2004, 184: pp. 110–117.
EMCDDA, Insights: An overview of cannabis potency in Europe, 
2004.
Di Forti et al., ‘High-potency cannabis and the risk of psycho-
sis,’ British Journal of Psychiatry, Dec. 2009; 195(6): pp. 488–
491.
Ramaekers et al, ‘High-Potency Marijuana Impairs Executive 
Function and Inhibitory Motor Control,’ Neuropsychopharma-
cology, 2006, 31, pp. 2296–2303.
Morgan et al, ‘Impact of cannabidiol on the acute memory 
and psychotomimetic effects of smoked cannabis: naturalistic 
study,’ British Journal of Psychiatry, 2010, 197, pp. 285–290. 
Henquet, C. and Kuepper, R., ‘Does Cannabidiol protect 
against the negative effects of THC?,’ British Journal of Psy-
chiatry, 2010. 197: pp. 259–260.
Keupper et al, ‘Continued cannabis use and risk of incidence 
and persistence of psychotic symptoms: 10-year follow-up 
cohort study,’ British Medical Journal, 2011: 342:d738.

ages, with a much higher prevalence among the urban 
(11%) than the rural population (4%). The lifetime 
prevalence was at similar levels for all age groups except 
the 12-17 year olds, whereas the current use,14 reported 
at 5.3% among all age groups, was fairly consistent.15

In terms of treatment demand, compared to the other 
regions, cannabis remains the most common primary 
drug for which drug users seek treatment in Africa. This 
proportion varies from nearly all treatment admissions 
in countries such as Botswana, Malawi and Ghana to 
around one third of treatment admissions in Kenya, 
Mozambique and South Africa.

14 Defined as use in the past 4 weeks before the interview.
15 National Campaign Against Drug Abuse Authority (NACADA), 

Report of Survey on Drug and Substance Abuse in Coast Province Kenya 
– Main Report, March 2010.
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For New Zealand, the latest information on cannabis 
use dates from 2008, when the annual prevalence was 
estimated between 13.4% and 15.7% of the population 
aged 16-64. As commonly observed, men (21%) were 
more likely to have used cannabis in the past year than 
women (13.9%). Among the adult population, the past 
year cannabis use was highest among younger age groups 
and decreased with increasing age in the adult popula-
tion. The highest past year use prevalence was among 
men in the 18-24 year age group and for women in the 
16-17 and 18-24 year age groups.18

As shown in previous years, high annual prevalence of 
cannabis use is reported from many Pacific Island states 
and territories, ranging from 24.2% in Palau or 22.2% 
in Northern Mariana Islands to around 5% in Fiji and 
Marshall Islands. 

The emergence of synthetic cannabinoids  
in herbal products 

In 2008, several synthetic cannabinoids were detected in 
herbal smoking blends which were sold on the internet 
and in specialized shops under a variety of brand names 
such as ‘Spice Silver,’ ‘Spice Gold,’ ‘Spice Diamond,’ 
‘Yucatan Fire’ and ‘Smoke.’ These colourful and profes-
sionally designed herbal products typically contain about 
3 grams of finely cut plant material to which one or 
more synthetic cannabinoids have been added. 

Before 2008, the use of these herbal products seemed to 
be restricted to a small number of experimental users. 
However, in 2008,19 these products achieved immense 
popularity in Germany and other European countries 
through the internet and subsequent media reports, 
where they were referred to as ‘legal alternatives’ to can-
nabis, thus unintentionally promoting the use of these 
drugs.

The synthetic cannabinoids are generally administered 
by smoking either as a joint or in a water-pipe. These 
products do not contain tobacco or cannabis but when 
smoked were claimed to be able to produce cannabis-
like effects. 

Although so far, relatively little is known about the phar-
macology and toxicology of the various (and frequently 
changing) synthetic cannabinoids that are added to the 
herbal mixtures, a number of these substances may have 
a higher addictive potential compared to cannabis due 
to quicker development of tolerance (see text box).

Monitoring Reports 09, Australian Institute of Criminology.
18 Drug use in New Zealand, Key Results 2007/08 New Zealand Alcohol 

and Drug Use Survey, Ministry of Health, 2010.
19 Although a recent study showed a sharp decline in the use of spice in 

Germany, from 3% to 1% in 2009 (source: Abschlussbericht, Spice, 
Smoke, Sence & Co. – Cannabinoidhaltige Räuchermischungen: 
Konsum und Konsummotivation vor dem Hintergrund sich wandel-
nder Gesetzgebung, Goethe-Universität).

Currently, none of the synthetic cannabinoids found in 
these herbal products are internationally controlled 
under the 1961 or 1971 UN drug control conventions 
and at present, the control status of these compounds 
differ significantly from country to country. Most coun-
tries are challenged by the sheer number of synthetic 
cannabinoids constantly emerging, which means that 
control measures targeting individual compounds can 
be easily circumnavigated. Some Member States, for 
example, the United Kingdom, Ireland and Luxem-
bourg, have adopted a more generic approach to con-
trolling synthetic cannabinoids of similarly structured 
compounds. Nevertheless, effective implementation of 
control measures could be hampered by the lack of ana-
lytical data and reference samples, as well as methodolo-
gies for toxicological identification of metabolites in 
biological specimens.

Fig. 153: New Zealand: annual prevalence 
of cannabis use by gender and age 
group, 2008

Source: Drug use in New Zealand, Key Results 2007/08 New 
Zealand Alcohol and Drug Use Survey, Ministry of Health 
2010. 
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Chemistry and effects of synthetic 
cannabinoids 

Chemistry
Synthetic cannabinoids are typically synthetic cannabi-
noid agonists that function similarly to D9-tetrahydro-
cannabinol (THC), the principal psychoactive 
component in cannabis. Like THC, synthetic cannabi-
noids have structural features that allow binding to one 
of the known cannabinoid receptors, that is, CB1 or 
CB2, in the brain and other organs to produce canna-
bis-like pharmacological activity. Currently, there are 
many compounds with chemically unrelated structures 
that fall under this definition and could be classified as 
follows:*

i) Classical cannabinoids (for example, HU-210, 
AM-906, AM-411, O-1184)

ii) Nonclassical cannabinoids (for example, CP-
47,497-C8, CP-55,940, CP-55,244)

iii) Hybrid cannabinoids (for example, AM-4030)
iv) Aminoalkylindoles (for example, JWH-018, JWH-

073, JWH-398, JWH-015, JWH-122, JWH-210, 
JWH-081, WIN-55,212, JWH-250, JWH-251, 
pravadoline, AM-694, RSC-4)

v) Eicosanoids (for example, anandamide, methanan-
damide)

vi) Others (for example, Rimonabant®, JWH 307, 
CRA-13)

Synthesis and precursors
A number of methods for synthesizing synthetic can-
nabinoids have been described in detail in the scientific 
literature.** Precursor chemicals can also be obtained 
from commercial chemical suppliers. In general, synthe-
ses of classical, nonclassical or hybrid cannabinoids are 
much more elaborate and complicated due to the pres-
ence of asymmetric centres in these compounds. As a 
result, stereoselective synthesis or elaborate separation of 
stereoisomers are often necessary to isolate the desired 

compound. As for compounds without asymmetric 
centres like most aminoalkylindoles, a vast variety of 
similar compounds could be easily synthesized by the 
addition of a halogen, alkyl, alkoxy or other substituents 
to one of the aromatic ring systems, or other small 
changes could be made, such as variation of the length 
and configuration of the alkyl chain.

Most of the aminoalkylindoles can be easily synthesized 
with standard laboratory equipment and readily availa-
ble reagents. The synthesis of nonclassical cannabinoids 
requires more elaborate equipment and technical know-
how, but it should be feasible for a chemist with a sound 
basic training in organic synthesis.

Medicinal use 
Some synthetic cannabinoids are commercially available 
for medicinal purposes such as Nabilone (Cesamet®) for 
treatment of cancer patients under chemotherapy and 
Dronabinol (Marinol®) which is a synthetically pro-
duced pure THC applied in multiple sclerosis and pal-
liative care.

Pharmacology and toxicity
So far, little is known about the pharmacology and 
toxicology of these compounds. Some case reports have 
shown that health-related problems associated with the 
use of these herbal products seem to be very similar to 
problems reported after cannabis use.*** Cardiovascular 
problems and psychological disorders such as panic 
attacks were among the frequently reported symptoms. 
A number of these substances may have a higher addic-
tive potential compared to cannabis due to quicker 
development of tolerance. Some synthetic cannabi-
noids, for example, HU-210, CP-55,940 and WIN-
55,212-2, which act as full agonists at the CB1 receptor, 
could possibly cause severe or even life-threatening 
intoxications when overdosed. Furthermore, due to its 
structural features in certain aminoalkylindoles, some 
carcinogenic potential could also be possible.

* Howlett et al., ‘International Union of Pharmacology. XXVII. 
Classification of cannabinoid receptors,’ Pharmacol Rev, 2002. 
54(2): p. 161‒202. 

** Huffman et al., ‘Structure-activity relationships for 1-alkyl-3-
(1-naphthoyl)indoles at the cannabinoid CB1 and CB2 recep-
tors: steric and electronic effects of naphthoyl substituents. New 
highly selective CB2 receptor agonists,’ Bioorganic and Medicinal 
Chemistry, 2005, 13(1): pp. 89‒112.

*** Vardakou et al., ‘Spice drugs as a new trend: mode of action, 
identification and legislation,’ Toxicology Letters, 2010. 197(3): 
pp. 157‒62.
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5.3 Production

Cannabis is produced in practically every country of the 
world, making it the most widely produced illicit drug. 
Cannabis herb is mostly produced for domestic or 
regional markets, whereas cannabis resin is trafficked 
over larger distances. The major countries identified as 
sources by the cannabis resin consumer markets are 
Afghanistan, Morocco, Lebanon and Nepal/India. 
Attempts to estimate cannabis production encounter 
severe deficiencies in the data, which were extensively 
described in former World Drug Reports and is reflected 
in the reporting. In the 2009 World Drug Report, it was 
estimated that the production of cannabis herb ranged 
from 13,300-66,100 mt and of cannabis  resin from 

20 UNODC, Afghanistan cannabis survey 2010 (preliminary).
21 OAS, Mecanismo de Evaluación Multilateral, Evaluación del progreso 

de control de drogas 2007-2009.
22 US Department of State, International Narcotics Control Strategy 

Report, 2011.

2,200-9,900 mt. The resulting total area under cannabis 
cultivation was estimated at 200,000-641,800 ha. The 
calculations were based on the minimum and maximum 
levels from reported cultivation and production, seizures 
and user prevalence rates. In 2010, these indicators did 
not show significant changes that would justify an 
update of the production estimates, taking into account 
the large minimum and maximum levels. Therefore, the 
production estimates were not updated for this World 
Drug Report. This chapter focuses on some production 
trends found in the last year, with a focus on trends in 
potency.

23 Note Verbale to UNODC, 27 December 2010.
24 Calculated from the harvestable area, number of harvests and yield 

figures in UNODC, ARQ 2009.
25 US Department of Justice, Drug Enforcement Administration, 2009.

Table 39: Update of available information on the extent of cannabis cultivation and production  
in major producing countries, 2009* 

Source: UNODC ARQ 2009 unless otherwise specified.

Country Cultivated  
area (ha)

Eradication Harvestable 
area (ha)

 Production (mt)
Area (ha) Plants Resin Herb

Afghanistan20 9,000-29,000 
(2010)

 9,000-29,000 
(2010)

Belarus 300 300

Bolivia21 1,910,857 (kg) 1,200-3,700 
(2010)

Guatemala 429,610 (kg)

India 4,265 4,265 0

Lebanon 1,310 1,310 0

Mexico 16,547 17,50022

Morocco  47,50023

Nigeria 925

Philippines 477,927 (kg)

South Africa 880 567 313 65724

Spain  29

Sri Lanka 500

Swaziland 542 

USA25 9,980,038 outdoor plants/ 
414,604 indoor plants

* Or other year, if mentioned.
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Cannabis cultivation in some major  
producing countries 

In 2010, UNODC and the Government jointly carried 
out a survey in an important cannabis resin producing 
country, Afghanistan. The results of the first cannabis 
survey in 2009 indicated that Afghanistan is among the 
major cannabis resin producing countries and that can-
nabis has become a competitor to opium poppy as a 
lucrative crop for farmers in the country. The prelimi-
nary 2010 survey gave no indications for major changes 
in the levels of cultivation and production compared to 
2009. It showed a cultivation range of 9,000 to 29,000 
hectares, compared to 10,000-24,000 hectares in 2009. 
Resin production ranged between 1,200 and 3,700 mt, 
compared to 1,500 to 3,500 mt in 2009. 

The importance of Afghanistan as a cannabis resin pro-
ducer is reflected in the seizures reported by other coun-
tries. 10% of all countries reporting cannabis seizures 
mentioned Afghanistan as the source of cannabis. The 
Government of Morocco reported a reduction of cultiva-
tion area to 47,500 ha,26 however, Morocco continued 
to be mentioned as source by the majority of countries 
reporting cannabis resin seizures to UNODC (19%). 
This suggests that Morocco continued to be a major 
producer of cannabis resin. Data on seizures and prices 
in Europe suggest that the supply of cannabis resin from 
Morocco to the region has remained the same or slightly 
decreased.

Other countries were increasingly reported as sources of  
 

26 The last joint survey by UNODC and the Moroccan Government 
was carried out in 2005.

27 US Department of Justice, National Drug Threat Assessment 2010.
28 US Department of Justice, Drug Enforcement Administration, 2009.

cannabis, including Lebanon, Spain (as a transit country 
for Moroccan cannabis), Turkey and India. India also 
reported substantial cannabis cultivation and subse-
quent eradication of 4,265 ha.

The amount of cannabis herb produced in the United 
States is unknown but believed to be high and rising. 
The rise is illustrated by the continuing increase of 
eradicated cannabis plants, mainly grown on public 
lands by foreign criminal groups (attributed to Cauca-
sian, Asian, Cuban and Mexican criminal groups/drug 
trafficking organizations.27) The indoor production is 
believed to be increasing as well; however, the number 
of eradicated indoor-grown plants is stable.28 

Although the Mexican Government does not estimate 
its national production level,29 reports from the United 
States suggest that cannabis cultivation in Mexico has 
increased. The US estimates suggest that cultivation  
in Mexico has increased from 5,600 ha in 2005 to 
17,500 ha in 2009. According to the US sources, the 
increase may be a result of a shifting law enforcement 
focus from reduction of illicit crop cultivation to public 
security tasks.30 

Cannabis production in Europe is believed to be 
in creasing,31 mostly in indoor settings and increasingly 
controlled by organized crime groups. Herbal cannabis 
is now commonly produced inside Europe (29 Euro-
pean countries reported domestic cultivation in 2008), 
closer to its intended market and therefore less likely to 
be intercepted.32 

29 Currently, the Mexican Government is preparing to conduct its own 
cannabis production surveys in cooperation with UNODC.

30 US Department of State, International Narcotics Control Strategy 
Report, 2011.

31 EMCDDA, Annual Report 2010.
32 Ibid.
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Fig. 154: Main source* countries of cannabis resin reported to UNODC in the periods 2007-2009  
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* Source countries might not always mean the country where it was produced and might also indicate the latest known transit country.  
** Number of times that countries were identified as source countries, represented as proportion of countries reporting. 
Source: UNODC ARQ.
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Changes in THC concentrations
In the recent past there were claims of strong increases in 
THC concentrations (frequently referred to as ‘potency’) 
of cannabis, the main active component of cannabis. 
Cannabis THC contents have changed frequently in dif-
ferent countries. The most systematic and standardized 
collections of THC content are performed in the United 
States, the Netherlands and Germany33 and are pre-
sented below. 

33 Measured from samples: in the USA, from 46,211 samples confis-
cated by law enforcement agencies; in the Netherlands, from yearly 
collected samples from 50 randomly selected coffeeshops; in Ger-
many, calculated from seizure data, in 2009 from 9,250 samples.

THC concentration in herbal cannabis in the  
United States, the Netherlands and Germany
At the end of the 1990s/beginning of the 2000s, both 
the US and the Netherlands experienced an increase of 
the average THC contents in their herbal cannabis prod-
ucts. In the US, the average THC concentration of sin-
semilla doubled from 6% to 13% from the early 1990s 
to the late 1990s, after which the level decreased and 
became practically stable around 11% over the past 
decade.34 At the same time, THC contents of the more 

34 These are average values and the ranges of potency have not changed. 
High potency cannabis was also available in the past, however, it was 
less common. 
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United States, 2003-2009

Source: US Department of Justice, Drug Enforcement  
Administration, 2009.

Fig. 156: Cultivation and eradication figures 
for Mexico, 2005-2009

Sources: UNODC ARQ; US International Narcotics Control 
Strategy Reports.
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commonly grown marijuana are significantly lower since 
the consumed marijuana in the USA is mainly produced 
outdoors; THC contents in marijuana show a consistent 
but slowly increasing trend in the 15-year period. 

In the Netherlands, yearly analyses have been performed 
since 2000, and the results show a sharp increase in 
THC concentration of sinsemilla in the early 2000s, 
from nearly 9% to 19%. This is attributed to the increas-
ingly common use of improved breeds, indoor cultiva-
tion and the use of sophisticated techniques. Although 
these techniques were already available in the 1980s, the 
profile of the cultivators has changed to organized pro-
fessionals. Nevertheless, since 2004, the general trend 
was downwards to 15% in 2009. In Germany, the THC 
concentration of marijuana, which is a broader group 
than sinsemilla alone, shows a similar trend, doubling its 
THC content from 5% in 1997 to more than 10% in 
2004, dropping back again to around 8% in 2009. The 
similar patterns probably reflect similar production 

sources. Reports from other countries are fragmented 
and less systematic; the European countries that reported 
sufficient data for herbal cannabis reported divergent 
trends for the period 2003-2008. Six countries reported 
an increase, four a decrease.35 

THC concentration in cannabis resin

In the Netherlands, THC contents of cannabis resin 
show a growth trend similar to that of sinsemilla. The 
level in the Netherlands increased from 20% to almost 
40% in the early 2000s, after which it dropped to around 
30% during 2005-2010. In Germany, the THC con-
tents have been fluctuating around 8%, without show-
ing a long-term change. The THC contents of cannabis 
resin in other European countries followed divergent 
patterns, with some countries showing an increase and 
others a decrease. 

35 EMCDDA, Annual Report 2010.

Fig. 157: THC concentrations for different cannabis products in the Netherlands, United States  
and Germany, with varying time series

Sources: THC-concentraties in wiet, nederwiet en hasj in Nederlandse coffeeshops 2009-2010; THC-concentraties in wiet,  
nederwiet en hasj in Nederlandse coffeeshops 2005-2006.; Mehmedic, Z. et al, ‘Potency Trends of 9-THC and Other Cannabinoids 
in Confiscated Cannabis Preparations from 1993 to 2008,’ Journal of Forensic Sciences, September 2010, Vol. 55, No.5, pp.  
1209-1217; 2010 national report (2009 data) to the EMCDDA by the Reitox National Focal Point for Germany.
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5.4 Trafficking

Among the four major drug groups, cannabis derivatives 
constitute the most widely trafficked and most easily 
available class of illicit drugs. Reports of cannabis sei-
zures refer mainly to cannabis herb and cannabis resin, 
but also cannabis plant, cannabis oil and cannabis seed. 
Large quantities of cannabis herb are seized worldwide, 
while seizures of cannabis resin are concentrated mainly 
in Europe, North Africa and the Near and Middle East/
South-West Asia, reflecting the locations of production 
and main consumer markets for cannabis resin. The fact 
that production of cannabis resin occurs to a large extent 
in countries removed from the main consumer markets 
brings about the necessity for trafficking of cannabis 
resin across different regions, in contrast with the more 
localized trafficking patterns of cannabis herb.

Cannabis herb

Following a slight drop (8%) in 2008, in 2009, global 
cannabis herb seizures returned to the levels of 2006 and 
2007, amounting to 6,022 mt. North America accounted 
for 70% of global seizures, followed by Africa (11%), 
South America (10%), Asia (6%) and Europe (3%).

Given the relative ease of cannabis cultivation, the 
supply of cannabis herb can often be locally sourced, 
with the result that the trafficking patterns tend to be 

rather localized in comparison with cannabis resin or 
other drugs. In the ARQ replies for 2009, out of 68 
countries that provided information about the country 
of origin of cannabis herb trafficked in their territories, 
44 countries assessed that some or all cannabis herb 
originated in their own country. For these countries, on 
average 75% of all herb originated from their own coun-
try.36

Cannabis herb retail prices displayed significant inter-
regional as well as intra-regional variation, even when 
adjusted for purchasing power parity. Retail prices 
appear to be driven both by the availability of cannabis 
herb, which is in turn linked to domestic production 
levels, as well as the disposable income of consumers. 
Overall, prices were significantly lower in Africa and in 
Central and South America and the Caribbean. Some of 
the lowest prices were registered in Togo, India, Guate-
mala and the United Republic of Tanzania, while the 
highest price was registered in Japan. The low prices in 
some of these countries could be partly due to high 
production, but income levels likely also play a signifi-
cant role. Similarly, the price in Japan may be high 
partly because of the high income level of consumers 
and partly because, contrary to the common pattern in 
other countries, a significant share of cannabis herb in 
Japan appears to be imported. 

36 Calculated based on the 33 countries that gave a percentage. The 
other 11 countries pointed to their own country without specifying 
the proportion.

Fig. 158: Cannabis herb seizures worldwide, 1999-2009

Source: UNODC DELTA.
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Americas

Cannabis herb seizures in North America rose from 
3,205 mt in 2008 to 4,189 mt in 2009, driven by 
increases in both Mexico and the United States, which 
continued to report the largest cannabis herb seizures 
worldwide. Large quantities of cannabis herb are pro-
duced in Mexico and trafficked to the United States. 
Seizures in the United States rose to a record level of 
2,049 mt in 2009, up by one third on the previous year, 
and a similar increase was registered in Mexico, with 
seizures rising from 1,658 mt in 2008 to 2,105 mt in 
2009.

Seizures in Mexico were made mainly close to the areas 
of cultivation or close to the border with the United 
States. In 2009, the contiguous states of Sinaloa, 
Durango, Chihuahua and Sonora accounted for 75% of 
cannabis herb seizures, while Sinaloa, Chihuahua and 
Durango accounted for 76% of eradication, with the 
states of Nayarit, Jalisco, Michoacán, Guerrero and 
Oaxaca on the Pacific coast accounting for an additional 
20% of eradication.

The supply of cannabis herb in the consumer market in 
the United States is partly locally produced and partly 
trafficked into the country from Mexico as well as, to a 
smaller extent, from Canada. In 2008, border seizures of 
cannabis herb made by US authorities amounted to 
1,253 mt on the US-Mexico border and 3 mt on the 
US-Canada border; based on partial data for 2009, sei-
zures on both borders rose in 2009, but they remained 
concentrated on the US-Mexico border. According to 
US authorities, cannabis herb in Mexico was widely 
available, in part due to rising production there.37

37 US Department of Justice, National Drug Threat Assessment 2010.

The United States also reported that foreign drug traf-
ficking organizations were increasingly engaging in 
indoor and outdoor cannabis cultivation, and their dis-
tribution networks were growing. Canada reported that 
Asian organized crime groups continued to specialize in 
cannabis cultivation while Indo-Canadian and East 
European organized crime groups were involved in 
cross-border smuggling.

Large quantities of cannabis herb, as well as cannabis 
plants, continued to be seized in South America. Sei-
zures in this region peaked at 946 mt in 2007 and since 
then fell twice in succession, standing at 598 mt in 
2009. The largest seizures were registered in Colombia, 
where seizures declined from 255 mt in 2008 to 209 mt, 
and in Brazil, where seizures also fell, from 187 mt in 
2008 to 131 mt. In relative terms, a significant increase 
was registered in the Bolivarian Republic of Venezuela, 
where seizures rose by 58% in 2009, reaching 33 mt – 
the highest level since 1990.

Considering seizures of the various forms of cannabis 
collectively (cannabis herb, plant, resin, oil and seed), 
the Plurinational State of Bolivia recorded a consistent 
increase over the period 1998-2009. The reported quan-
tities, which include predominantly cannabis plant, 
amounted to 320 kg in 1998, 28 mt in 2004 and 1,937 
mt in 2009. According to preliminary data, seizures 
receded to 1,073 mt in 2010. 

The recent high levels of cannabis plant seizures in the 
Plurinational State of Bolivia are comparable with can-
nabis plant seizures registered in Paraguay in 2007 and 
2008 – 4,667 mt in 2007 and 5,185 mt in 2008. Sei-
zures of very large numbers of cannabis plants have also 
been reported by Guatemala: 10.8 million in 2008 and 
4.3 million in 2009.

Fig. 159: Cannabis herb retail prices worldwide, by region, 2009

Source: UNODC DELTA.
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Africa

Seizures of cannabis herb in Africa have fluctuated con-
siderably in recent years, but have followed a generally 
decreasing trend since the peak level of 2004. In 2009, 
total seizures in Africa fell to 640 mt, from 936 mt in 
2008. The decline was partly due to a significant drop 
in Nigeria.

Although cannabis herb continues to be trafficked 
throughout Africa, seizures tend to be concentrated in a 
small number of countries. Over the period 2000-2009, 
UNODC collated records of cannabis herb seizures 
from 48 countries in Africa. However, seizures in seven 
of these countries (Egypt, Kenya, Malawi, Morocco, 
Nigeria, South Africa and the United Republic of Tan-
zania) accounted for 90% or more of the annual total for 
Africa each year from 2000 to 2009 and for 94% of the 
quantity seized in Africa over the entire period.

In 2007 and 2008, the largest annual seizures of can-
nabis herb in Africa were reported by Nigeria. However, 
in 2009 seizures in this country fell by almost two thirds, 
to 115 mt, from 336 mt in 2008. Nigeria assessed that, 
in 2009, cannabis herb on its territory originated entirely 
in Nigeria itself, but was destined for the Netherlands 
(50%), Japan (30%) and Italy (20%). Nigeria also 
reported a notable increase in the farm-gate price of can-
nabis – from 8,000 Naira per kg in 2008 to 35,000 
Naira per kg in 2009. Both the decline in seizures and 
the increase in price were attributed to the destruction 
of cannabis farms by law enforcement operatives in 
Nigeria. 

Morocco continued to seize large quantities of ‘kif,’ 
selected parts of herbal cannabis which can be further 
processed into cannabis resin.38 However, Morocco has 
also been mentioned by other countries as a country of 
origin for cannabis herb, sometimes in addition to can-
nabis resin. Seizures of ‘kif ’ amounted to 223 mt in 
2009 to 187 mt in 2010. In 2009, seizures of cannabis 
herb declined in Egypt, from 81 mt in 2008 to 63 mt, 
and in the United Republic of Tanzania, from 70 mt in 
2008 to 56 mt. 

38 Stambouli, H., El Bouri, A., Bellimam, M. A., Bouayoun, T. and El 
Karn, N., ‘Cultivation of Cannabis sativa L. in northern Morocco,’ 
Bulletin on Narcotics, Volume LVII, Nos. 1 and 2, 2005.

Fig. 160: Growth of aggregate cannabis*  
seizures in selected South American 
countries, 1997-2009 (baseline: 1997)

*Cannabis herb, plant, resin, oil and seed. For the purposes of 
aggregation, one cannabis plant is assumed to have a weight of 
100 grams.

Source: UNODC DELTA.

Fig. 161: Africa: seizures of cannabis herb  
by subregion, 1999-2009

Source: UNODC DELTA.

Fig. 162: Africa: cannabis herb seizures,  
by country, 2009

Source: UNODC DELTA.
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South Africa continued to be a source, consumer and 
transit country for cannabis herb. It appears that the 
ports of South Africa provide a gateway for cannabis 
herb produced in neighbouring countries, as well as 
South Africa itself, and exported to consumer markets 
outside Africa. This reflects the role of this country as a 
major trans-shipment hub for legitimate trade. South 
Africa assessed that, in 2009, 80% of cannabis herb on 
its territory originated in neighbouring countries 
(Lesotho and Swaziland). Moreover, an estimated 30% 
were destined for the consumer markets of Europe. Sei-
zures in South Africa amounted to 126 mt in 2009. In 
the ARQ replies for 2007-2009, South Africa was men-
tioned eight times by other countries as a country of 
origin for cannabis herb. Contrary to the prevalent trend 
of localized trafficking patterns for cannabis herb, seven 
of these mentions were by countries outside Africa.

Asia-Pacific

In 2009, the Asia-Pacific region accounted for 5.5% of 
global cannabis herb seizures. Seizures in this region rose 
for the second year in a row, standing at 333 mt in 2009. 
The increases were mainly due to the amounts seized in 
India and Indonesia, which reported the largest seizures 
in this region by far. 

In 2008, seizures in Indonesia reached a record level of 
141 mt. In 2009, seizures fell to 111 mt, but remained 
high in comparison with historical levels, which aver-
aged 20 mt over the 2003-2007 period. Indonesia 
assessed that 99% of cannabis herb on its territory orig-
inated in Indonesia itself. The increased levels were 
attributed to improvements in law enforcement efforts, 
and the decline in 2009 to the success of alternative 
development programmes.

In 2009, cannabis herb seizures in India rose by almost 
two thirds, from 103 mt in 2008 to 171 mt – the high-
est level since 1994. India assessed that 81% of the can-
nabis seized on its territory in 2009 originated in India 
itself, with the remainder originating in Nepal. An 
unspecified proportion was intended for Bangladesh. In 
2008, seizures of cannabis herb in Nepal rose to 9.6 mt 
(the highest level since 1987), and increased by a further 
73% in 2009, reaching 17 mt.39 

According to Thai authorities,40 cultivation of cannabis 
herb in Thailand had been drastically reduced over a 
period of 20 years, and recent trafficking patterns for 
cannabis herb involved smuggling into Thailand from 

39 Fifteenth Asia-Pacific Operational Drug Enforcement Conference, 
February 2010, Tokyo, Japan, country report by Nepal.

40 Fifteenth Asia-Pacific Operational Drug Enforcement Conference, 
February 2010, Tokyo, Japan, country report by Thailand and Office 
of the Narcotics Control Board of Thailand, presentation at the 
Twentieth Anti-Drug Liaison Officials’ Meeting for International 
Cooperation (ADLOMICO), October 2010, Seoul, Republic of 
Korea.

the Lao People’s Democratic Republic and out of Thai-
land into Malaysia. Cannabis herb seizures in Thailand 
amounted to 19 mt in 2008 and 18 mt in 2009. Sig-
nificant quantities were also seized in 2009 in Malaysia 
(2.4 mt, up from 875 kg in 200841) and the Philippines 
(1.9 mt, down from 3.7 mt in 2008).

In Japan, seizures declined from 504 kg in 2007 to 207 
kg in 2009. Japan attributed the decline to a decrease in 
cases of illegal importation accompanied by an increase 
in domestic illicit cultivation of cannabis. According to 
Japanese authorities, one case of large-scale indoor culti-
vation of cannabis was discovered in Japan and involved 
six Vietnamese and one Japanese national.42 Moreover, 
the number of arrests for cannabis cultivation rose from 
207 in 2008 to 243 in 2009, while the number of arrests 
for smuggling of cannabis fell from 85 in 2008 to 48 in 
2009.43 Nevertheless, in 2009 cannabis herb also con-
tinued to be smuggled into Japan from other countries, 
such as Botswana, France, South Africa and the United 
States.44 

Seizures of cannabis herb in Oceania have declined sig-
nificantly since the peak level of 2001, mainly due to 
Australian seizures. In 2009 seizures in New Zealand 
amounted to 759 kg, while in Australia seizures amounted 

41 Data collated by DAINAP.
42 International Intelligence Division, Narcotics Control Department, 

Japan. Presentation at the Twentieth Anti-Drug Liaison Officials’ 
Meeting for International Cooperation (ADLOMICO), October 
2010, Seoul, Republic of Korea.

43 Drugs and Firearms Division, National Police Agency, Japan. Pres-
entation at the Twentieth Anti-Drug Liaison Officials’ Meeting for 
International Cooperation (ADLOMICO), October 2010, Seoul, 
Republic of Korea.

44 Twentieth Anti-Drug Liaison Officials’ Meeting for International 
Cooperation (ADLOMICO), October 2010, Seoul, Republic of 
Korea, country report by Japan.

Fig. 163: Cannabis herb seizures in the  
Asia-Pacific region, 1999-2009

Source: UNODC DELTA.
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to 629 kg45 in 2009 and 745 kg in 2008, significantly 
less than previous levels in this country, which averaged 
6.1 mt over the 2001-2003 period. Despite the high 
prevalence rate of cannabis use in Australia, the seized 
quantities are relatively low, even when compared on a 
per capita basis with similar consumer markets such as 
Europe and the United States.

Rest of the world

In Central Asia, the largest quantities of cannabis herb 
continued to be seized by Kazakhstan (26 mt in 2009) 
where cannabis was partially supplying the domestic 
market and partially intended for other markets such as 
the Russian Federation where significant seizures were 
also registered (33 mt, up from 25 mt in 2008). Seizures 
in West and Central Europe amounted to 101 mt, essen-
tially sustaining the increased level of 2008. 

In recent years, seizures of cannabis herb in Turkey have 
followed a notable increasing trend, rising six-fold over a 
period of 5 years, from 6.8 mt in 2004 to a record level 
of 42 mt in 2009. According to Turkish authorities,46 
the increase in cannabis trafficking was attributable to 
illicit cultivation taking place in some rural parts of the 
country. 

Cannabis resin

Global cannabis resin seizures reached a record of 1,648 
mt in 2008, and in 2009 declined to 1,261 mt - a level 
comparable to those registered in previous years. Every 
year from 2001 onwards, West and Central Europe, the 

45 This figure represents an aggregate of 624 kg of cannabis herb 
together with 11,042 seeds or bags, converted assuming a weight of 
half a gram per unit. 

46 Ministry of Interior, Turkish National Police, Department of Anti-
Smuggling and Organized Crime, Turkish Report on Drugs and 
Organized Crime 2009.

Near and Middle East/South-West Asia and North 
Africa together accounted for 95% or more of global 
cannabis resin seizures. The proportion attributable to 
West and Central Europe declined gradually from 73% 
in 2004 to 48% in 2009. The year 2009 marked a sig-
nificant shift in cannabis resin seizures, away from the 
consumer market of West and Central Europe and 
toward North Africa, an important source region for 
cannabis resin reaching Europe. 

The high level of 2008 was partly due to increases in the 
Near and Middle East/South-West Asia; in particular a 
single extraordinarily large seizure of 236.8 mt47of can-
nabis resin made by Afghan authorities in Kandahar 
province in June 2008. A less pronounced increase in 
seizures was registered in West and Central Europe in 
2008; however, in 2009 seizures fell in both West and 
Central Europe and the Near and Middle East/South-
West Asia, and the drop was partially offset by seizures 
in North Africa. 

In contrast with cannabis herb, the demand for which 
tends to be met by production occurring in relative 
proximity to consumption, large quantities of cannabis 
resin are trafficked significant distances to reach con-
sumer markets.

Europe and North Africa

Spain continued to report the largest annual seizures of 
cannabis resin worldwide. Large quantities of cannabis 
resin are trafficked from the source country of Morocco 
to Spain, and on to other countries in Europe. In 2009, 

47 International Security Assistance Force, Press Release 11 June 
2008 (http://www.nato.int/isaf/docu/pressreleases/2008/06-june/
pr080611-246.html) and UNODC press release, 12 June 2008 
(http://www.unodc.org/unodc/en/press/releases/2008-06-12.html).

Fig. 164: Global cannabis resin seizures, by region, 1999-2009

Source: UNODC DELTA.
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seizures of cannabis resin in Spain fell to 445 mt – the 
lowest level since 1999 (431 mt) - while seizures in 
Morocco rose from 114 mt in 2008 to 188 mt in 2009 
– the highest level on record. Over the period 1999-
2009, approximately one half of significant individual 
drug seizures reported by Spain involved cannabis resin. 
Among these seizure cases, Morocco was practically the 
only country of origin48 for the seized cannabis resin. 
However, Morocco is likely not the only source country 
for cannabis resin reaching Europe, and Spain assessed 

48 This excludes mentions of Spain itself as the country of ‘origin,’ 
which likely refer to the point of departure of the consignment rather 
than the actual country of origin of the drug.

that the drop in the total quantity of resin seized in 
Spain was due to the European market drawing from 
another supplier than Morocco. In 2010, seizures in 
Morocco fell back to 118 mt.

Increases in cannabis resin seizures were also observed in 
other North African countries. In Algeria and Egypt, 
seizures more than doubled in 2008, reaching a record 
level of 38 mt in Algeria and a level of 12.8 mt – the 
highest since 1989 - in Egypt. In 2009, seizures in Egypt 
appeared to stabilize, amounting to 11.4 mt, but sei-
zures in Algeria rose even further, registering the fourth 
consecutive year-on-year increase. Indeed, seizures in 
Algeria amounted to 74.6 mt in 2009, compared with 
1.7 mt in 2005. Algeria reported that in 2009 cannabis 
resin and cannabis herb in its territory originated entirely 
in Morocco.

Seizure data and, to some extent, price data support the 
flow of cannabis resin from North Africa into western 
Europe via Spain. Apart from Spain, which reports the 
largest cannabis seizures in Europe by far, the largest 
seizures among European countries in 2009 were 
reported by France and Portugal, followed by Italy and 
Belgium. The decrease in seizures in Spain in 2009 was 
reflected in similar decreases in the four European coun-
tries which seized the largest quantities in 2008 (apart 
from Spain): France (-21%), Portugal (-62%), Italy 
(-43%) and the United Kingdom (-61%). Seizures in 
Belgium have fluctuated considerably, amounting to 
18.7 mt in 2009 (up from 1.5 mt in 2008).

Fig. 165: Significant individual seizures of  
cannabis resin in Spain originating in 
Morocco, 1999-2009

Source: UNODC IDS.

Fig. 166: Wholesale cannabis resin prices in Europe, 2009

Source: UNODC DELTA.
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China and India overland. Cannabis resin was further 
distributed from India to other destinations via cargo 
couriers.

Near and Middle East/South-West Asia

Seizures of cannabis resin in Pakistan rose for two years 
running, reaching 205 mt in 2009 – the highest level 
since 1995. Pakistan continued to assess the share of 
cannabis resin originating in Afghanistan at 98%. Over 
the period 1999-2009, 41% of significant individual 
drug seizures reported by Pakistan involved cannabis 
resin; the country of origin for these consignments was 
identified almost exclusively as Afghanistan.

In the Islamic Republic of Iran, seizures of cannabis 
resin fell twice in succession, from the record level of 
2007 (90 mt) to 69 mt in 2009. Based on data for the 
first nine months of the year, it appears that the decreas-
ing trend continued into 2010. The Islamic Republic of 
Iran assessed that, in 2009, one quarter of cannabis resin 
trafficked on its territory was intended for the country 
itself, with the remainder intended for Arab countries, 
Turkey and Europe. 

Seizures in Afghanistan fell from the record level of 2008 
(271 mt) to the relatively low level of 10.5 mt in 2009, 
representing slightly less than 1% of the global total for 
2009. Seizures in Afghanistan averaged 56 mt over the 
2002-2007 period. 

North America

Seizures of cannabis resin in the Americas remained 
limited. In 2009, seizures rose significantly but at 10.8 
mt, remained below 1% of the global total. Neverthe-
less, Canada has a significant consumer market for can-

nabis resin. In 2008, almost one half of cannabis resin 
seizures in the Americas were made by Canada (899 kg). 
In 2009, Canada seized a much larger quantity - 9.7 mt 
- in 2,045 individual seizures, two of which together 
accounted for 82% of the total. Moreover, the traffick-
ing routes for cannabis resin reaching Canada appeared 
to undergo significant changes. Canada identified the 
Caribbean, North Africa and South-East Asia as the 
origin for cannabis resin reaching its territory in 2008, 
but these were replaced by Southern Africa and South-
West Asia in 2009. 

In the United States, seizures rose from 367 kg in 2008 
to 811 kg in 2009. The United States also assessed that, 
in 2008, cannabis resin was trafficked both to the United 
States via Canada (from North Africa), and to Canada 
via the United States (of Caribbean origin). Seizures of 
cannabis resin in Mexico rose from 6 kg in 2007 to 297 
kg in 2008 – the highest level since 1995. However, 
seizures fell to 11 kg in 2009. In Brazil, cannabis resin 
seizures tripled between 2006 and 2008, reaching the 
record level of 301 kg in 2008, but fell to 204 kg in 
2009.

Fig. 167: Significant individual seizures of  
cannabis resin in Pakistan originating 
in Afghanistan, 1999-2009

Source: UNODC IDS.
Significant individual drug seizures of cannabis resin in 

Pakistan originating in Afghanistan, 1999-2009
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Fig. 168: Global seizures of cannabis herb, 1999-2009

Year 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009

Metric tons 4,042   4,680   5,504    5,076    6,295    6,739    4,901    5,932    5,982    5,510   6,022    

(b) Data for the United Kingdom for 2009 are based on incomplete data for some jurisdictions for the financial year 2009/10, and adjusted for the missing 
jurisdictions using the latest available complete distribution (relative to the financial year 2006/07).

(a) Data relative to 2008. Data for 2009 from the Netherlands were not available.
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Fig. 169: Global seizures of cannabis herb, 1999-2009
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Fig. 170: Global seizures of cannabis resin, 1999-2009

Year 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009
Metric tons 891      1,051   942      1,088   1,392 1,472 1,274 1,008 1,303   1,648   1,261 
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(b) Data for the United Kingdom for 2009 are based on incomplete data for some jurisdictions for the financial year 2009/10, and adjusted for the missing 
jurisdictions using the latest available complete distribution (relative to the financial year 2006/07).

(a) Data relative to 2008. Data for 2009 from the Netherlands were not available.
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Fig. 171: Global seizures of cannabis resin, 1999-2009
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6.1.1.2 Cocaine
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6.1.1.3 Cannabis
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6.1.1.4 Amphetamines
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6.1.1.5 Ecstasy
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6.1.3.2 Hepatitis C among injecting drug users
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2009 Change on 
2009 2010

Net opium cultivation (after eradication)2 123,000 ha 
(102,000-137,000) 0% 123,000 ha 

(104,000-145,000)

Cannabis cultivation3 10,000-24,000 ha * 9,000-29,000 ha

No. of poppy-free provinces4 
No. of provinces affected by opium cultivation

20 
14

No change 
No change

20 
14

No. of provinces affected by cannabis cultivation5 17 +2 19

Opium poppy eradication 5,351 -57% 2,316 ha

Weighted average opium yield 56.1 kg/ha -48% 29.2 kg/ha

Average cannabis resin (garda) yield 143 kg/ha -12% 128 kg/ha

Potential production of opium 
 in % of global potential opium production

6,900 mt 
88%

-48% 3,600 mt 
74%

Potential production of cannabis resin (garda)6  1,500-3,500 mt * 1,200-3,700 mt

No. of household involved in opium cultivation7 
 in % of total population

245,200 
6%

+1% 248,700 
6%

No. of households involved in cannabis cultivation 40,000 
(25,000-60,000) +18% 47,000 

(27,000-88,000)

Average farm-gate price (weighted by production) of dry opium  
at harvest time US$ 64/kg +164% US$ 169/kg

Average farm-gate price of cannabis resin (best quality, weighted by 
production) at the time of resin processing US$ 35/kg +146% US$ 86/kg

Total farm-gate value of opium production 
in % of GDP8

US$ 438 million 
4%

+38% US$ 605 million 
5%

Total farm-gate value of cannabis resin (garda) production US$ 39-94 million * US$ 85-263 million

Potential gross export value of opiates 
in % of GDP

US$ 2.8 billion 
26%

-50% US$ 1.4 billion 
11%

Potential net export value of opiates 
in % of GDP8  

US$ 2.3 billion 
21%

-48% US$ 1.2 billion 
9%

Average yearly gross income from opium of opium growing households US$ 1,786 +36% US$ 2,433

Average yearly gross income from cannabis of cannabis  
growing households US$ 1,553 +93% US$ 3,000

Income from opium per ha (gross/net) US$ 3,600 / 2,005 +36% / +45% US$ 4,900 / 2,900

Income from cannabis per ha (gross/net) US$ 3,900 / 3,341 +131% / 
+150% US$ 9,000 / 8,341

* Due to the uncertainty associated with the estimate, a change rate could not be calculated.

1 The information in this section comes from the Afghanistan Opium 
Survey 2010 (UNODC/Ministry of Counter Narcotics) and can 
also be found at http://www.unodc.org/unodc/en/crop-monitoring/
index.html, and the preliminary Afghanistan Cannabis Survey 2010. 
Source unless otherwise indicated: National Monitoring System sup-
ported by UNODC.

2 Figures in brackets represent the upper and lower bounds of the 
estimation range. 

3 Cannabis cultivation was defined as mono-crop cannabis cultivated 
in fields. Small-scale and mixed cultivation could not be considered. 

4 Out of 34 provinces of Afghanistan. Poppy-free provinces are those 
which are estimated to have less than 100 ha of opium cultivation. 

5 Cannabis cultivation was defined as mono-crop cannabis cultivated 
in fields. Small-scale and mixed cultivation could not be considered. 

6 Garda is the local term used in Afghanistan for the powder obtained 
by threshing and sieving the harvested and dried cannabis plants. 
This process is repeated several times and results in different quality 
of garda (first, second, …) with varying proportions of resin and 
other plant matter. Garda is further processed into hashish.

7 Estimates are based on a population of 24.0 million a for 2009  and a 
population of 24.5 million for 2010 and an average household size of 
6.2 persons. Source: Gov. of Afghanistan, Central Statistical Office.

8 Nominal GDP of the respective year. Source: Gov. of Afghanistan, 
Central Statistical Office. 

6.2.1 Afghanistan

Fact Sheet – Afghanistan Opium and Cannabis Surveys 20101
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Afghanistan, regional distribution of opium poppy cultivation (ha), 2009 to 2010

Region 2009 (ha) 2010 (ha) Change on 2009
2010 (ha)  

as % of total

Southern 103,014 100,247 -3% 82%

Western 18,800 19,909 6% 16%

Eastern 593 1,100 97% 1%

North-eastern 557 1,107 87% 1%

Central 132 152 15% 0.1%

Northern Poppy-free Poppy-free NA NA

Rounded Total 123,000 123,000 0% 100%

Afghanistan, opium poppy cultivation at provincial level, 2008-2010

Kapisa
Laghman

Logar

Kabul

Paktya
Khost

Nangarhar

Kunar

Nuristan

Kunduz

Samangan

Wardak

Parwan

Jawzjan 

Takhar

Bamyan

Sari Pul
Baghlan

Paktika

Badghis

Faryab

Zabul

Balkh

Ghazni

Uruzgan

Badakhshan

Kandahar

Nimroz

Ghor

Hilmand

Farah

Hirat

Day Kundi

Panjshir

36
0

1,
10

0

2,
03

9

65
,0

45

25
,8

35

14
,5

52

2,
95

8

48
3

1,
54

7

7,
33

7

71
9

15
4

15
2 23

4

70°E

70°E

35°N 35°N

30°N 30°N

Source: MCN - UNODC Afghanistan Opium Survey 2010 
Note: The boundaries and names shown and the designations used on this map do not imply official endorsement or acceptance by the United Nations.

TURKMENISTAN

ISLAMIC 
REPUBLIC OF 

IRAN
PAKISTAN

TAJIKISTAN
UZBEKISTAN

Geographic projection- WGS 84

0 200100
km

Province boundaries

International boundaries

Cultivation year

2008

2009

2010





244

World Drug Report 2011 

6.2.2 Bolivia (Plurinational State of)

2009 Change on 
2009 2010

Coca cultivation 
Of which in the Yungas of La Paz
 in Chapare
 in Apolo

Of which permitted by Bolivian law 1008

30,900 ha

20,900 ha
9,700 ha

300 ha
12,000 ha 12,000 ha

Production of sun-dried coca leaf 54,800 mt

Potential production of cocaine HCl n.a.

National weighted average farm-gate price of coca leaf 
(outside state market)

US$ 4.9/kg

Total farm-gate value of coca leaf production
GDP10 
Farm-gate value of coca leaf production in per cent of GDP
Farm-gate value of coca leaf production in per cent of GDP  
of agricultural sector

US$ 265 million
US$ 13.0 billion

2%
 

14%

Reported eradication of coca bush* 6,341 ha +29% 8,200 ha

Reported seizure of sun-dried coca leaves* 1,624 mt -37% 1,016 mt

Reported seizure of cocaine base* 21,970 kg +17% 25,714 kg

Reported seizure of cocaine HCl* 4,922 kg -31% 3,390 kg

Reported destruction of coca laboratories11* 4,888 +21% 5,922

* As reported by the Government of the Plurinational State of Bolivia. Eradication: includes voluntary and forced eradication.

Fact Sheet – Bolivia Coca Survey 20109

The figures from the 2010 report on coca cultivation were not yet available at the time of printing  
of this report.

9 The information in this section comes from the report on Coca Cul-
tivation in Bolivia (UNODC/Government of Bolivia, June 2010), 
and can also be found on the internet ( http://www.unodc.org/
unodc/en/crop-monitoring/index.html). Source unless otherwise 
indicated: National Monitoring System supported by UNODC.

10 Source: Instituto Nacional de Estadística de Bolivia (INE).

11 Including installations producing cocaine base, HCl or “recycling” 
precursors. Excluding coca leaf maceration pits.
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6.2.3 Colombia

Fact Sheet - Colombia Coca Survey 201012

2009
Change on 

2009
2010

Net coca cultivation (on 31 Dec, rounded)
Without adjustmenfor small fields
With adjustment for small fields13

Of which14 Pacific region
 Central region
 Putumayo-Caquetá region
 Meta-Guaviare region
 elsewhere

68,000 ha
73,000 ha
27,020 ha
18,050 ha

9,620 ha
13,130 ha

5,320 ha

-16%
-15%
-5%

-15%
-23%
-34%
-11%

57,000 ha
62,000 ha
25,680 ha
15,310 ha

7,360 ha
8,710 ha
4,750 ha

Potential production of cocaine (100% purity)
Based on area without adjustment for small fields
Based on area with adjustment for small fields

410 mt 
n.a.

n.a. 
n.a.

n.a. 
350 ml (350-400)

Average farm-gate price of coca paste

Average wholesale price of cocaine*  
(of unknown purity in major cities)

US$956/kg
COP2,047,970/kg

 
US$2,147/kg

COP 4,587,000/kg

-6%
-6%

 
+14%
+1%

US$1,015/kg
COP1,923,000/kg

 
US$2,439/kg

COP4,623,000/kg

Total farm-gate value of the production of coca leaf 
and its derivatives US$496 million n.a.

 in per cent of GDP15 

 in per cent of agricultural sector
0.2%

3%
n.a.
n.a.

Reported aerial spraying of coca bush*
Reported manual eradication of coca bush*
Reported seizure of cocaine*
Reported destruction of coca processing laboratories*
 Of which cocaine HCl processing lab.

104,771 ha
60,544 ha

203 mt
2,888

278

-3%
-28%

-9%
-9%

101,939 ha
43,792 ha

215 mt
2,623

254

Reported opium poppy cultivation* 356 ha -3% 346 ha

Potential opium latex production** 26 mt

Potential heroin production (rounded) ** 1.1 mt

Average farm-gate price of opium latex*
Average wholesale heroin price*

US$358/kg
US$9,993/kg

+37%
+7%

US$489/kg***
US$10,667/kg***

Reported seizure of heroin* 732 kg -54% 337 kg

Note: Due to the introduction of an adjustment factor for small fields, 2009 figures are being revised.
* As reported by the Government of Colombia. 
** Own calculations based on regional yield figures and conversion ratios from US Government/DEA scientific studies.
*** Preliminary, refers to January to October 2010, only. 

12 The information in this section comes from the report on Coca 
Cultivation in Colombia (UNODC/Government of Colombia, June 
2011), and can also be found on the internet (http://www.unodc.
org/unodc/en/crop-monitoring/index.html). Source unless otherwise 
indicated: National monitoring system supported by UNODC. 

13 The spatial resolution of the satellite images (“pixel size”) used for 

coca monitoring limits the detection of small fields below 0.25 ha. 
Based on studies with very high resolution imagery, a correction 
factor was calculated to minimize this effect and improve the accu-
racy of the estimate. 

14 Regional area figures refer to area adjusted for small fields. 

15 GDP of the respective year as reported by the Government.
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'000 COP/kg (nominal) 4,155 4,567 4,580 4,587 4,623

'000 COP/kg (constant, 2010=100) 4,976 5,175 4,819 4,733 4,623

US$/kg (nominal) 1,762 2,198 2,348 2,146 2,439

2006 2007 2008 2009 2010

Colombia, nominal and constant annual wholesale prices for cocaine HCl* (US$/kg and '000 COP/kg), 
2006 to 2010
*Cocaine of unknown purity. 
Source: DIRAN.

Colombia, annual farm-gate prices* for opium latex, 2006 to 2010

*Nominal prices. Source: DIRAN.

0

200

400

600

800

1,000

O
p

iu
m

 la
te

x/
kg

Opium latex (farm-gate), '000 COP/kg  593  591  612  754 944

Opium latex (farm-gate), US$/kg  251  286  318  358  498 
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Heroin (wholesale), '000 COP/kg  23,822  22,294  19,560  21,422  20,187 

Heroin (wholesale), US$/kg  10,103  10,780  9,950  9,993  10,667 

2006 2007 2008 2009 2010

Colombia, annual wholesale price of heroin,* 2006 to 2010

*Nominal prices for heroin of unknown purity. Source: DIRAN.
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Colombia, coca cultivation by region (ha), 2006-2010
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6.2.4 Lao People's Democratic Republic

Fact Sheet – Lao People’s Democratic Republic Opium Survey 201016

2009 Change on 2009 2010

Opium poppy cultivation 1,900 ha 
(900-3,000) +58% 3,000 ha 

(1,900-4,000)

Average dry opium yield17  6 kg/ha na 6 kg/ha

Potential production of dry opium 11 mt 
(5.4-18) +58% 18 mt 

(11.4-24.0)

Average retail/wholesale price of opium18  US$ 1,327 
(350-2,440) +26% US$ 1,670  

(580-2,700)

Eradication19  651 ha -11% 579 ha

Lao People’s Democratic Republic, annual opium prices (US$/kg), 2002 to 2010

Source: LCDC, Provincial authorities survey.
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16 The information in this section comes from the report on Opium 
Poppy Cultivation in South-East Asia (UNODC/Governments of 
Lao PDR and Myanmar), and can also be found on the internet 
(http://www.unodc.org/unodc/en/crop-monitoring/index.html). 
Source unless otherwise indicated: National monitoring system sup-
ported by UNODC. Figures in brackets represent the upper and 
lower bounds of the 90% confidence interval unless otherwise indi-
cated. 

17 In the absence of a recent yield survey, the yield per hectare estimated 
in 2007 was used.

18 Source: LCDC, Provincial authorities survey. Due to the limited 
market for opium, a clear distinction between farm gate, wholesale 
and retail prices could not be established. The range refers to the 
lowest and highest provincial price observed.

19 Source: LCDC. Eradication campaigns were conducted during and 
after the survey. 
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6.2.5 Myanmar

Fact Sheet - Myanmar Opium Survey 201020

2009
Change 
on 2009

2010

Opium poppy cultivation in Myanmar 
 
 Of which in Shan State

31,700 ha 
(24,000 - 42,900)

30,000 ha
(24,000 - 40,000)

+20%
 

+17% 

38,100 ha 
(23,200 - 53,900)

35,000 ha
(22,700 - 50,100)

Average opium yield (weighted by area) 10.4 kg/ha +46% 15.2 kg/ha

Potential production of dry opium
330 mt

(214 - 447)
+76%

580
(350 - 820)

Opium poppy eradication21 4,087 ha +102% 8,268 ha

Average farm-gate price of opium at harvest time US$ 317/kg -4% US$ 305/kg

Total potential farm-gate value of opium production22 
US$ 105 million

(68 - 142)
+68%

US$ 177 million
(107 - 250)

Estimated number of households involved in opium 
poppy cultivation 
 Of which in the Shan State

192,000
(160,000 - 225,000)

176,500
(141,200 - 235,300)

+17%

+17%

224,000 
(102,000 - 342,000)

206,000
(134,000 - 295,000)

Opium-producing households in Shan State: 
 Average yearly household income 
 Income from opium sales
 Per capita income

US$ 700
US$ 160
US$ 125

+19%23 
+125%
+19%

US$ 830
US$ 360
US$ 155

Non-opium poppy producing households in Shan State
 Household average yearly income 
 Per capita income

US$ 750
US$ 133

+13%24 
+17%

US$ 850
US$ 155

Numbers in brackets refer to the lower and upper bound of the 95% confidence interval.

20 The information in this section comes from the report on Opium 
Poppy Cultivation in South East Asia (UNODC/Governments of 
Lao PDR and Myanmar, December 2010), and can also be found 
on the internet (http://www.unodc.org/unodc/en/crop-monitoring/
index.html).

21 Source: CCDAC.

22 The farm-gate value should calculated with the price of dry opium. 
However, the price of dry opium is difficult to establish in Myanmar 
because of the selling and storing practices of the farmers. The farm-
gate value here is calculated with the price of fresh opium. This result 
in a lower estimate. 

23 This is equivalent to a 10% increase in constant 2009 Kyats.
24 This is equivalent to a 5% increase in constant 2009 Kyats.
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Myanmar, opium poppy cultivation by region (ha), 2008-2010

Myanmar, reported eradication of opium poppy by region (ha), 2006-2010

Region 2008 2009 2010
% of total area  
of opium poppy  

cultivation

East Shan 
9,300

(6,800 to 11,800)
11,900

(8,100 to 15,000)
12,100 

(6,200 to 19,000)
32%

North Shan
800

(400 to 1,200)
1,600

(390 to 2,900)
3,700 

(1,500 to 6,700)
10%

South Shan
15,500

(9,500 to 21,500)
16,500

(10,900 to 22,600)
19,200 

(9,400 to 31,500)
50%

Shan State total 25,300
30,000 

(24,000 to 40,000)
35,000

(22,700 to 50,100)
92%

Kachin
1,500

(1,100 to 1,900)
1,400

(1,100 to 1,700)
3,000

(500 to 3,800)
8%

Kayah
1,800

(1,800 to 2,500)
30025 

(60 to 700)
100 0.3%

National total 
(rounded)

28,500
(17,900 to 37,000) 

31,700
(20,500 to 42,800)

38,100
(23,200 to 53,900)

100%

Numbers in brackets refer to the lower and upper bound of the 95% confidence interval.

Region 2006 2007 2008 2009 2010

East Shan 32 1,101 1,249 702 868

North Shan 76 916 932 546 1,309

South Shan 3,175 1,316 1,748 1,466 3,138

Shan State total 3,283 3,333 3,929 2,714 5,316

Kachin 678 189 790 1,350 2,936

Kayah 0 12 12 14 13

Total within the surveyed area 3,961 3,534 4,731 4,078 8,265

Magwe 0 45 0 1 1

Chin 0 10 86 5 2

Mandalay 9 0 3 2 0

Sagaing 0 9 0 1 0

Other states 9 64 0 0 0

Total (national) 3,970 3,598 4,820 4,087 8,268

25 The estimates in Kayah for 2008 and 2009 are not directly compara-
ble due to a change in methodology.
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Myanmar, opium poppy cultivation (ha), 2006-2010
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6.2.6 Peru

Fact Sheet - Peru Coca Survey 201026

2009
Change on 

2009
2010

Coca cultivation
Of which in Alto Huallaga
 Apurímac-Ene
 La Convención-Lares
 Elsewhere

59,900 ha
17,500 ha
17,500 ha
13,200 ha
11,700 ha

+2%
-26%
+13%
+1%

+29%

61,200 ha
13,000 ha
19,700 ha
13,300 ha
15,200 ha

Weighted average sun-dried coca leaf yield 2,200 kg/ha -5% 2,100 kg/ha

Potential production of sun-dried coca leaf27 128,000 mt +1% 129,500 mt

Potential production of sun-dried coca leaf available for 
cocaine production

119,000 mt 
(102,400-134,200) +1%

120,500 mt 
(103,000-
136,300)

Average farm-gate price of sun-dried coca leaf
Average farm-gate price of sun-dried coca leaf 
(weighted by production)28 
Average farm-gate price of coca paste
Average price of cocaine HCl in coca cultivating regions

US$ 3.2/kg
US$ 3.0/kg 

US$ 778/kg
US$ 1,021/kg

-3%
-7%

-1%
-7%

US $ 3.1/Kg
US $ 3.1/Kg

US $ 784/Kg
US $ 947/Kg

Potential farm-gate value of sun-dried coca leaf29 US$ 384 million

Reported eradication of coca cultivation* 10,025 ha +2% 12,239 ha

Reported seizure of sun-dried coca leaves* 1,031 mt

Reported seizure of coca paste* 9,914 kg +34% 13,238 kg

Reported seizure of cocaine HCl* 10,744 kg +63% 17,544 kg

Reported destruction of coca laboratories30* 1,242 +6% 1,317

Of which cocaine HCl processing laboratories 25 21

* As reported by the Government of Peru. 

26 The information in this section comes from the report on Coca 
Cultivation in Peru (UNODC/Government of Peru, June 2011), 
and can also be found on the Internet (http://www.unodc.org/unodc/
en/crop-monitoring/index.html). Source unless otherwise indicated: 
National monitoring system supported by UNODC.

27 Includes all coca leaf potentially produced. For the calculation of coca 
leaf available for cocaine production, 9,000 mt of sun-dried coca leaf 
were deducted from this figure, which, according to Government 
sources, is the amount used for traditional purposes. 

28 The weighted average price takes into account that different amounts 
of coca leaf are sold in different regions at different price levels. 

29 Takes into account all coca leaf produced, irrespective of its use.  
For the calculation, the weighted average coca leaf price was used. 

30 Excluding coca leaf macerations pits.
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Considerable efforts have been made over the years to 
improve the estimates presented in the World Drug 
Report, which rely, to a large extent, on information 
submitted by Member States through the Annual Report 
Questionnaire (ARQ). Nonetheless, challenges remain 
in making such estimates because of data gaps and the 
varying quality of the available data. One major problem 
is the irregularity and incompleteness in ARQ reporting 
by Member States. Irregular reporting may result in 
absence of data for some years, and may influence the 
reported trend in a given year. Secondly, submitted 
questionnaires are not always complete or comprehen-
sive, and thirdly, much of the data collected are subject 
to limitations and biases. These issues affect the reliabil-
ity, quality and comparability of the information 
received. 

Sources of information

Under the International Drug Conventions, Member 
States are formally required to provide national drug 
control-related information annually to the ‘Secretary-
General’ of the United Nations (that is, to UNODC). 
The Commission on Narcotic Drugs, the UNODC 
governing body on illicit drug issues, developed the 
Annual Reports Questionnaire (ARQ) to collect this 
information. The 2011 World Drug Report is based pri-
marily on data obtained from the ARQs submitted by 
Governments over the period March 2010 to December 
2010. The data collected during this period normally 
refer to the drug situation in 2009. UNODC distrib-
uted the questionnaire to 194 countries, as well as 15 
territories, and received 107 replies to its questionnaire 
on Drug Abuse (Part II) and 106 replies to its question-
naire on Illicit Supply of Drugs (Part III). The best 
coverage was from countries in Europe (80% of coun-
tries filled in Part II and 88% filled in Part III), Asia 
(64% of countries filled in Part II and 62% Part III) and 
the Americas (59% of countries filled in Part II and 53% 
Part III). In the case of Africa, 27% of countries submit-
ted Part II and 25% Part III, and for Oceania, 12% of 
countries submitted Part II and Part III. 

In general, the quantity of information provided on 
illicit drug supply is significantly better than data pro-
vided on drug use. While 90% of the responses to Part 
III of the ARQ were ‘substantially’ completed, this was 
true for just 53% of the Part II. (ARQs which were more 

than 50% completed were classified as having been ‘sub-
stantially filled in’; less than 50% completion was classi-
fied as ‘partially filled in’). In order to analyse the extent 
to which Member States provided information, a 
number of key questions in the ARQs were identified:

 • For Part II, Drug Abuse, the key questions referred 
to: trends in drug use (78% of the countries return-
ing the ARQ), lifetime prevalence among the general 
population (54%), youth prevalence (54%), treatment 
(68%), prevalence of Hepatitis C (47%), HIV (48%) 
and  Hepatitis B (41%) among injecting drug users, 
and drug-related mortality (34%).

 • For Part III, the Supply of Drugs, this included the 
questions on: quantities of illicit drugs seized (95% 
of the countries returning the ARQ), trafficking (ori-
gin, routes and destination) (80%), prices and purity 
(85%), and drug-related arrests (91%). 

While the ARQ information forms the basis for the 
estimates and trend analysis provided in the World Drug 
Report, often, this is not sufficient to provide a compre-
hensive picture of the world’s illicit drug markets. When 
necessary and where available, ARQ data are supple-
mented with data from other sources. As in previous 
years, seizure data was complemented primarily with 
data and reports from international organizations such 
as INTERPOL, the World Customs Organization, 
Europol, the Organization of American States /Inter-
American Drug Abuse Control Commission (CICAD) 
as well as data provided by the Heads of National Law 
Enforcement Agencies at their regional meetings, and 
UNODC’s ‘Drug Use Information Network for Asia 
and the Pacific’ (DAINAP). In addition, Government 
reports and online resources were used. Other sources 
included data published by the United States Depart-
ment of State’s Bureau for International Narcotics and 
Law Enforcement Affairs in its International Narcotics 
Control Strategy Report. Price and purity data for 
Europe was complemented with data from the Euro-
pean Monitoring Centre for Drugs and Drug Addiction 
(EMCDDA) and Europol, whereas precursor data are 
from the International Narcotics Control Board. 
Demand-related information was obtained through a 
number of additional sources, including the drug con-
trol agencies participating in the DAINAP network, as 
well as various national and regional epidemiological 
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networks such as EMCDDA and CICAD. National 
government reports and scientific literature were also 
used.

Data on drug consumption

Overview

UNODC estimates of the extent of illicit drug use in the 
world have been published periodically since 1997. 
Assessing the extent of drug use (the number of drug 
users) is a particularly difficult undertaking because it 
involves measuring the size of a ‘hidden’ population. 
Margins of error are considerable, and tend to increase 
as the scale of estimation is raised, from local to national, 
regional and global levels. Regional and global estimates 
are reported as ranges to reflect the information gaps. 
The level of confidence expressed in the estimates varies 
across regions and drug types. 

A global estimate of the level of use of a specific drug 
involves the following steps:

1. Identification and analysis of appropriate sources 
(starting from the ARQ);

2. Identification of key benchmark figures for the level of 
drug use in all countries where data are available (an-
nual prevalence of drug use among the general popu-
lation aged 15-64) which then serve as ‘anchor points’ 
for subsequent calculations;

3. ‘Standardization’ of existing data if reported with a 
different reference population than the one used for 
the World Drug Report (for example, from age group 
12 and above to a standard age group of 15-64) ;

4. Adjustments of national indicators to estimate an an-
nual prevalence rate if such a rate is not available (for 
example, by using the lifetime prevalence or current 
use rates; or lifetime or annual prevalence rates among 
the student population). This includes the identifica-
tion of adjustment factors based on information from 
neighbouring countries with similar cultural, social 
and economic situations where applicable;

5. Imputation for countries where data is not available, 
based on data from countries in the same subregion. 
Ranges are calculated by considering the 10th and 
90th percentile of the subregional distribution;

6. Extrapolation of available results for a subregion were 
calculated only for subregions where prevalence esti-
mates for at least two countries covering at least 20% 
of the population were available. If, due to a lack of 
data, subregional estimates were not extrapolated, a 
regional calculation was extrapolated based on the 
10th and 90th percentile of the distribution of the 
data available from countries in the region.

7. Aggregation of subregional estimates rolled-up into 
regional results to arrive at global estimates.

For countries that did not submit information through 
the ARQ, or in cases where the data were older than 10 
years, other sources were identified, where available. In 
nearly all cases, these were government sources. Many 
estimates needed to be adjusted to improve comparabil-
ity (see below). 

In cases of estimates referring to previous years, the 
prevalence rates were left unchanged and applied to new 
population estimates for the year 2009. Currently, only 
two countries measure drug prevalence among the gen-
eral population on an annual basis. The remaining 
countries that regularly measure it - typically the more 
economically developed - do so usually every three to 
five years. Therefore, caution should be used when inter-
preting any change in global prevalence figures, as 
changes may in part reflect newer reports from countries 
or the exclusion of older reports, rather than actual 
changes in use at the global level.

Detailed information is available from countries in 
North America, a large number of countries in Europe, 
a number of countries in South America, the two large 
countries in Oceania and a limited number of countries 
in Asia and Africa. One key problem in national data is 
the level of accuracy, which varies strongly from country 
to country. Not all estimates are based on sound epide-
miological surveys. In some cases, the estimates simply 
reflect the aggregate number of drug users found in drug 
registries, which cover only a fraction of the total drug 
using population in a country. Even in cases where 
detailed information is available, there is often consider-
able divergence in definitions used, such as chronic or 
regular users; registry data (people in contact with the 
treatment system or the judicial system) versus survey 
data (usually extrapolation of results obtained through 
interviews of a selected sample); general population 
versus specific surveys of groups in terms of age (such as 
school surveys), special settings (such as hospitals or 
prisons), et cetera. 

To reduce the error margins that arise from simply 
aggregating such diverse estimates, an attempt has been 
made to standardize - as a far as possible - the heteroge-
neous data set. All available estimates were transformed 
into one single indicator – annual prevalence among the 
general population aged 15 to 64 - using transformation 
ratios derived from analysis of the situation in neigh-
bouring countries, and if such data were not available, 
using global average estimates. The basic assumption is 
that though the level of drug use differs between coun-
tries, there are general patterns (for example, lifetime 
prevalence is higher than annual prevalence; young 
people consume more drugs than older people; males 
consume more drugs than females; people in contact 
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with the criminal justice system show higher prevalence 
rates than the general population, et cetera) which apply 
to most countries. It is also assumed that the difference 
between lifetime prevalence and annual prevalence 
among the general population or between lifetime prev-
alence among young people and annual prevalence 
among the general population, except for emerging drug 
trends, do not vary greatly among countries with similar 
social, cultural and economic situations. 

Indicators used

The most widely used indicator at the global level is the 
annual prevalence rate: the number of people who have 
consumed an illicit drug at least once in the last twelve 
months prior to the study. Annual prevalence has been 
adopted by UNODC as one of key indicators to meas-
ure the extent of drug use. It is also part of the Lisbon 
Consensus on core epidemiological demand indicators 
which has been endorsed by the Commission on Nar-
cotic Drugs. The key indicators are:

1. Drug consumption among the general population 
(prevalence and incidence);

2. Drug consumption among the youth population 
(prevalence and incidence);

3.  High-risk drug use (number of injecting drug users 
and the proportion engaged in high-risk behaviour, 
number of daily drug users);

4. Utilization of services for drug problems;

5. Drug-related morbidity (prevalence of HIV, hepati-
tis B virus and hepatitis C virus among illicit drug 
consumers);

6. Drug-related mortality (deaths directly attributable to 
drug consumption).

Efforts have been made to present the drug situation 
from countries and regions based on these key epide-
miological indicators.

The use of annual prevalence is a compromise between 
lifetime prevalence data (drug use at least once in a life-
time) and data on current use (drug use at least once 
over the past month). The annual prevalence rate is usu-
ally shown as a percentage of the youth and adult popu-
lation. The definitions of the age groups vary, however, 
from country to country. Given a highly skewed distri-
bution of drug use among the different age cohorts in 
most countries, differences in the age groups can lead to 
substantially diverging results. 

Applying different methodologies may also yield diverg-
ing results for the same country. In such cases, the 
sources were analysed in-depth and priority was given to 
the most recent data and to the methodological 
approaches that are considered to produce the best 

results. For example, it is generally accepted that nation-
ally representative household surveys are reasonably 
good approaches to estimating cannabis, ATS or cocaine 
use among the general population, at least in countries 
where there are no adverse consequences for admitting 
illicit drug use. Thus, household survey results were usu-
ally given priority over other sources of prevalence esti-
mates. 

When it comes to heroin use (or drug injecting), or 
problematic use of cocaine and ATS, annual prevalence 
data derived from national household surveys tend to 
grossly under-estimate such use, because heroin or other 
problem drug users often belong to marginalized or less 
socially integrated groups, and may not be identified as 
living in a ‘typical’ household (they may be on the 
streets, homeless or institutionalized). Therefore, a 
number of ‘indirect’ methods have been developed to 
provide estimates for this group of drug users, including 
benchmark and multiplier methods (benchmark data 
may include treatment demand, police registration or 
arrest data, data on HIV infections, other services utili-
zation by problem drug users or mortality data), cap-
ture-recapture methods and multivariate indicators. In 
countries where there was evidence that the primary 
‘problem drug’ was opiates, and an indirect estimate 
existed for ‘problem drug use’ or injecting drug use, this 
was preferred over household survey estimates of heroin 
use. 

For other drug types, priority was given to annual prev-
alence data found by means of household surveys. In 
order to generate comparable results for all countries, 
wherever needed, the reported data was extrapolated to 
annual prevalence rates and/or adjusted for the preferred 
age group of 15-64 for the general population.


Extrapolation methods used

Adjustment for differences in age groups

Member States are increasingly using the 15-64 age 
group, though other groups are used as well. Where the 
age groups reported by Member States did not differ 
significantly from 15-64, they were presented as 
reported, and the age group specified. Where studies 
were based on significantly different age groups, results 
were typically adjusted. A number of countries reported 
prevalence rates for the age groups 15+ or 18+. In these 
cases, it was generally assumed that there was no signifi-
cant drug use above the age of 64. The number of drug 
users based on the population age 15+ (or age 18+) was 
thus shown as a proportion of the population aged 
15-64. 

Extrapolation of results from lifetime prevalence to 
annual prevalence 

Some countries have conducted surveys in recent years 
without asking the question whether drug consumption 
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took place over the last year. In such cases, results were 
extrapolated to reach annual prevalence estimates. For 
example, country X in West and Central Europe reported 
a lifetime prevalence of cocaine use of 2%. Taking data 
for lifetime and annual prevalence of cocaine use in 
countries of West and Central Europe, it can be shown 
that there is a strong positive correlation between the 
two measures (correlation coefficient R = 0.94); that is, 
the higher the lifetime prevalence, the higher the annual 
prevalence and vice versa. Based on the resulting regres-
sion curve (y = annual prevalence and x = lifetime prev-
alence) it can be estimated that a country in West and 
Central European with a lifetime prevalence of 2% is 
likely to have an annual prevalence of around 0.7% (see 
figure). Almost the same result is obtained by calculating 
the ratio of the unweighted annual prevalence rates of 
the West and Central European countries and the 
unweighted lifetime prevalence rate (0.93/2.61 = 0.356) 
and multiplying this ratio with the lifetime prevalence of 
the country concerned (2% * 0.356 = 0.7%).

A similar approach was used to calculate the overall ratio 
by averaging the annual/lifetime ratios, calculated for 
each country. Multiplying the resulting average ratio 
(0.334) with the lifetime prevalence of the country con-
cerned provides the estimate for the annual prevalence 
(0.387 * 2% = 0.8%). There is a close correlation 
observed between lifetime and annual prevalence (and 
an even stronger correlation between annual prevalence 
and monthly prevalence). Solid results (showing small 
potential errors) can only be expected from extrapola-
tions done for a country in the same region. If instead 
of using the West and Central European average (0.387), 

the ratio found in the USA was used (0.17), the estimate 
for a country with a lifetime prevalence of cocaine use of 
2% would decline to 0.3% (2% * 0.17). Such an esti-
mate is likely to be correct for a country with a drug 
history similar to the USA, which has had a cocaine 
problem for more than two decades, as opposed to West 
and Central Europe, where the cocaine problem is 
largely a phenomenon of the last decade. Therefore, data 
from countries in the same subregion with similar pat-
terns in drug use were used, wherever possible, for 
extrapolation purposes.

Both approaches—the regression model and the ratio 
model—were used to determine upper and lower uncer-
tainty range estimates calculated at a 90% confidence 
interval among those aged 15-64 years in the given 
country. The greater the range, the larger the level of 
uncertainty around the estimates. The range for each 
country is reported in the statistical annex, where avail-
able. 
Extrapolations based on school surveys

Analysis of countries which have conducted both school 
surveys and national household surveys shows that there 
is, in general, a positive correlation between the two 
variables, particularly for cannabis, ATS and cocaine. 
The correlation, however, is weaker than that of lifetime 
and annual prevalence or current use and annual preva-
lence among the general population. But it is stronger 
than the correlation between opiate use and injecting 
drug use-related HIV cases, and between treatment and 
drug use.

These extrapolations were conducted by using the ratios 
between school surveys and household surveys of coun-
tries in the same region or with similar social structure 
where applicable. As was the case with extrapolation of 
results from lifetime prevalence to annual prevalence, 
two approaches were taken: a) the unweighted average 
of the ratios between school and household surveys in 
the comparison countries with an upper and lower 
uncertainty range estimate calculated at a 90% confi-
dence interval; and b) a regression-based extrapolation, 
using the relationships between estimates from the other 
countries to predict the estimate in the country con-
cerned, with an upper and lower uncertainty range esti-
mate calculated at a 90% confidence interval. The final 
uncertainty range and best estimate are calculated using 
both models, where applicable.

Extrapolations based on treatment data

For a number of developing countries, the only drug 
use-related data available was treatment demand. In 
such cases, other countries in the region with a similar 
socio-economic structure were identified, which reported 
annual prevalence and treatment data. A ratio of people 
treated per 1,000 drug users was calculated for each 
country. The results from different countries were then 

y = 0.3736x - 0.0455
R  = 0.94
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averaged and the resulting ratio was used to extrapolate 
the likely number of drug users from the number of 
people in treatment. 

Making regional and global estimates of the 
number of people who use drugs and the 
health consequences

For this purpose, the estimated prevalence rates of coun-
tries were applied to the population aged 15-64, as 
provided by the United Nations Population Division for 
the year 2009. 

Ranges have been produced to reflect the considerable 
uncertainty that arises when data are either extrapolated 
or imputed. Ranges (not absolutes) are provided for 
estimated numbers and prevalence rates in the Report. 
Larger ranges are reported for subregions and regions 
with less certainty about the likely levels of drug use – in 
other words, those regions for which fewer direct esti-
mates are available, for a comparatively smaller propor-
tion of the region’s population.

Countries with one published estimate (typically those 
countries with a representative household survey, or an 
indirect prevalence estimate that did not report ranges) 
did not have uncertainty estimated. This estimate is 
reported as the ‘best estimate’. 

To account for populations in countries with no pub-
lished estimate, the 10th and 90th percentile in the 
range of direct estimates was used to produce a lower 
and upper estimate. For example, there are three coun-
tries in the North Africa subregion with past year preva-
lence estimates for cannabis use: Algeria (a range from 
5.2 – 6.4), Egypt (2.9 – 9.6) and Morocco (4.2, a point 
estimate). These are extrapolated to the population of 
the remaining three countries without prevalence data, 
namely the Libyan Arab Jamahiriya, Sudan and Tunisia. 
The 10th percentile of the lower bound of the uncer-
tainty range (5,2, 2.9, and 4.2) is 3.2 and the 90th 
percentile of the upper bound (6.4, 9.6, and 4.2) is 8.9. 
The 3.2 and 8.9 figures are applied to the population of 
the remaining three countries without prevalence data 
for a subregional total lower and upper estimate. 

In some cases, not all of a region’s subregions had esti-
mates due to a lack of country level data. For example, 
past year amphetamines-group prevalence was calcu-
lated for East and South-East Asia and the Near and 
Middle East/South West Asia, however the remaining 
subregions – South Asia and Central Asia – had no esti-
mates. To calculate an overall Asia lower and upper 
estimate for populations in subregions with no pub-
lished estimate, all of the countries throughout the 
region were considered using the 10th and 90th percen-
tile of the regional distribution. These results were then 
combined with those subregions where an estimate was 

possible. One exception was South Asia’s subregional 
opiate and cannabis estimates. In this case, India’s popu-
lation accounts for 85% of the six countries in the sub-
region, but reliable estimates of drug use for India were 
not available. Instead of using all prevalence estimates 
for Asia (that is, estimates from the Near and Middle 
East to East Asia) to determine India’s contribution to 
the subregional uncertainty, it was determined that 
India’s contribution was best reflected by its neighboring 
countries. 

This produces conservative (wide) intervals for subre-
gions where there is geographic variation and/or vari-
ance in existing country-level estimates; but it also 
reduces the likelihood that skewed estimates will have a 
dramatic effect on regional and global figures (since 
these would most likely fall outside the 10th and 90th 
percentile). 

Estimates of the total number of people who used 
illicit drugs at least once in the past year

This year’s Report used the same approach as last year. 
Two ranges were produced, and the lowest and highest 
estimate of each the approaches were taken to estimate 
the lower and upper ranges, respectively, of the total 
illicit drug using population. This estimate is obviously 
tentative given the limited number of countries upon 
which the data informing the two approaches were 
based. The two approaches were as follows:

Approach 1.

The global estimates of the number of people using each 
of the five drug groups in the past year were added up. 
Taking into account that people use more than one drug 
type and that these five populations overlap, the total 
was adjusted downward. The size of this adjustment was 
made based upon household surveys conducted in the 
USA, Canada, Australia, the United Kingdom, Italy, 
Brazil, Mexico, Germany, Spain, Argentina, Chile, the 
Plurinational State of Bolivia, Peru, Indonesia and the 
Philippines, which assessed all five drug types, and 
reported an estimate of total illicit drug use. Across these 
studies, the extent to which adding each population of 
users overestimated the total population was a median 
value of 126%. The summed total was therefore divided 
by 1.26. 

Approach 2. 

This approach was based on the average proportion of 
the total drug using population that comprises cannabis 
users. The average proportion was obtained from house-
hold surveys conducted in the same countries as for 
Approach 1 Across all of these studies, the median pro-
portion of total drug users that comprised cannabis users 
was 75%. The range of cannabis users at the global level 
was therefore divided by 0.75.
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Estimates of the number of ‘problem drug users’

It is useful to make estimates of the number of drug 
users whose use is particularly problematic as this sub-
group of drug users is most likely to come to the atten-
tion of health and law enforcement. Moreover, this 
subgroup’s drug use has been estimated to cause the 
main public health and public order burden. 

The number of problem drug users is typically estimated 
with the number of dependent drug users. Sometimes, 
an alternative approach is used. The EMCDDA uses 
‘injecting or long duration use of opioids, ampheta-
mines or cocaine’ to guide country-level indirect preva-
lence estimation studies of problem drug use.

In this Report, as in previous years, each of the five range 
estimates of the number of people using each of the five 
drug groups was converted into a ‘heroin user equiva-
lent’. This was calculated through the use of ‘relative risk 
coefficients’ (see table) derived from the UNODC Harm 
Index. This method enables the aggregation of results 
from different drugs into one reference drug

A lower range was calculated by summing each of the 
five lower range estimates; the upper end of the range 
was calculated by summing the upper range of the five 
estimates. 

To obtain an estimate of the number of ‘problem drug 
users’, these totals were multiplied by the proportion of 
past year heroin users in the United States National 
Survey on Drug Use and Health (range 53-68% over the 
past six years of this survey). Hence, The LOW estimate 
of is the lower proportion (53%) multiplied by the lower 
estimated size of the heroin use equivalent population 
(28.6 million heroin user equivalents). The HIGH esti-
mate is the higher proportion (68%) multiplied by the 
higher estimated size of the heroin use equivalent popu-
lation (57.5 million heroin user equivalents). This gives 
a range of 15 to 39 million problem drug users globally.

Estimates of the prevalence of hepatitis C virus 
among injecting drug users

The prevalence of hepatitis C among injecting drug 
users is reported directly by Member States. The number 

of injecting drug users is obtained from the Reference 
Group to the UN on HIV and Injecting Drug Use1 
(preferred source), or otherwise as reported via the ARQ. 
To obtain an estimate of the prevalence at the regional 
and global level, country-level rates were weighted by 
the number of injecting drug users.

Estimates of the number of drug-related deaths

Drug-related deaths include those directly or indirectly 
caused by the intake of illicit drugs, but it may also 
include deaths where the use of illicit drugs was a con-
tributory cause, including cases where drug use was 
involved in the circumstances of the deaths (for exam-
ple, violence and traffic accidents). Member States 
report on drug-related deaths according to their own 
definitions and therefore care should be taken in making 
country comparisons.

The total number of drug-related deaths reported by 
Member States were aggregated at the regional level. To 
account for non-responding countries, an upper and 
lower estimate of the number of deaths was made using 
the 10th and 90th percentiles of the mortality rates for 
countries that did report within the same region. In 
North America, all countries reported and therefore, no 
range was given. In Oceania, only Australia reported on 
the number of deaths, and therefore, no variation in 
mortality rates across the region could be determined. 
Because of the lack of reported information on drug-
related deaths in Africa, an alternative source was used.2 
The global estimate of the number of drug-related 
deaths is the sum of the regional estimates. The overall 
estimated number of deaths for a region was presented 
as a range to account for uncertainty, and also presented 
as a rate per 1 million population aged 15-64 to allow 
for some degree of comparison across regions.

1 Mathers BM, Degenhardt L, Phillips B, et al. (November 2008). 
“Global epidemiology of injecting drug use and HIV among people 
who inject drugs: a systematic review”. Lancet 372 (9651): 1733–45

2 Degenhardt L, Hall W, Warner-Smith M, Lynskey M. Chapter 13: 
Illicit drug use. In: Ezzati M, Lopez A, Rodgers A, Murray CJL, 
eds. Comparative quantification of health risks: global and regional 
burden of disease attributable to selected major risk factors. Geneva, 
World Health Organization, 2003.

 
Treatment 

index
IDU Toxicity Deaths index

Relative risk 
 coefficient

  Index Index  (average treatment, 
IDU, toxicity, death)

Opiates 100 100 100 100 100

Cocaine 85.3 47.8 88 18.5 59.9

Amphetamines 20.1 59.5 32 6.8 29.6

Ecstasy 3.8 6.1 20.7 1 7.9

Cannabis 9 0 1.5 0.6 2.8

Relative risk coefficient
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Drug cultivation, production and 
manufacture

Data on cultivation of opium poppy and coca bush and 
production of opium and coca leaf for the main produc-
ing countries (Afghanistan, Myanmar and the Lao Peo-
ple’s Democratic Republic for opium and Colombia, 
Peru and the Plurinational State of Bolivia for coca) are 
mainly derived from national monitoring systems sup-
ported by UNODC in the framework of its Global 
Illicit Crop Monitoring Programme (ICMP). Estimates 
of cannabis cultivation in 2009 and 2010 in Afghani-
stan, as well as cannabis cultivation in 2003, 2004 and 
2005 in Morocco, have also been produced by the 
ICMP-supported national monitoring systems. Esti-
mates for other countries have been drawn from ARQ 
replies and various other sources, including reports from 
Governments, UNODC field offices and the United 
States Department of State’s Bureau for International 
Narcotics and Law Enforcement Affairs.

A full technical description of the methods used by 
UNODC-supported national monitoring systems can 
be found in the respective national survey reports avail-
able at http://www.unodc.org/unodc/en/crop-monitor-
ing/index.html .

Net cultivation

Not all the fields on which illicit crops are planted are 
actually harvested and contribute to drug production. 

For Afghanistan, a system of monitoring opium poppy 
eradication is in place which provides all necessary infor-
mation to calculate the net cultivation area. In Myanmar 
and the Lao People’s Democratic Republic, the eradi-
cated area of opium poppy is partly taken into account 
for the estimation of the net cultivation area. Not 
enough information is available to consider eradication 
carried out after the time of the annual opium survey. 

A major difference between coca and other narcotic 
plants such as opium poppy and cannabis is that the 
coca bush is a perennial plant which can be harvested 
several times per year. This longevity of the coca plant 
should, in principle, make it easier to measure the area 
under coca cultivation. In reality, the area under coca 
cultivation is dynamic, changes all the time and it is dif-
ficult to determine the exact amount of land under coca 
cultivation at any specific point in time or within a given 
year. There are several reasons why coca cultivation is 
dynamic, including new plantation, reactivation of pre-
viously abandoned fields, abandonment, manual eradi-
cation and aerial spraying.3 

Depending on the purpose, different concepts of area 

3 Plant disease and pests are not considered here as their impact is likely 
to be captured in the coca leaf yield estimates.

under coca cultivation can by useful, taking into account 
some or all of the factors described above. From a gov-
ernment’s perspective, it may be interesting to monitor 
illicit cultivation attempts in a given year, by trying to 
capture all coca fields irrespective of whether they existed 
the whole year or only part of it (gross cultivation 
area). For estimating potential coca leaf and cocaine 
production, it would be necessary to measure the pro-
ductive area and how long the fields were productive in 
the course of a year (net productive area). For other 
reasons, the area under cultivation at a specific cut-off 
date may be chosen, for example, to monitor the effect 
of law enforcement activities implemented in the pre-
ceding period (area under cultivation at date x). By 
definition, the net productive area and the area under 
cultivation at point x will be smaller than the gross cul-
tivation area. 

The area affected by coca cultivation in a given year, or 
gross coca cultivation, can be defined as the totality of 
all coca fields existing in that year, irrespective of whether 
they were newly planted, reactivated, abandoned, eradi-
cated or sprayed during the course of that year. 

For the calculation of the net productive area, two 
dimensions should be considered: the duration over 
which the field was in existence and productivity. The 
area of fields which did not exist over the full 12 months 
of a year should be subtracted from the gross cultivation 
figure, by a factor expressing their reduced productive 
time. In addition to the time factor, the reduced produc-
tivity of certain field types and the effects of eradication 
and spraying need to be taken into account. 

 • Young plants in new coca fields are not as productive 
as mature coca bushes. 

 • Eradicated coca fields may be replanted but have a 
lower yields as plants are not mature

 • Coca bushes in a field sprayed with herbicide may ei-
ther die (all or some) or have a reduced yield for some 
months.

 • A reactivated field with mature coca bushes may reach 
full productivity faster than a newly planted field but 
still be less productive than a well maintained field

The effect on productivity could be added to the effect 
of time. For example, 20 ha which were eradicated after 
six months would only count as 10 productive hectares. 
Similarly, a factor can be introduced to reflect the 
reduced productivity as a result of aerial spraying. Efforts 
are being made to improve the estimation of the net 
productive area in the context of improving the accuracy 
of the cocaine production estimate. 

In 2010, for the first time, the net productive area was 
estimated in addition to the net cultivation on 31 
December, using information on manual eradication 
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and spraying of coca bush and other sources to model 
the permanence (that is, the productive time span) of 
coca fields. Permanence factors for abandoned, sprayed 
and eradicated coca fields were established and applied. 
The resulting area was considerably larger than the net 
area on 31 December. In addition, the previous approach 
of using the average net area on 31 December of the two 
last surveys was used to calculate coca leaf production to 
maintain comparability with previous years. More 
research is needed on the permanence of coca fields and 
the consequences for coca leaf yield to improve the net 
productive area estimate. 

In Colombia, an adjustment factor was introduced to 
include small coca fields into the area estimate, which 
could not be captured due to technical limitations. This 
was necessary as studies showed that the proportion of 
undetectable small fields below 0.25 ha has been increas-
ing in recent years. The adjustment for small fields leads 
to a higher area estimate and is considered more accu-
rate. Area figures for 2009 and 2010 were calculated 
with and without adjustment for small fields for compa-
rability reasons. The adjustment varies from year to year, 
depending on the proportion of small fields present in 
each cultivation region, and the contribution of each 
region to the total in a specific year. Thus, the adjust-
ment factor has to be calculated for each year separately. 
Efforts are under way to recalculate the time series for 
Colombia with the adjustment factor. As of now, the 
adjusted figures are only available for 2009 and 2010. 

In the Plurinational State of Bolivia and Peru, the coca 
area as estimated from satellite imagery in the second 
half of the year was used as a proxy for the net produc-
tive area. Thus, eradication of coca bush is partly taken 
into account for the estimation of the net cultivation 

area. Not enough information is available to also con-
sider eradication carried out after the time of the annual 
survey. 

For countries not covered by UNODC’s Illicit Crop 
Monitoring Programme, the reported net cultivation 
figure is used. 

Yield4 and production

To estimate potential production of opium, coca leaf 
and cannabis (herb and resin), the number of harvests 
per year and the total yield of primary plant material has 
to be established. The UNODC-supported national 
surveys take measurements in the field and conduct 
interviews with farmers, using results from both to pro-
duce the final data on yield.

Opium yield surveys are complex. Harvesting opium 
with the traditional lancing method can take up to two 
weeks as the opium latex that oozes out of the poppy 
capsule has to dry before harvesters can scrape it off and 
several lancings take place until the plant has dried. To 
avoid this lengthy process, yield surveyors measure the 
number of poppy capsules and their size in sample plots. 
Using a scientifically developed formula, the measured 
poppy capsule volume indicates how much opium gum 
each plant potentially yields. Thus, the per hectare 
opium yield can be estimated. Different formulas were 
developed for South-East and South-West Asia. In 
Afghanistan and Myanmar, yield surveys are carried out 
annually.

For coca bush, the number of harvests varies, as does the 
yield per harvest. In the Plurinational State of Bolivia 
and Peru, UNODC supports monitoring systems that 
conduct coca leaf yield surveys in several regions, by 

4 Further information on the methodology of opium and coca leaf 
yield surveys conducted by UNODC can be found in United 
Nations (2001): Guidelines for Yield Assessment of Opium Gum and 
Coca Leaf from Brief Field Visits, New York (ST/NAR/33).

 Net area (31 Dec 2010)* Average area 2009/2010 Net productive area 2010

Area under coca 
cultivation (ha)* 62,000 67,500 77,500

Application Used for area trend analysis
Used for coca leaf/cocaine  

estimate 
 (lower bound of range)

Used for coca leaf/cocaine 
estimate 

 (upper bound of range)

Colombia, area concepts used for coca cultivation and production estimates, 2010
* All rounded and adjusted for small fields

 2009 2010 Change on 2009

Area without adjustment 68,000 57,000 -16%

Adjustment for small fields 5,000 5,000 0%

Area with adjustment 73,000 62,000 -15%

 Colombia, adjustment of coca area for small fields, 2009-2010 (ha)
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harvesting sample plots of coca fields over the course of 
a year, at points in time indicated by the coca farmer. In 
Colombia, where the security situation does not allow 
for surveyors to return to the sample fields, only one 
harvest was measured, and the others were estimated 
based on information from the farmer. In all three coca 
cultivating countries, yield surveys are carried out only 
occasionally, due to the difficult security situation in 
many coca regions, and because of funding constraints. 

Conversion factors

The primary plant material harvested - opium in the 
form of gum or latex from opium poppy, coca leaves 
from coca bush, and the cannabis plant - undergo a 
sequence of extraction and transformation processes, 
some of which are done by farmers onsite, others by 
traffickers in clandestine laboratories. Some of these 
processes involve precursor chemicals and may be done 
by different people in different places under a variety of 
conditions, which are not always known. In the case of 
opium gum, for example, traffickers extract the mor-
phine contained in the gum in one process, transform 
the morphine into heroin base in a second process, and 
finally produce heroin hydrochloride. In the case of 
cocaine, coca paste is produced from either sun-dried (in 
the Plurinational State of Bolivia and Peru) or fresh coca 
leaves (in Colombia), which is later transformed into 
cocaine base, from where cocaine hydrochloride is pro-
duced.

The results of each step, for example, from coca leaf to 
coca paste, can be estimated with a conversion factor. 
Such conversion factors are based on interviews with the 
people involved in the process, such as farmers in 
Colombia, who report how much coca leaf they need to 
produce 1 kg of coca paste or cocaine base. Tests have 
also been conducted where so-called ‘cooks’ or ‘chemists’ 
demonstrate how they do the processing under local 
conditions. A number of studies conducted by enforce-
ment agencies in the main drug-producing countries 
have provided the orders of magnitude for the transfor-
mation from the raw material to the end product. This 
information is usually based on just a few case studies, 
however, which are not necessarily representative of the 
entire production process. Farmer interviews are not 
always possible due to the sensitivity of the topic, espe-
cially if the processing is done by specialists and not by 
the farmers themselves. Establishing conversion ratios is 
complicated by the fact that traffickers may not know 
the quality of the raw material and chemicals they use, 
which may vary considerably; they may have to use a 
range of chemicals for the same purpose depending, on 
their availability and costs; and the conditions under 
which the processing takes place (temperature, humid-
ity, et cetera) differ.

It is important to take into account the fact that the 

margins of error of these conversion ratios – used to 
calculate the potential cocaine production from coca leaf 
or the heroin production from opium - are not known. 
To be precise, these calculations would require detailed 
information on the morphine content of opium or the 
cocaine content of the coca leaf, as well as detailed infor-
mation on the efficiency of clandestine laboratories. 
Such information is limited. This also applies to the 
question of the psychoactive content of the narcotic 
plants. 

UNODC, in cooperation with Member States, is cur-
rently reviewing coca leaf to cocaine conversion ratios as 
well as coca leaf yields and net productive area esti-
mates.5 More research is needed to establish comparable 
data for all components of the cocaine production esti-
mate. 

Many cannabis farmers in Afghanistan and Morocco 
conduct the first processing steps themselves, either by 
removing the upper leaves and flowers of the plant to 
produce cannabis herb or by threshing and sieving the 
plant material to extract the cannabis resin. The herb 
and resin yield per hectare can be obtained by multiply-
ing the plant material yield with an extraction factor. 
The complex area of cannabis resin yield in Afghanistan 
was investigated in 2009 and 2010. The yield study 
included observation of the actual production of resin, 
which is a process of threshing and sieving the dried 
cannabis plants. In Morocco, this factor was established 
by using information from farmers on the methods used 
and on results from scientific laboratories. Information 
on the yield was obtained from interviews with cannabis 
farmers.6 The estimate of global cannabis herb and resin 

5 More detailed information on the ongoing review of conversion fac-
tors was presented in the 2010 World Drug Report, p.251 ff.

6 For greater detail on studies with cannabis farmers, see: UNODC, 
Enquête sur le cannabis au Maroc 2005, Vienna, 2007.
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production was not updated in 2010, given the high 
level of uncertainty and the continuing lack of informa-
tion in many cannabis-cultivating countries.

Potential production 

‘Potential’ heroin or cocaine production shows the total 
production of heroin or cocaine if all the cultivated 
opium or coca leaf were transformed into the end prod-
ucts in the respective producer country in the same year. 
However, part of the opium or coca leaf is directly con-
sumed in the producing countries or in neighbouring 
countries, prior to the transformation into heroin or 
cocaine. In addition, significant quantities of the inter-
mediate products, coca paste or morphine, are also con-
sumed in the producing countries. Some products such 
as opium can be stored for extended periods of time and 
be converted into intermediate or final products long 
after the harvest year. These factors are partly taken into 
account: for example, consumption of coca leaf consid-
ered licit in the Plurinational State of Bolivia and Peru 
is not taken into account for the transformation into 
cocaine. Other factors, such as the actual amount of 
illicit coca paste or opium consumption and storage, are 
difficult to estimate and were not taken into account. 

For cocaine, potential production of 100% pure cocaine 
is estimated. In reality, clandestine laboratories do not 
produce 100% pure cocaine but cocaine of lower purity 
which is often referred to as ‘export quality’. For heroin, 
not enough information is available to estimate the pro-
duction of heroin of 100% purity. Instead, potential 
production of export quality heroin is estimated, whose 
exact purity is not known and may vary. 

Although it is based on current knowledge on the alka-
loid content of narcotic plants and the efficiency of 
clandestine laboratories, ‘potential production’ is a 
hypothetical concept and is not an estimate of actual 
heroin or cocaine production at the country or global 
level. The concept of potential production is different 
from the theoretical maximum amount of drug that 
could be produced if all alkaloids were extracted from 
opium and coca leaf. The difference between the theo-
retical maximum and the potential production is 
expressed by the so-called laboratory efficiency, which 
describes which proportion of alkaloids present in plant 
material clandestine laboratories are actually able to 
extract. 

Colombia

In 2010, for the first time, the net productive area was 
estimated, in addition to the previous approach of using 
the average area under coca cultivation of the reporting 
year and the previous year. For reasons of comparability, 
the latter was presented as the point estimate. A range 
was calculated whereby the estimate based on the previ-
ous methodology forms the lower bound, and the 

cocaine estimate based on the net productive area the 
upper bound. For years before 2010, the net productive 
area had not yet been calculated at the time of printing.7

Peru

Potential cocaine production in Peru is estimated from 
potential coca leaf production after deducting the 
amount of coca leaf estimated to be used for traditional 
purposes according to Government sources (9,000 mt of 
sun-dry coca leaf ). 

The Plurinational State of Bolivia

Potential cocaine production in the Plurinational State 
of Bolivia is estimated from potential coca leaf produc-
tion after deducting the amount of coca leaf produced 
on 12,000 ha in the Yungas of La Paz where coca cultiva-
tion is authorized under national law. 

Drug trafficking

Seizures

The analysis presented in this report is mainly derived 
from the ARQ responses covering the March 2010–
December 2010 period. Including information from 
other sources, UNODC was able to obtain seizure data 
from 143 countries and territories for 2009. Seizures are 
thus the most comprehensive indicator of the drug situ-
ation and its evolution at the global level. Although sei-
zures may not always reflect trafficking trends correctly 
at the national level, they tend to show reasonable repre-
sentations of trends at the regional and global levels. 

Countries may report seizures of drugs using a variety of 
units, primarily by weight (kg) but also in litres, tablets, 
doses, blotters, capsules, ampoules, et cetera. When 
reporting about individual countries in individual years 
UNODC endeavours to be as faithful as possible to the 
reports received, but often it is necessary to aggregate 
data of different types for the purposes of comparison. 
For the purposes of aggregation, conversion factors are 
used to convert the quantities into ‘kilogram equiva-
lents’ (or ‘ton equivalents’). 

The conversion factors affect seizure totals of ampheta-
mine-type stimulants in particular, as a significant share 
of seizures of these drug types is reported in number of 
tablets. In previous editions of the World Drug Report, 
the factors used for ATS ranged between 30 mg and 100 
mg per tablet, and were intended to reflect the amount 
of controlled substance in the tablet; these factors 
depended on the drug type but not on the reporting 
country. 

7 More information on the results of the two approaches and the 
methodology used can be found in the report on coca cultivation 
in Colombia (UNODC/ Government of Colombia, June 2011) 
available on the internet at http://www.unodc.org/unodc/en/crop-
monitoring/index.html.
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Apart from seizures of ATS tablets, drug seizures are 
mainly reported to UNODC by weight. This includes 
seizures of ATS which are not seized in tablet form (for 
example, crystalline methamphetamine, ATS in powder 
form) as well as seizures of other drug types, such as 
heroin and cocaine. Moreover, ATS seizures made in 
tablet form are also sometimes reported by weight, and 
in some cases, the reported total weight possibly includes 
ATS seized in different forms. Reports of seizures by 
weight usually refer to the bulk weight of seizures, 
including adulterants and diluents, rather than the 
amount of controlled substance. Moreover, given the 
availability of data, accurate purity adjustments for bulk 
seizure totals in individual countries are feasible in a 
small minority of cases, as they would require informa-
tion on purity on a case by case basis or statistically 
calibrated data, such as a weighted average or a distribu-
tion. The bulk weight of tablets is easier to obtain and 
less variable.

To improve the comparability of seizure totals across 
different years and countries, UNODC has revised the 
conversion factors used for ATS tablets to reflect the 
bulk weight of the tablets rather than the amount of 
controlled substance. The factors used in this edition of 
the World Drug Report are based on available forensic 
studies and range between 90 mg and 300 mg, depend-
ing on the region and drug type. The change has been 
implemented for all years up to and including 2009 (see 
table). The conversion factors remain subject to revision 
as the information available to UNODC improves. 

All other conversion ratios remained unchanged from 
previous editions. Seizures quantified by volume (litres) 
are aggregated using a conversion ratio of  1 kilogram 
per liter, which applies to all drug types. Cannabis plants 
are assumed to have a weight of 100 grams. 

Moreover, at various points in the analysis, purity adjust-
ments are made where relevant and where the availabil-
ity of data allows.

UNODC continues to record and report the disaggre-
gated raw data, which are available in the seizure listings 
published online.8 In these tables, seizure quantities are 
reproduced as reported. In the rest of the Report, seizure 
data are often aggregated and transformed into a unique 
measurement: seizures in ‘kilogram equivalents’. For the 
purposes of the calculations a ‘typical consumption unit’ 
was assumed to be for cannabis herb, 0.5 g; for cannabis 
resin, 0.135 g; cocaine and morphine, 0.1 g; heroin, 
0.03 g; LSD, 0.00005 g (50 micrograms); and opium, 
0.3 g. For opiate seizures (unless specified differently in 
the text), it was assumed that 10 kg of opium were 
equivalent to 1 kg of morphine or heroin. Though these 
transformation ratios can be disputed, they provide a 
means of combining the different seizure reports into 
one comprehensive measure. The transformation ratios 
have been derived from those normally used by law 
enforcement agencies, in the scientific literature and by 
the International Narcotics Control Board, and were 
established in consultation with UNODC’s Laboratory 
and Scientific Section.

Trafficking routes and volumes

Information of trafficking routes was mainly obtained 
from analyses of individual drug seizures reported to 
UNODC, as well as analyses of trafficking routes 
reported by Member States. 

To calculate the volumes of drugs trafficked, the retail 
market size of each country was established by multiply-
ing the number of drug users with best estimates on per 
capita drug consumption, derived from local studies. 
There is, however, still a lack of scientific studies on per 

8 See http://www.unodc.org/unodc/en/data-and-analysis/WDR.html

Ecstasy 
(MDMA or analogue)

Amphetamine Methamphetamine
Non-specified  
amphetamines

Africa 271 250 250 250

Asia (excluding Near 
and Middle East/ 
South-West Asia)

300 250 90 250

Europe 271 253 225 250

Central and  
South America and 
the Caribbean

271 250 250 250

Near and Middle East/ 
South-West Asia 237 170 250 250

North America 250 250 250 250

Oceania 276 250 250 250

Weight of tablets in mg
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capita consumption and results must be treated as pre-
liminary. Based on the estimates of the volumes con-
sumed and knowing the main origins of the drugs and 
the seizures made, the volumes of the main drug flows 
were established

Market analysis

Drug price and purity data

Price and purity data, if properly collected and reported, 
can be powerful indicators of market trends. Trends in 
supply can change over a shorter period of time when 
compared with changes in demand and shifts in prices 
and purities are good indicators for increases or declines 
of market supply. Research has shown that short-term 
changes in the consumer markets are first reflected in 
purity changes while prices tend to be rather stable over 
longer periods of time. UNODC collects its price data 
from the ARQ, and supplements this data with other 
sources such as DAINAP, EMCDDA and Government 
reports. Prices are collected at farm-gate level, wholesale 
level (‘kilogram prices’) and at retail level (‘gram prices’). 
Countries are asked to provide minimum, maximum 
and typical prices and purities. When countries do not 
provide typical prices/purities, for the purposes of cer-
tain estimates, the mid-point of these estimates is calcu-
lated as a proxy for the ‘typical’ prices/purities (unless 
scientific studies are available which provide better esti-
mates). What is generally not known is how data were 
collected and how reliable it is. Although improvements 
have been made in some countries over the years, a 
number of law enforcement bodies have not yet estab-
lished a regular system for collecting purity and price 
data. 

Size and value of the market

Multiplying the volumes of drugs consumed in a coun-
try with the purity-adjusted retail prices gives the value 
of the market. In case no country-specific per capita use 
rates were available, regional estimates were used. Simi-
larly, in case no country-specific prices were available, 
average subregional prices were used as a proxy. The 
same principle was applied to purities. Average subre-
gional purities were used for countries that were not in 
a position to assess the purities of the drugs seized. 
Given the large number of assumptions in deriving the 
various country estimates from subregional or regional 
averages,  all sizes of the market estimates must be 
treated with caution. 
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Since 1989, researchers have used 

the gold standard Truven Health 

MarketScan® Research Databases to:

 § Conduct comparative  

effectiveness research

 § Gauge the impact of health policy

 § Calculate the total burden of illness

 § Improve healthcare  

treatment guidelines

 § Inform business and public 

healthcare policy

 § Benchmark best practices

 § Articulate therapeutic value

Unparalleled Research  Quality
The MarketScan Research Databases 

contain 170 million de-identified 

patients and provide a patient-centric 

perspective reflecting real-world 

treatment patterns and the full cost 

of care. Full integration, longitudinal 

strength, and the deep cross-sectional 

detail of our claims databases ensure 

unparalleled research quality. 

The most Published Data Bases in 
the U.S.
As the basis for more than 350 peer-

reviewed articles since 2000, the 

MarketScan Research Databases have 

made a substantial contribution to the 

body of literature used to formulate 

policy decisions and improve 

healthcare for Americans.

Fully Integrated Claims Databases
Healthcare researchers rely on the 

MarketScan claims and hospital 

databases to provide the information 

they need to understand disease 

progression, treatment patterns, health 

outcomes, and the associated costs to 

patients, employers, and insurers.

 § Nationally representative: age, 

gender, geography, and type  

of coverage

 § Linked to absenteeism and disability 

records, lab test results, dental 

claims, and health risk assessments

 § Continuous enrollment over 

multiple years with records  

since 1992

 § Robust cohort sizes for  

detailed analyses

 § Demographic, clinical, utilization, 

and financial profiles of patients

 § Individual patients linked to their 

actual claims 

 

Data for Healthcare ResearchOUR SOLUTION

The only research database of its 
kind that allows researchers to follow 
the entire continuum of healthcare 
including services received in the 
dental office.

Solution Spotlight

FACT: Use in more than 
500 studies published 
in peer-reviewed journal 
articles places the 
MarketScan Research 
Databases among the 
most published in the 
United States.

mARKETSCAN RESEARCH

DATABASES



The MarketScan Commercial Database 

provides researchers with in-depth, 

cross-sectional, and longitudinal views 

of healthcare practices and costs for the 

American working population and their

dependents. The online MarketScan 

Sample Select tool allows researchers 

to quickly assess the power of 

MarketScan data for their studies. 

Fully adjudicated, patient-level claims 

are seamlessly linked with other 

MarketScan datasets — Health and 

Productivity Management, Health Risk 

Assessment, Lab, Dental, and Benefit 

Plan Design. Linking data at the patient 

level significantly enriches the insights 

derived from claims-based research.

The MarketScan Medicaid Multi-State 

Database pools claims from more than 

31  million Medicaid enrollees from 

11 geographically dispersed states. In 

addition to the inpatient, outpatient, 

drug, and enrollment files that are 

similar to those found in the other 

MarketScan databases, the Medicaid

Multi-State Database includes a long-

term care claims file that captures 

nursing home stays, home healthcare, 

and long-term care services. The 

database also includes variables 

describing race and the reason for 

Medicaid eligibility: aged/blind/

disabled, poverty, and demonstration 

waiver. A representative subset of the 

full database is available for licensing.

For the fast growing over 65 age group, 

retrospective studies and forecasting 

analyses may be conducted using the 

MarketScan Supplemental Database. 

Data include both the Medicare-

covered and employer-paid portions of 

the healthcare encounter. Detailed cost, 

utilization, and outcome information 

from inpatient and outpatient settings

— including outpatient drugs — allows 

researchers to track medical costs 

and utilization for employees and 

dependents through their Medicare 

years.

The Privately Insured Population

Cost Sharing Cost Effectiveness Cost Offset

Burden of Illness Compliance and Persistency Forecasting and Modeling

The medicaid Population

Access to Care Long-Term Care Cost of Care to States

Nursing Home Care

The medicare Population

Medicare Part D Diseases of Aging Changes in Demand due to
Transition to Medicare

 § Data from all providers of care: 

inpatient, outpatient, outpatient 

pharmacy, mail order, and specialty 

pharmacy

 § Full payment details including 

copayments

 § Detailed plan and eligibility 

descriptions

 § Fully HIPAA compliant

 § Online access to time-saving 

information tools



When you need to understand the 

contribution of patient behavior to 

health outcomes, health risk assessment 

(HRA) data can be invaluable. HRA 

data provide self-reported information 

on clinical variables that may otherwise 

be unavailable. Like other MarketScan 

databases, the MarketScan Health Risk 

Assessment Database standardizes

and links HRA data with the claims 

experience of patients — presenting an 

opportunity for innovative research. 

The Health Risk Assessment Database 

has significant overlap with the 

Health and Productivity Management 

Database, thus enriching health and 

productivity studies.

The MarketScan Lab Database clinically 

enriches the medical and prescription 

drug data of millions of patients 

already in the MarketScan Research 

Databases by linking patients’ claims 

data with lab test results. These test 

results allow you to measure outcomes 

using clinical guidelines and markers, 

which help you to better understand 

how well a drug is performing in the 

real-world clinical setting and how 

differences in treatment patterns affect 

clinical outcomes.

By linking dental and medical/

pharmacy claims, the MarketScan 

Dental Database allows researchers

to understand the relationship between 

dental care and medical conditions 

such as respiratory tract infections, 

chronic sinus infections, diabetes,

chronic acid reflux, liver or kidney 

problems, infective endocarditis, 

cardiovascular disease, and pre-term 

birth. This is the only research database 

of its kind that allows researchers 

to follow the entire continuum of 

healthcare including services received 

in the dental office.

Researchers widely recognized in the 

health and productivity arena have 

used MarketScan data to quantify 

the total burden of illness (direct 

and indirect costs) and calculate the 

return on investment for insurer- and 

employer-based demand management 

initiatives.

The MarketScan Health and 

Productivity Management Database 

contains data since 1997 on workplace 

absence, short-term disability, and 

workers’ compensation. These data are

directly linked to individual patients’ 

medical and drug claims.

“The largest claims 
databases available 
for licensing, with
more than 170 
million unique 
patients since 1995.”

Health Risks and Behaviors 

Obesity Diabetes Cardiovascular Disease

Insomnia Health Behaviors and Disease Smoking Cessation

Lab Test Results

Compliance With Treatment 
Guidelines

Health Outcomes Differences in Treatment 
Patterns

Dental Care and medical Conditions

Dental Care and Disease Pharmaceutical Treatments for 
Oral Health

Dental Care and Pre-Term 
Births

Health and Productivity

Direct and Indirect Cost of 
Disease

Return-on-Investment Studies
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Sample Data Elements for Insured Populations

Demographic Information

Age of Patient Gender of Patient Industry Group Metropolitan  
Statistical Area

Enrollee Identifier Relation to Employee State ZIP Code

Employment 
Classification

Employment Status

Insurance Features 

Plan Type Coverage Limitations Maximum Out-of-
Pocket

Financial Information

Net Payments Coordination of  
Benefits Accounts

Total Admission 
Payments

Payments to  
Facilities and Providers

Deductible and 
Copayment Amounts

Inpatient and Outpatient medical Information

Admission Date/ 
Service Date

Admission Type/ 
Service Type

Diagnosis Related 
Group

Discharge Status

Length of Stay Major Diagnostic 
Category

Place of Service Provider  
Identification

Provider Type Primary/Secondary 
Diagnosis and  
Service Codes

Drug Information

Average Wholesale 
Price

Days Supplied Generic Product ID National Drug Code

Prescription Drug 
Payment

Refill Number Therapeutic Class Retail/Mail Order

Enrollment Information

Date of Enrollment/
Disenrollment

Member Days

Additional Data Elements for Health and Productivity

Absenteeism Information

Dates/Hours of 
Absence

Absence Type (sick, 
leave, disability, 
recreational, etc.)

Short -Term Disability Information

Case Days Case Days Disability Type Total Payments

Workers’ Compensation Information

Body Part Injured Case Days Case Days Cause of Injury

Indemnity Payments Medical Payments
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TABLE A. BED CAPACITY BY FLOOR AND NURSING UNIT BEFORE AND AFTER PROJECT - EARLEVILLE - Nov. 30, 2015 Update

Before the Project     After Project Completion Additional Instruction
Based on Physical Capacity Based on Physical Capacity

Room Count
Private Semi- Total Private Semi- Total

Private Rooms Private(1) Rooms
DETOX DETOX

0
3 9 12 21

0 0
0 0
0 0

3 9 12 21
Calculate the sum of all 
Comprehensive Care 
rows 

2 17 19 39
24 24 48

2 41 43 87 Calculate the sum of all 
Assisted Living rows 

0 0

Calculate the sum of all 
Other Care rows

5 50 55 108

Ensure that Facility Total 
includes all 
Comprehensive Care 
and Non-comprehensive 
rows

(1) All Semi-Private Detox / Medically Managed Rooms contain 2 beds.  Phase I Semi-Private rooms consist of 14 two-bed rooms and 3 three-bed 
rooms.  Phase II Semi-Private Rooms all contain two beds.

INSTRUCTION : Identify the location of each nursing unit (add or delete rows if necessary) and specify the room and bed count before  and after 
the project. 
Applicants should add columns and recalculate formulas to address any rooms with 3 and 4 bed capacity. See additional instruction in the column 
to the right of the table.

Current 
Licensed 

Beds

Room Count Physical 
Bed 

Capacity

Service  Physical 
Bed 

Capacity
Service  Location 

(Floor/Wing)Location (Floor/Wing)

Phase I
Phase II

SUBTOTAL Detox SUBTOTAL Detox

RESIDENTIAL RESIDENTIAL
Phase I
Phase II

FACILITY TOTAL FACILITY TOTAL

TOTAL RESIDENTIAL TOTAL 
RESIDENTIAL

Other (Specify/add rows 
as needed)

Other (Specify/add 
rows as needed)

TOTAL OTHER TOTAL OTHER



TABLE B. DEPARTMENTAL GROSS SQUARE FEET AFFECTED BY PROPOSED PROJECT - Dec. 21, 2015 

Current

To be Added 
Thru New 

Construction 
Detox

To Be 
Renovated 

Detox

To Remain As Is 
Detox

To be Added 
Thru New 

Construction 
Residential

To Be 
Renovated 
Residential

To Remain As Is 
Residential

Total (Shared) 
After Project 
Completion

Gnd Floor Counseling 0
Gnd Floor Nursing 0
Gnd Floor Admissions 0
Gnd Floor Medical & Psychiatric 0
Gnd Floor Adjunctive/Ancillary 
(Yoga, Fitness, etc.) 4,189 4,189

Gnd Floor Administrative 1,807 1,807
Inpatient Rooms w/ bathrooms 0
Common Areas 1,208 1,208
Circulation 3,093 3,093
Building Mechanical/Electrical 2,407 2,407
Int & Ext. Wall Thicknesses 2,311 2,311
Gnd Floor Kitchen/Dining 0
1st Floor Counseling 848 223 5,151 6,222
1st Floor Nursing 899 236 426 1,561
1st Floor Admissions 3,433 3,433
1st Floor Medical & Psychiatric 437 115 461 1,013
1st Floor Adjunctive/Ancillary (Yoga, 
Fitness, etc.) 8,852 8,852

1st Floor Administrative 1,899 1,899
Inpatient Rooms w/ bathrooms 4,032 1,061 1,680 6,773
Common Areas 899 236 1,104 2,239
Circulation 2,976 783 4,999 8,758
Building Mechanical/Electrical 6,501 6,501
Int & Ext. Wall Thicknesses 2,631 2,631
1st Floor Kitchen/Dining 2,224 2,224
2nd Floor Counseling 848 848
2nd Floor Nursing 899 199 1,098
2nd Floor Admissions 0
2nd Floor Medical & Psychiatric 437 437
2nd Floor Adjunctive/Ancillary 
(Yoga, Fitness, etc.) 0

2nd Floor Administrative 0
Inpatient Rooms w/ bathrooms 4,032 3,076 7,108
Common Areas 899 85 984
Circulation 2,976 1,095 4,071
Building Mechanical/Electrical 0
Int & Ext. Wall Thicknesses 951 951
2nd Floor Kitchen/Dining 0
3rd Floor Counseling 848 848
3rd Floor Nursing 899 899
3rd Floor Admissions 0
3rd Floor Medical & Psychiatric 437 437
3rd Floor Adjunctive/Ancillary 
(Yoga, Fitness, etc.) 0

3rd Floor Administrative 0
Inpatient Rooms w/ bathrooms 4,032 960 4,992
Common Areas 899 113 1,012
Circulation 2,976 1,051 4,027
Building Mechanical/Electrical 0
3rd Floor Kitchen/Dining 0
Existing Wall Construction 296 296
Total 10,090 0 22,834 62,202 0 95,126

INSTRUCTION : Add or delete rows if necessary. See additional instruction in the column to the right of the table.

DEPARTMENT/FUNCTIONAL AREA



TABLE C. CONSTRUCTION CHARACTERISTICS - Dec. 21, 2015

DETOX NEW 
CONSTRUCTION

RESIDENTIAL NEW 
CONSTRUCTION DETOX RENOVATION RESIDENTIAL 

RENOVATION
BASE BUILDING CHARACTERISTICS
Class of Construction (for renovations the class of the building being renovated)*

Class A
Class B
Class C
Class D

Type of Construction/Renovation*
Low
Average
Good
Excellent

Number of Stories

PROJECT SPACE
Total Square Footage

Basement 0 15,015
First Floor 10,090 2,654 0 39,361
Second Floor 0 10,090 0 5,406
Third Floor 0 10,090 0 2,420
Fourth Floor

Average Square Feet 3,363 7,611 0 15,551

Perimeter in Linear Feet
Basement 1,837
First Floor 555 229 3,086
Second Floor 555 1,968
Third Floor 555 649
Fourth Floor

Total Linear Feet 555 1,339 0 7,540

Average Linear Feet 555 446 #DIV/0! 1,885

Wall Height (floor to eaves)
Basement 10
First Floor 10 10 12
Second Floor 10.50
Third Floor 9
Fourth Floor

Average Wall Height 10 10 #DIV/0! 10.38

OTHER COMPONENTS
Elevators 

Passenger 1 elevator 1 elevator 1 elevator 
Freight

Sprinklers
Wet System 10,090 22,834 0 62,202
Dry System

Other
Type of HVAC System for proposed project
Type of Exterior Walls for proposed project

Feet

INSTRUCTION : If project includes non-hospital space structures (e.g., parking garges, medical office buildings, or energy plants), complete an additional Table C 
for each structure.

*As defined by Marshall Valuation Service

Linear Feet

Total Square Feet
List Number of Feet, if applicable

Check if applicable

Describe Type
Water source heat pumps with central hydronic loop and some split systems.
Wood frame, interior plaster finish, exterior brick veneer.

Square Feet Covered

List Number



TABLE D. ONSITE AND OFFSITE COSTS INCLUDED AND EXCLUDED IN MARSHALL VALUATION COSTS - EARLEVILLE - Nov. 30, 2015 Update

NEW CONSTRUCTION NEW CONSTRUCTION RENOVATION RENOVATION
COSTS DETOX COSTS RESIDENTIAL COSTS DETOX COSTS RESIDENTIAL

SITE PREPARATION COSTS

             Normal Site Preparation

             Utilities from Structure to Lot Line

Subtotal included in Marshall Valuation Costs

             Site Demolition Costs $30,001 $68,573 $83,480
             Storm Drains $0 $0 $0
             Rough Grading $30,001 $68,574 $83,480
             Hillside Foundation $0 $0 $0
             Paving $15,000 $34,287 $41,740
 Exterior Signs $15,000 $34,287 $41,740
 Landscaping $33,334 $76,193 $92,756
 Walls $0 $0 $0
 Yard Lighting $22,501 $51,431 $62,610
 Other:  Curbs, hardscaping, site amenities. $37,501 $85,717 $104,351
Septic System $250,115 $571,693 $695,970

Subtotal On-Site excluded from Marshall Valuation Costs $433,453 $990,755 $0 $1,206,128

OFFSITE COSTS
             Roads
             Utilities
             Jurisdictional Hook-up Fees
 Other (Specify/add rows if needed)

Subtotal Off-Site excluded from Marshall Valuation Costs $0 $0 $0 $0

TOTAL Estimated On-Site and Off-Site Costs not included in 
Marshall Valuation Costs $433,453 $990,755 $0 $1,206,128

TOTAL Site and Off-Site Costs included and excluded from 
Marshall Valuation Service* $433,453 $990,755 $0 $1,206,128

INSTRUCTION : If project includes non-hospital space structures (e.g., parking garges, medical office buildings, or energy plants), complete an 
additional Table D for each structure.

*The combined total site and offsite cost included and excluded from Marshall Valuation Service should typically equal the estimated site preparation cost reported in
Application Part II, Project Budget (see Table E. Project Budget).  If these numbers are not equal, please reconcile the numbers in an explanation in an attachment to 
the application.



DETOX RESIDENTIAL Total

A.

1.
a. Land Purchase $3,257,143 $4,342,857 $7,600,000
b.
(1) Building $1,353,150 $4,129,777 $5,482,927

(2) Fixed Equipment $0

(3) Site and Infrastructure $516,912 $2,113,424 $2,630,336
(4) Architect/Engineering Fees $17,465 $53,302 $70,767
(5) Permits (Building, Utilities, Etc.) $12,305 $37,552 $49,857

SUBTOTAL $1,899,832 $6,334,055 $8,233,887

c.
(1) Building $5,685,213 $5,685,213
(2) Fixed Equipment (not included in construction) $0
(3) Architect/Engineering Fees $73,378 $73,378
(4) Permits (Building, Utilities, Etc.) $51,696 $51,696

SUBTOTAL $0 $5,810,287 $5,810,287

d.
(1) Movable Equipment $184,800 $2,010,638 $2,195,438

(2) Contingency Allowance $167,798 $587,159 $754,957

(3) Gross interest during construction period $0 $0 $0
(4) Legal Fees $107,143 $142,857 $250,000
(5) Property Due Diligence $21,429 $28,571 $50,000

SUBTOTAL $481,170 $2,769,225 $3,250,395

TOTAL CURRENT CAPITAL COSTS $5,638,145 $19,256,424 $24,894,569

e. Inflation Allowance $0

TOTAL CAPITAL COSTS $5,638,145 $19,256,424 $24,894,569

2.
a. Loan Placement Fees $0
b. Bond Discount $0
c. Legal Fees $0
d. Non-Legal Consultant Fees $0
e. Liquidation of Existing Debt $0
f. Debt Service Reserve Fund $0
g. Transaction Costs $754,424 $2,210,204 $2,964,628
h. Acquisition Costs $162,857 $217,143 $380,000
i Due Diligence Costs $64,286 $85,714 $150,000

SUBTOTAL $981,567 $2,513,061 $3,494,628

3. Working Capital Startup Costs $749,143 $1,693,995 $2,443,138

TOTAL USES OF FUNDS $7,368,855 $23,463,480 $30,832,335

B.
1. Cash $0

2. Philanthropy (to date and expected) $0

3. Authorized Bonds $0
4. Interest Income from bond proceeds listed in #3 $0
5. Mortgage $6,355,857 $20,237,952 $26,593,809
6. Working Capital Loans $0
7.

a. Federal $0
b. State $0
c. Local $0

8. Equity funding $1,012,998 $3,225,528 $4,238,526

TOTAL SOURCES OF FUNDS $7,368,855 $23,463,480 $30,832,335

1. $0
2. $0
3. $0
4. $0
5. $0

New Construction

TABLE E. PROJECT BUDGET - Earleville

INSTRUCTION: Estimates for Capital Costs (1.a-e), Financing Costs and Other Cash Requirements (2.a-g), and Working Capital Startup Costs (3) must 
reflect current costs as of the date of application and include all costs for construction and renovation. Explain the basis for construction cost estimates, 
renovation cost estimates, contingencies, interest during construction period, and inflation in an attachment to the application. See additional instruction 
in the column to the right of the table.

NOTE : Inflation should only be included in the Inflation allowance line A.1.e. The value of donated land for the project should be included on Line A.1.a 
as a use of funds and on line B.8 as a source of funds

USE OF FUNDS

CAPITAL COSTS

Annual Lease Costs (if applicable)

Renovations

Other Capital Costs

Financing Cost and Other Cash Requirements

Sources of Funds

Grants or Appropriations

Land
Building
Major Movable Equipment
Minor Movable Equipment
Other (Specify/add rows if needed)

Describe the terms of the lease(s) below, including information on the fair market value of the item(s), and the number of years, annual cost, and the 
interest rate for the lease.



Current Year 
Projected

Calendar Year N/A N/A 2015 2016 2017 2018

a. General Medical/Surgical*
b. ICU/CCU
Total MSGA 0 0 0 0 0 0 0 0 0 0
c. Pediatric
d. Obstetric
e. Acute Psychiatric
Total Acute 0 0 0 0 0 0 0 0 0 0
f.  Rehabilitation
g. Comprehensive Care
h. Residential(1) N/A N/A N/A 396 1,590 1,688

i. Detox N/A N/A N/A 0 509 548

TOTAL DISCHARGES 0 0 0 0 509 548 0 0 0 0

a. General Medical/Surgical*
b. ICU/CCU
Total MSGA 0 0 0 0 0 0 0 0 0 0
c. Pediatric
d. Obstetric
e. Acute Psychiatric
Total Acute 0 0 0 0 0 0 0 0 0 0
f.  Rehabilitation
g. Comprehensive Care
h. Residential(1) N/A N/A N/A 6,336 25,436 27,010
i. Detox N/A N/A N/A 0 7,122 7,665

TOTAL PATIENT DAYS 0 0 0 6,336 32,558 34,675 0 0 0 0

a. General Medical/Surgical* #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!

b. ICU/CCU #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!

Total MSGA #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!

c. Pediatric #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!

d. Obstetric #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!

e. Acute Psychiatric #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!

Total Acute #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!

f.  Rehabilitation #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!

g. Comprehensive Care #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!

h. Residential N/A N/A N/A 16.0 16.0 16.0 #DIV/0! #DIV/0! #DIV/0! #DIV/0!

i. Detox N/A N/A N/A N/A 14.0 14.0 #DIV/0! #DIV/0! #DIV/0! #DIV/0!

TOTAL AVERAGE LENGTH OF STAY #DIV/0! #DIV/0! #DIV/0! 16.0 30.0 30.0 #DIV/0! #DIV/0! #DIV/0! #DIV/0!

a. General Medical/Surgical*
b. ICU/CCU
Total MSGA 0 0 0 0 0 0 0 0 0 0
c. Pediatric
d. Obstetric
e. Acute Psychiatric
Total Acute 0 0 0 0 0 0 0 0 0 0
f.  Rehabilitation
g. Comprehensive Care
h. Residential N/A N/A N/A 39 87 87
i. Detox N/A N/A N/A 0 21 21

TOTAL LICENSED BEDS 0 0 0 39 108 108 0 0 0 0

a. General Medical/Surgical* #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!

b. ICU/CCU #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!

Total MSGA #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!

c. Pediatric #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!

d. Obstetric #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!

e. Acute Psychiatric #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!

Total Acute #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!

f.  Rehabilitation #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!

g. Comprehensive Care #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!

h. Residential(1) N/A N/A N/A 66.3% 80.1% 85.1% #DIV/0! #DIV/0! #DIV/0! #DIV/0!

i. Detox N/A N/A N/A N/A 92.9% 100.0% #DIV/0! #DIV/0! #DIV/0! #DIV/0!

TOTAL OCCUPANCY % #DIV/0! #DIV/0! #DIV/0! 66.3% 82.6% 88.0% #DIV/0! #DIV/0! #DIV/0! #DIV/0!

a. Emergency Department
b. Same-day Surgery
c. Laboratory
d. Imaging
h. Residential N/A N/A N/A N/A N/A N/A N/A
i. Detox N/A N/A N/A N/A N/A N/A N/A

TOTAL OUTPATIENT VISITS 0 0 0 0 0 0 0 0 0 0

a. Number of Patients N/A N/A N/A N/A N/A N/A N/A
b. Hours N/A N/A N/A N/A N/A N/A N/A
* Include beds dedicated to gynecology and addictions, if separate for acute psychiatric unit.

Note (1): The additional patients admitted for residential not supported by the detox beds will be admitted after detox  at a facility outside of Maryland or at detox only facility, or will be admitted for residential only care.

 ** Services included in the reporting of the “Observation Center”, direct expenses incurred in providing bedside care to observation patients; furnished by the hospital on the hospital’s premises, including use of a bed and periodic 
monitoring by the hospital’s nursing or other staff, in order to determine the need for a possible admission to the hospitals as an inpatient. Such services must be ordered and documented in writing, given by a medical practitioner; 
may or may not be provided in a distinct area of the hospital.

TABLE F. STATISTICAL PROJECTIONS - ENTIRE FACILITY -  EARLEVILLE - Nov. 30, 2015 Update
INSTRUCTION : Complete this table for the entire facility, including the proposed project. Indicate on the table if the reporting period is Calendar Year (CY) or Fiscal Year (FY). For sections 4 & 5, the 
number of beds and occupancy percentage should be reported on the basis of licensed beds. In an attachment to the application, provide an explanation or basis for the projections and specify all 
assumptions used. Applicants must explain why the assumptions are reasonable. See additional instruction in the column to the right of the table.

Two Most Recent Years 
(Actual) 

Projected Years (ending at least two years after project completion and full occupancy) Include 
additional years, if needed in order to be consistent with Tables G and H.  

1.  DISCHARGES

2. PATIENT DAYS

3. AVERAGE LENGTH OF STAY (patient days divided by discharges)

4.  NUMBER OF LICENSED BEDS

5.  OCCUPANCY PERCENTAGE *IMPORTANT NOTE: Leap year formulas should be changed by applicant to reflect 366 days per year.

6. OUTPATIENT VISITS

7. OBSERVATIONS**



Current Year 
Projected

Calendar Year N/A N/A 2015 2016 2017 2018

a. Inpatient Services -$  18,374,400$ 98,690,250$ 105,156,500$  
b. Outpatient Services

 Gross Patient Service Revenues -$  -$  -$  18,374,400$ 98,690,250$ 105,156,500$ -$  -$  -$  -$  

c. Allowance For Bad Debt -$  509,696$      $1,989,754 $2,120,038
d. Contractual Allowance -$  13,277,440$ 72,160,199$ 76,889,322$    
e. Charity Care -$  282,117$      1,509,228$   1,608,049$      

 Net Patient Services Revenue -$  -$  -$  4,305,147$   23,031,069$ 24,539,091$   -$  -$  -$  -$  

f. Other Operating Revenues
(Specify/add rows if needed) 

 NET OPERATING REVENUE -$  -$  -$  4,305,147$   23,031,069$ 24,539,091$   -$  -$  -$  -$  

a. Salaries & Wages (including benefits) -$  2,966,587$   $8,109,670 $8,458,548

b. Contractual Services -$  254,509$      588,576$      627,044$         
c. Interest on Current Debt -$  -$  -$  -$  
d. Interest on Project Debt -$  -$  -$  -$  
e. Current Depreciation -$  -$  -$  -$  
f. Project Depreciation -$  -$  -$  -$  
g. Current Amortization -$  -$  -$  -$  
h. Project Amortization -$  -$  -$  -$  
i. Supplies -$  9,897$          32,319$        34,432$           
j. Administrative/office expenses -$  1,081,078$   3,519,962$   3,821,863$      
k. Facilities expenses (repairs &
maintenance, rent, real estate taxes, 
utilities 

-$  1,088,423$   4,187,390$   4,202,601$      

l. Food -$  321,109$      1,659,063$   1,767,494$      
m. Marketing expense -$  178,141$      920,396$      980,551$         
n. Liability insurance -$  32,620$        132,712$      141,386$         
o. Other Expenses: Licensing & legal
expenses  -$  17,250$        89,125$        94,950$           

 TOTAL OPERATING EXPENSES -$  -$  -$  5,949,614$   $19,239,213 20,128,869$    -$  -$  -$  -$  

TABLE G. REVENUES & EXPENSES, UNINFLATED - ENTIRE FACILITY - Earleville - Dec. 21, 2015
INSTRUCTION : Complete this table for the entire facility, including the proposed project. Table G should reflect current dollars (no inflation). Projected revenues and expenses should be consistent 
with the projections in Table F and with the costs of Manpower listed in Table L. Manpower. Indicate on the table if the reporting period is Calendar Year (CY) or Fiscal Year (FY). In an attachment 
to the application, provide an explanation or basis for the projections and specify all assumptions used. Applicants must explain why the assumptions are reasonable. Specify the sources of non-
operating income. See additional instruction in the column to the right of the table.

Two Most Recent Years 
(Actual) 

Projected Years (ending at least two years after project completion and full occupancy) Add 
columns if needed in order to document that the hospital will generate excess revenues over total 

expenses consistent with the Financial Feasibility standard.  

1. REVENUE

2. EXPENSES



Current Year 
Projected

Calendar Year N/A N/A 2015 2016 2017 2018

TABLE G. REVENUES & EXPENSES, UNINFLATED - ENTIRE FACILITY - Earleville - Dec. 21, 2015
INSTRUCTION : Complete this table for the entire facility, including the proposed project. Table G should reflect current dollars (no inflation). Projected revenues and expenses should be consistent 
with the projections in Table F and with the costs of Manpower listed in Table L. Manpower. Indicate on the table if the reporting period is Calendar Year (CY) or Fiscal Year (FY). In an attachment 
to the application, provide an explanation or basis for the projections and specify all assumptions used. Applicants must explain why the assumptions are reasonable. Specify the sources of non-
operating income. See additional instruction in the column to the right of the table.

Two Most Recent Years 
(Actual) 

Projected Years (ending at least two years after project completion and full occupancy) Add 
columns if needed in order to document that the hospital will generate excess revenues over total 

expenses consistent with the Financial Feasibility standard.  

 a. Income From Operation -$                  -$                  -$                  (1,644,467)$  3,791,856$   4,410,222$      -$                  -$                  -$                  -$                  

 b. Non-Operating Income 

 SUBTOTAL -$                 -$                 -$                  (1,644,467)$ 3,791,856$   4,410,222$     -$                 -$                 -$                 -$                 

 c. Income Taxes 

 NET INCOME (LOSS) -$                 -$                 -$                  (1,644,467)$ 3,791,856$   4,410,222$     -$                 -$                 -$                 -$                 

    1) Medicare 0.0% 0.0% 0.0% 0.0%
    2) Medicaid 0.0% 0.0% 0.0% 0.0%
    3) Blue Cross 0.0% 0.0% 0.0% 0.0%
    4) Commercial Insurance 0.0% 19.5% 19.5% 19.5%
    5) Self-pay 0.0% 80.5% 80.5% 80.5%
    6) Other 0.0% 0.0% 0.0% 0.0%

TOTAL 0.0% 0.0% 0.0% 100.0% 100.0% 100.0% 0.0% 0.0% 0.0% 0.0%

    1) Medicare 0.0% 0.0% 0.0% 0.0%
    2) Medicaid 0.0% 0.0% 0.0% 0.0%
    3) Blue Cross 0.0% 0.0% 0.0% 0.0%
    4) Commercial Insurance 0.0% 25.00% 25.00% 25.00%
    5) Self-pay 0.0% 68.85% 68.85% 68.85%
    6) Other 0.0% 6.15% 6.15% 6.15%

TOTAL 0.0% 0.0% 0.0% 100.0% 100.0% 100.0% 0.0% 0.0% 0.0% 0.0%

 3. INCOME 

4. PATIENT MIX
a. Percent of Total Revenue

b. Percent of Equivalent Inpatient Days



Current Year 
Projected

Calendar Year N/A N/A 2015 2016 2017 2018

 a. Inpatient Services -$                  18,374,400$ 103,624,762$  115,935,041$  
 b. Outpatient Services 

 Gross Patient Service Revenues -$                 -$                 -$                 18,374,400$ 103,624,762$  115,935,041$  -$                 -$                 -$                 -$                 

 c. Allowance For Bad Debt -$                  509,696$      2,089,241$      2,337,342$      
 d. Contractual Allowance -$                  13,277,440$ 75,768,209$    84,770,477$    
 e. Charity Care -$                  282,117$      1,584,690$      1,772,874$      

 Net Patient Services Revenue -$                 -$                 -$                 4,305,147$   24,182,622$   27,054,348$   -$                 -$                 -$                 -$                 

 f. Other Operating Revenues 
(Specify/add rows if needed) -$                  -$                  -$                    -$                    

 NET OPERATING REVENUE -$                 -$                 -$                 4,305,147$   24,182,622$   27,054,348$   -$                 -$                 -$                 -$                 

 a. Salaries & Wages (including benefits) -$                  2,966,587$   8,391,622$      9,177,524$      

 b. Contractual Services -$                  254,509$      609,478$         680,342$         
 c. Interest on Current Debt -$                  -$                  -$                    -$                    
 d. Interest on Project Debt -$                  -$                  -$                    -$                    
 e. Current Depreciation -$                  -$                  -$                    -$                    
 f. Project Depreciation -$                  -$                  -$                    -$                    
 g. Current Amortization -$                  -$                  -$                    -$                    
 h. Project Amortization -$                  -$                  -$                    -$                    
 i. Supplies -$                  9,897$          33,467$           37,358$           
 j. Administrative/office expenses -$                  1,081,078$   3,544,207$      3,863,670$      
 k. Facilities expenses (repairs & 
maintenance, rent, real estate taxes, 
utilities 

-$                  1,088,423$   4,200,299$      4,235,521$      

 l. Food -$                  321,109$      1,717,979$      1,917,731$      
 m. Marketing expense -$                  178,141$      953,082$         1,063,898$      
 n. Liability insurance -$                  32,620$        137,425$         153,404$         
 o. Other Expenses: Licensing & legal 
expenses  -$                  17,250$        92,290$           103,021$         

 TOTAL OPERATING EXPENSES -$                  -$                  -$                  5,949,614$   19,679,849$    21,232,469$    -$                  -$                  -$                  -$                  

2. EXPENSES

TABLE H. REVENUES & EXPENSES, INFLATED - ENTIRE FACILITY - Earleville - Dec. 21, 2015
INSTRUCTION : Complete this table for the entire facility, including the proposed project. Table H should reflect inflation. Projected revenues and expenses should be consistent with the projections 
in Table F. Indicate on the table if the reporting period is Calendar Year (CY) or Fiscal Year (FY). In an attachment to the application, provide an explanation or basis for the projections and specify all 
assumptions used. Applicants must explain why the assumptions are reasonable. See additional instruction in the column to the right of the table.

Two Most Recent Years 
(Actual) 

Projected Years (ending at least two years after project completion and full occupancy) Add columns if 
needed in order to document that the hospital will generate excess revenues over total expenses 

consistent with the Financial Feasibility standard.  

1. REVENUE



Current Year 
Projected

Calendar Year N/A N/A 2015 2016 2017 2018

TABLE H. REVENUES & EXPENSES, INFLATED - ENTIRE FACILITY - Earleville - Dec. 21, 2015
INSTRUCTION : Complete this table for the entire facility, including the proposed project. Table H should reflect inflation. Projected revenues and expenses should be consistent with the projections 
in Table F. Indicate on the table if the reporting period is Calendar Year (CY) or Fiscal Year (FY). In an attachment to the application, provide an explanation or basis for the projections and specify all 
assumptions used. Applicants must explain why the assumptions are reasonable. See additional instruction in the column to the right of the table.

Two Most Recent Years 
(Actual) 

Projected Years (ending at least two years after project completion and full occupancy) Add columns if 
needed in order to document that the hospital will generate excess revenues over total expenses 

consistent with the Financial Feasibility standard.  

 a. Income From Operation -$                  -$                  -$                  (1,644,467)$  4,502,773$      5,821,879$      -$                  -$                  -$                  -$                  

 b.  Non-Operating Income 

 SUBTOTAL -$                 -$                 -$                 (1,644,467)$ 4,502,773$     5,821,879$     -$                 -$                 -$                 -$                 

 c. Income Taxes 

 NET INCOME (LOSS) -$                 -$                 -$                 (1,644,467)$ 4,502,773$     5,821,879$     -$                 -$                 -$                 -$                 

    1) Medicare 0.0% 0.0% 0.0% 0.0%
    2) Medicaid 0.0% 0.0% 0.0% 0.0%
    3) Blue Cross 0.0% 0.0% 0.0% 0.0%
    4) Commercial Insurance 0.0% 19.5% 19.5% 19.5%
    5) Self-pay 0.0% 80.5% 80.5% 80.5%
    6) Other 0.0% 0.0% 0.0% 0.0%

TOTAL 0.0% 0.0% 0.0% 100.0% 100.0% 100.0% 0.0% 0.0% 0.0% 0.0%

    1) Medicare 0.0% 0.0% 0.0% 0.0%
    2) Medicaid 0.0% 0.0% 0.0% 0.0%
    3) Blue Cross 0.0% 0.0% 0.0% 0.0%
    4) Commercial Insurance 0.0% 25.00% 25.00% 25.00%
    5) Self-pay 0.0% 68.85% 68.85% 68.85%
    6) Other 0.0% 6.15% 6.15% 6.15%

TOTAL 0.0% 0.0% 0.0% 100.0% 100.0% 100.0% 0.0% 0.0% 0.0% 0.0%

Total MSGA

 3. INCOME 

4. PATIENT MIX
a. Percent of Total Revenue

b. Percent of Equivalent Inpatient Days



Current Year 
Projected

Calendar Year N/A N/A 2015 2016 2017 2018

a. General Medical/Surgical*
b. ICU/CCU
Total MSGA 0 0 0 0 0 0 0 0 0 0
c. Pediatric
d. Obstetric
e. Acute Psychiatric
Total Acute 0 0 0 0 0 0 0 0 0 0
f.  Rehabilitation
g. Comprehensive Care
h. Residential

i. Detox N/A N/A N/A N/A 509 548

TOTAL DISCHARGES 0 0 0 N/A 509 548 0 0 0 0

a. General Medical/Surgical*
b. ICU/CCU
Total MSGA 0 0 0 0 0 0 0 0 0 0
c. Pediatric
d. Obstetric
e. Acute Psychiatric
Total Acute 0 0 0 0 0 0 0 0 0 0
f.  Rehabilitation
g. Comprehensive Care
h. Residential
i. Detox N/A N/A N/A N/A 7,122 7,665

TOTAL PATIENT DAYS 0 0 0 0 7,122 7,665 0 0 0 0

a. General Medical/Surgical* #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!

b. ICU/CCU #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!

Total MSGA #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!

c. Pediatric #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!

d. Obstetric #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!

e. Acute Psychiatric #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!

Total Acute #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!

f.  Rehabilitation #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!

g. Comprehensive Care #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!

h. Residential #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!

i. Detox N/A N/A N/A N/A 14.0 14.0 #DIV/0! #DIV/0! #DIV/0! #DIV/0!

TOTAL AVERAGE LENGTH OF STAY #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!

a. General Medical/Surgical*
b. ICU/CCU
Total MSGA 0 0 0 0 0 0 0 0 0 0
c. Pediatric
d. Obstetric
e. Acute Psychiatric
Total Acute 0 0 0 0 0 0 0 0 0 0
f.  Rehabilitation
g. Comprehensive Care
h. Residential
i. Detox N/A N/A N/A N/A 21 21

TOTAL LICENSED BEDS 0 0 0 0 21 21 0 0 0 0

TABLE I. STATISTICAL PROJECTIONS - NEW FACILITY OR SERVICE - EARLEVILLE - Nov. 30, 2015 Update
INSTRUCTION : Complete this table for the entire facility, including the proposed project. Indicate on the table if the reporting period is Calendar Year (CY) or Fiscal Year (FY). For sections 4 & 5, the 
number of beds and occupancy percentage should be reported on the basis of licensed beds. In an attachment to the application, provide an explanation or basis for the projections and specify all 
assumptions used. Applicants must explain why the assumptions are reasonable. See additional instruction in the column to the right of the table.

Two Most Recent Years 
(Actual) 

Projected Years (ending at least two years after project completion and full occupancy) Include 
additional years, if needed in order to be consistent with Tables G and H.  

1.  DISCHARGES

2. PATIENT DAYS

3. AVERAGE LENGTH OF STAY (patient days divided by discharges)

4.  NUMBER OF LICENSED BEDS



Calendar Year 2015 2016 2017 2018

 a. Inpatient Services -$                  -$                  24,927,000$ 26,827,500$ 
 b. Outpatient Services 

 Gross Patient Service Revenues -$                  -$                  24,927,000$ 26,827,500$ -$                  -$                  -$                  

 c. Allowance For Bad Debt -$                  -$                  496,615.00   534,478$      
 d. Contractual Allowance 18,305,465   19,701,122$ 
 e. Charity Care -$                  -$                  376,683        405,402$      

 Net Patient Services Revenue -$                  -$                  5,748,237$   6,186,498$   -$                  -$                  -$                  

 f. Other Operating Revenues (Specify) 

 NET OPERATING REVENUE -$                  -$                  5,748,237$   6,186,498$   -$                  -$                  -$                  

 a. Salaries & Wages (including benefits) -$                  -$                  1,561,644$   1,622,681$   
 b. Contractual Services -$                  -$                  114,445$      121,925$      
 c. Interest on Current Debt -$                  -$                  -$                  -$                  
 d. Interest on Project Debt -$                  -$                  -$                  -$                  
 e. Current Depreciation -$                  -$                  -$                  -$                  
 f. Project Depreciation -$                  -$                  -$                  -$                  
 g. Current Amortization -$                  -$                  -$                  -$                  
 h. Project Amortization -$                  -$                  -$                  -$                  
 i. Supplies -$                  -$                  6,284$          6,695$          
 j. Administrative/office expenses -$                  -$                  684,437$      743,140$      
 k. Facilities expenses (repairs & maintenance, 
rent, real estate taxes, utilities -$                  -$                  814,215$      817,172$      

 l. Food -$                  -$                  322,596$      343,679$      
 m. Marketing expense -$                  -$                  178,966$      190,663$      
 n. Liability insurance -$                  -$                  25,805$        27,492$        
 o. Other Expenses: Licensing & legal 
expenses  -$                  -$                  17,330$        18,463$        

 TOTAL OPERATING EXPENSES -$                  -$                  3,725,722$   3,891,910$   -$                  -$                  -$                  

 a. Income From Operation -$              -$              2,022,515$   2,294,588$   -$              -$              -$              

 b.  Non-Operating Income 

 SUBTOTAL -$              -$              2,022,515$   2,294,588$   -$              -$              -$              

c. Income Taxes

NET INCOME (LOSS) -$              -$              2,022,515$   2,294,588$   -$              -$              -$              

    1) Medicare 0.0% 0.0% 0.0% 0.0%
    2) Medicaid 0.0% 0.0% 0.0% 0.0%
    3) Blue Cross 0.0% 0.0% 0.0% 0.0%
    4) Commercial Insurance 0.0% 0.0% 19.5% 19.5%
    5) Self-pay 0.0% 0.0% 80.5% 80.5%
    6) Other 0.0% 0.0% 0.0% 0.0%

TOTAL 0.0% 0.0% 100.0% 100.0% 0.0% 0.0% 0.0%

    1) Medicare 0.0% 0.0% 0.0% 0.0%
    2) Medicaid 0.0% 0.0% 0.0% 0.0%
    3) Blue Cross 0.0% 0.0% 0.0% 0.0%
    4) Commercial Insurance 0.0% 0.0% 25.00% 25.00%
    5) Self-pay 0.0% 0.0% 68.85% 68.85%
    6) Other 0.0% 0.0% 6.15% 6.15%

TOTAL 0.0% 0.0% 100.0% 100.0% 0.0% 0.0% 0.0%

4. PATIENT MIX - DETOX
a. Percent of Total Revenue

b. Percent of Equivalent Inpatient Days
Total MSGA

TABLE J. REVENUES & EXPENSES, UNINFLATED - NEW FACILITY OR SERVICE - DETOX - Earleville - Dec. 21, 2015
INSTRUCTION : After consulting with Commission Staff, complete this table for the new facility or service (the proposed project). Table J should reflect 
current dollars (no inflation). Projected revenues and expenses should be consistent with the projections in Table I and with the costs of Manpower listed in 
Table L. Manpower. Indicate on the table if the reporting period is Calendar Year (CY) or Fiscal Year (FY). In an attachment to the application, provide an 
explanation or basis for the projections and specify all assumptions used. Applicants must explain why the assumptions are reasonable. Specify the 
sources of non-operating income. 

Projected Years (ending at least two years after project completion and full occupancy) Add years, 
if needed in order to document that the hospital will generate excess revenues over total expenses 

consistent with the Financial Feasibility standard.  

1. REVENUE - DETOX

2. EXPENSES - DETOX

 3. INCOME - DETOX 



Calendar Year 2015 2016 2017 2018

 a. Inpatient Services -$                  -$                  26,173,350$ 29,577,319$ 
 b. Outpatient Services 

 Gross Patient Service Revenues -$                  -$                  26,173,350$ 29,577,319$ -$                  -$                  -$                  

 c. Allowance For Bad Debt -$                  -$                  521,446$      589,262$      
 d. Contractual Allowance 19,220,738$ 21,720,487$ 
 e. Charity Care -$                  -$                  395,517$      446,956$      

 Net Patient Services Revenue -$                  -$                  6,035,649$   6,820,614$   -$                  -$                  -$                  

 f. Other Operating Revenues 
(Specify/add rows of needed) 

 NET OPERATING REVENUE -$                  -$                  6,035,649$   6,820,614$   -$                  -$                  -$                  

 a. Salaries & Wages (including benefits) -$                  -$                  1,615,732$   1,760,607$   

 b. Contractual Services -$                  -$                  118,510$      132,289$      
 c. Interest on Current Debt -$                  -$                  -$                  -$                  
 d. Interest on Project Debt -$                  -$                  -$                  -$                  
 e. Current Depreciation -$                  -$                  -$                  -$                  
 f. Project Depreciation -$                  -$                  -$                  -$                  
 g. Current Amortization -$                  -$                  -$                  -$                  
 h. Project Amortization -$                  -$                  -$                  -$                  
 i. Supplies -$                  -$                  6,507$          7,264$          
 j. Administrative/office expenses -$                  -$                  689,151$      751,269$      
 k. Facilities expenses (repairs & 
maintenance, rent, real estate taxes, 
utilities 

-$                  -$                  816,725$      823,574$      

 l. Food -$                  -$                  334,051$      372,892$      
 m. Marketing expense -$                  -$                  185,322$      206,869$      
 n. Liability insurance -$                  -$                  26,722$        29,829$        
 o. Other Expenses: Licensing & legal 
expenses  -$                  -$                  17,945$        20,032$        

 TOTAL OPERATING EXPENSES -$                  -$                  3,810,665$   4,104,625$   -$                  -$                  -$                  

 a. Income From Operation -$                  -$                  2,224,984$   2,715,989$   -$                  -$                  -$                  

 b.  Non-Operating Income 

 SUBTOTAL -$                  -$                  2,224,984$   2,715,989$   -$                  -$                  -$                  

c. Income Taxes

NET INCOME (LOSS) -$                  -$                  2,224,984$   2,715,989$   -$                  -$                  -$                  

    1) Medicare 0.0% 0.0% 0.0% 0.0%
    2) Medicaid 0.0% 0.0% 0.0% 0.0%
    3) Blue Cross 0.0% 0.0% 0.0% 0.0%
    4) Commercial Insurance 0.0% 0.0% 19.5% 19.5%
    5) Self-pay 0.0% 0.0% 80.5% 80.5%
    6) Other 0.0% 0.0% 0.0% 0.0%

TOTAL 0.0% 0.0% 100.0% 100.0% 0.0% 0.0% 0.0%

    1) Medicare 0.0% 0.0% 0.0% 0.0%
    2) Medicaid 0.0% 0.0% 0.0% 0.0%
    3) Blue Cross 0.0% 0.0% 0.0% 0.0%
    4) Commercial Insurance 0.0% 0.0% 25.00% 25.00%
    5) Self-pay 0.0% 0.0% 68.85% 68.85%
    6) Other 0.0% 0.0% 6.15% 6.15%

TOTAL 0.0% 0.0% 100.0% 100.0% 0.0% 0.0% 0.0%

4. PATIENT MIX
a. Percent of Total Revenue

b. Percent of Equivalent Inpatient Days

TABLE K. REVENUES & EXPENSES, INFLATED - NEW FACILITY OR SERVICE - Earleville - Detox - Dec. 21, 2015
INSTRUCTION : After consulting with Commission Staff, complete this table for the new facility or service (the proposed project). Table K should 
reflect inflation. Projected revenues and expenses should be consistent with the projections in Table I. Indicate on the table if the reporting period is 
Calendar Year (CY) or Fiscal Year (FY). In an attachment to the application, provide an explanation or basis for the projections and specify all 
assumptions used. Applicants must explain why the assumptions are reasonable.

Projected Years (ending at least two years after project completion and full occupancy) Add years, 
if needed in order to document that the hospital will generate excess revenues over total expenses 

consistent with the Financial Feasibility standard.  

1. REVENUE

2. EXPENSES

 3. INCOME 



Job Category Current Year 
FTEs

Average Salary 
per FTE

Current Year 
Total Cost Detox FTEs Average Salary 

per Detox FTE

Total Detox Cost 
(should be consistent 

with projections in Table 
J)

FTEs Average Salary 
per FTE Total Cost FTEs

Total Cost (should be 
consistent with 

projections in Table G)

1. Regular Employees
Administration (List general categories, add rows if needed)
Site Director 0.39 $184,723 $72,042 $0 0.4 $72,042
Admissions 1.24 $57,282 $71,030 $0 1.2 $71,030
Administrative Support 1.17 $51,852 $60,667 $0 1.2 $60,667
Medical Records 1.00 $56,117 $56,117 $0 1.0 $56,117
Operations Manager 0.19 $93,126 $17,694 $0 0.2 $17,694

Total Administration $0 3.99 $443,101 $277,550 $0 $0 4.0 $277,550

Direct Care Staff (List general categories, add rows if needed)

Psychiatrist 0.42 $234,000 $98,280 $0 0.4 $98,280
Nurse Practitioner 0.70 $108,333 $75,833 $0 0.7 $75,833
Nursing Director 0.19 $107,763 $20,475 $0 0.2 $20,475
Case Manager 0.84 $49,936 $41,946 $0 0.8 $41,946
Nursing - LPN 8.42 $51,355 $432,410 $0 8.4 $432,410
Nursing - RN 4.20 $74,758 $313,984 $0 4.2 $313,984
Recovery Support 5.40 $39,107 $211,176 $0 5.4 $211,176
Second Shift Supervisor* 0.19 $86,479 $16,431 $0 0.2 $16,431
Site Medical Director 0.19 $332,600 $63,194 $0 0.2 $63,194
Spiritual Advisor 0.19 $55,774 $10,597 $0 0.2 $10,597

Total Direct Care $0 20.74 $1,140,104 $1,284,326 0.0 $0 $0 20.7 $1,284,326
Support Staff (List general categories, add rows if needed)

Administrative Support $0 1.45 $36,837 $53,414 $0 1.5 $53,414
$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0

Total Support $0 1.45 $36,837 $53,414 $0 $0 1.5 $53,414

REGULAR EMPLOYEES TOTAL $0 26.18 $1,620,042 $1,615,290 $0 $0 26.2 $1,615,290

2. Contractual Employees
Administration (List general categories, add rows if needed)

$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0

Total Administration $0 0.00 $0 $0 $0 $0 0.0 $0

Direct Care Staff (List general categories, add rows if needed)

$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0

Total Direct Care Staff $0 0.00 $0 $0 $0 $0 0.0 $0
Support Staff (List general categories, add rows if needed)
Activities $0 0.12 $7,391 $0 0.1 $7,391

$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0

Total Support Staff $0 0.12 $0 $7,391 $0 $0 0.1 $7,391

CONTRACTUAL EMPLOYEES TOTAL $0 0.12 $0 $7,391 $0 $0 0.1 $7,391

Benefits (State method of calculating benefits below) :

Benefits and taxes have been applied to employed staff based 
on management experience with the costs for similar benefit 
packages at other organizations at a rate of approximately 30%.

TOTAL COST 0.0 $0 26.30 $1,622,681 0.0 $0 $1,622,681

TABLE L. WORK fORCE INFORMATION - DETOX  - EARLEVILLE - Nov. 30, 2015 Update
INSTRUCTION : List the facility's existing staffing and changes required by this project. Include all major job categories under each heading provided in the table. The number of Full Time Equivalents (FTEs) should be calculated on the basis of 2,080 paid hours per year 
equals one FTE. In an attachment to the application, explain any factor used in converting paid hours to worked hours.  Please ensure that the projections in this table are consistent with expenses provided in uninflated projections in Tables G and J. See additional 
instruction in the column to the right of the table.

CURRENT ENTIRE FACILITY
PROJECTED CHANGES AS A RESULT OF THE 

PROPOSED PROJECT THROUGH THE LAST YEAR OF 
PROJECTION (CURRENT DOLLARS)

OTHER EXPECTED CHANGES IN 
OPERATIONS THROUGH THE LAST YEAR 
OF PROJECTION (CURRENT DOLLARS)

PROJECTED ENTIRE FACILITY 
THROUGH THE LAST YEAR OF 

PROJECTION (CURRENT DOLLARS) *
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Statement of Assumptions for Financial Projections 

Expenses 

Applicant has budgeted its expenses based on a variety of factors, including but not limited 
to the following: 

• Staffing ratio requirements of the state
• Industry comparable information, when available
• Experience of executive program and clinical personnel from other facilities
• Experience of executive finance personnel with costs associated for expenses and

services in similar type facilities

The RCA salaries are based on detail rosters by location that comply with or exceed the staffing 
requirements for the respective services.  Benefit and taxes have been applied based on 
management experience with the costs for similar benefit packages at other organizations. 
Estimates for utilities, maintenance, and other facility related costs are based on both the 
experience of RCA management from other similar facilities, as well as estimates from 
personnel familiar with facility costs from similar sized facilities in their hospitality portfolio.  Food 
costs were estimated based on the experience of RCA management at other residential 
facilities, and were increased nearly twofold in order to ensure that RCA will be able to deliver 
the high quality of food that will be required in its world class facilities.  Liability, property and 
other insurance costs are based on estimates received from RCA’s insurance brokers, who 
have done preliminary pricing with a variety of insurance carriers ahead of actual binding of 
insurance coverages.  Finally, other patient based expenses (i.e. program activities, etc.) were 
also based on the RCA management team’s experience at other similar facilities. 

In general, Applicant based the expenses of its budget on known factors where available, and 
on the significant past experience of its executive program, clinical and financial teams in order 
to provide what it believes to be the most accurate, and if unknown then conservative, expense 
projections available at this time. 

Revenue 

Applicant used various forms of data to support the average daily rate assumptions used in 
schedules G and H to calculate annual revenue.  Applicant  examined data from multiple payors 
that includes out-of-network (OON) claims processed, in-network negotiated rates from 
proprietary sources, databases that provide claims paid representing a population mix of OON 
and in-network data, as well as self-pay rates.  Applicant focused on four key information 
sources: (i) Medivance Billing Service data (OON claims processed), (ii) TruVen Health 
Analytics data (claims paid, thus representing a mix of OON and in-network), (iii) American 
Addiction Centers (NYSE: AAC) public metrics (primarily OON, with small portion of self-pay), 
and (iv) internal employee confidential rate data (in-network negotiated rates).  The summary of 
Applicant’s data analysis by source is below, with the results supporting its assumptions and 
serving to triangulate around RCA’s average daily rates. 
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(i) Medivance Billing Service (MBS) specializes in offering comprehensive substance 
abuse billing, collections and revenue cycle management services to substance 
abuse rehab facilities.  It provided Applicant with a comprehensive proposal for 
providing services to RCA.  Throughout that process, Applicant has been gathering 
data from MBS’ billing base of 45 clients (representing 60 facilities) and over $60 
million worth of claims data each month, 95% of which is out-of-network insurance 
claims.  MBS has provided 2014 data with regard to average payment rates, all from 
their proprietary information of claims.  The average payment rate represents the 
actual amount paid by the insurance provider to the rehabilitation facility, which is 
after the patient responsibility portion of the bill (including coinsurance, deductibles, 
etc.).  The data includes individual claim data from 50+ different insurance providers 
and over 2000 individual data points.  The summary of the MBS average daily 
payment data for OON claims paid to substance abuse facilities is as follows: 

Level of Service Provided
Average 

Daily Payment 

Detox $1,618

Inpatient Rehab / Residential $1,135

Partial Hospitalization (PHP) $989

Intensive Outpatient (IOP) $610

General Outpatient (GOP) $193
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(ii) TruVen Health Analytics (TruVen) has a proprietary and confidential database called 
Reimbursement Benchmarks, which represents 350 insurance carriers and 67 million 
covered lives.  TruVen has provided data that represent the same services Applicant 
will be providing, although from a hospital standpoint, and not a “free-standing” 
rehabilitation facility (i.e. a different site service).  Applicant views this data as an 
indirect confirmation that the value of Applicant’s services is commensurate with the 
TruVen summary data below. Applicant is in consistent dialog with the TruVen Health 
team to fine tune its relevant claims data. 

State 2012 2013

Rhode Island 1,287$            1,326$            

Pennsylvania 921$              956$              

New Jersey 950$              1,001$            

Massachusetts 1,107$            1,128$            

Maryland 866$              872$              

Average 1,026$          1,057$          

Average Daily Rate
Inpatient Services (MS_DRG 895)

(iii) American Addiction Centers (NYSE: AAC), the pure play substance abuse public 
comparable, generates revenues through out-of-network insurance reimbursements 
(90%) and self-pay clients (10%).  AAC publishes several select metrics that 
Applicant tracks closely, among those being average gross daily revenue and 
average net daily revenue both quarterly and annually.  AAC is achieving substantially 
higher daily rates than we are forecasting in our model and they are summarized 
below. 

2013 2014 3rdQ2014 4thQ2014 
Avg Gross Daily Revenue: $935 $922 $963 $966 
Avg Net Daily Revenue: $847 $890 $906 $890 

(iv) In-Network Rates – RCA Proprietary:  The following rates represent negotiated in-
network daily rates for a west coast-based substance abuse facility. These rates are 
averages from over 15 major regional and national payors and are primarily based on 
“all-inclusive” per diem fee schedules. In some instances, rates were exclusive of 
Physician Fees, Radiology and other ancillary services.  

Detox $752 
Inpatient Rehab $597 
Partial Hospitalization $350 



EXHIBIT 36 



Current Year 
Projected

Calendar Year N/A N/A 2015 2016 2017 2018

 a. Inpatient Services -$                  18,374,400$ 98,690,250$ 105,156,500$  
 b. Outpatient Services 

 Gross Patient Service Revenues -$                 -$                 -$                  18,374,400$ 98,690,250$ 105,156,500$ -$                 -$                 -$                 -$                 

 c. Allowance For Bad Debt -$                  509,696$      $1,989,754 $2,120,038
 d. Contractual Allowance -$                  13,277,440$ 72,160,199$ 76,889,322$    
 e. Charity Care -$                  688,090$      3,681,045$   3,922,071$      

 Net Patient Services Revenue -$                 -$                 -$                  3,899,174$   20,859,252$ 22,225,069$   -$                 -$                 -$                 -$                 

 f. Other Operating Revenues 
(Specify/add rows if needed) 

 NET OPERATING REVENUE -$                 -$                 -$                  3,899,174$   20,859,252$ 22,225,069$   -$                 -$                 -$                 -$                 

 a. Salaries & Wages (including benefits) -$                  2,966,587$   $8,109,670 $8,458,548

 b. Contractual Services -$                  254,509$      588,576$      627,044$         
 c. Interest on Current Debt -$                  -$                  -$                  -$                    
 d. Interest on Project Debt -$                  -$                  -$                  -$                    
 e. Current Depreciation -$                  -$                  -$                  -$                    
 f. Project Depreciation -$                  -$                  -$                  -$                    
 g. Current Amortization -$                  -$                  -$                  -$                    
 h. Project Amortization -$                  -$                  -$                  -$                    
 i. Supplies -$                  9,897$          32,319$        34,432$           
 j. Administrative/office expenses -$                  1,081,078$   3,519,962$   3,821,863$      
 k. Facilities expenses (repairs & 
maintenance, rent, real estate taxes, 
utilities 

-$                  1,088,423$   4,187,390$   4,202,601$      

 l. Food -$                  321,109$      1,659,063$   1,767,494$      
 m. Marketing expense -$                  178,141$      920,396$      980,551$         
 n. Liability insurance -$                  32,620$        132,712$      141,386$         
 o. Other Expenses: Licensing & legal 
expenses  -$                  17,250$        89,125$        94,950$           

 TOTAL OPERATING EXPENSES -$                  -$                  -$                  5,949,614$   $19,239,213 20,128,869$    -$                  -$                  -$                  -$                  

AlTERNATIVE TABLE G. REVENUES & EXPENSES, UNINFLATED - ENTIRE FACILITY - 15% Charity Care - Earleville -Dec. 21, 2015
INSTRUCTION : Complete this table for the entire facility, including the proposed project. Table G should reflect current dollars (no inflation). Projected revenues and expenses should be consistent 
with the projections in Table F and with the costs of Manpower listed in Table L. Manpower. Indicate on the table if the reporting period is Calendar Year (CY) or Fiscal Year (FY). In an attachment 
to the application, provide an explanation or basis for the projections and specify all assumptions used. Applicants must explain why the assumptions are reasonable. Specify the sources of non-
operating income. See additional instruction in the column to the right of the table.

Two Most Recent Years 
(Actual) 

Projected Years (ending at least two years after project completion and full occupancy) Add 
columns if needed in order to document that the hospital will generate excess revenues over total 

expenses consistent with the Financial Feasibility standard.  

1. REVENUE

2. EXPENSES



Current Year 
Projected

Calendar Year N/A N/A 2015 2016 2017 2018

AlTERNATIVE TABLE G. REVENUES & EXPENSES, UNINFLATED - ENTIRE FACILITY - 15% Charity Care - Earleville -Dec. 21, 2015
INSTRUCTION : Complete this table for the entire facility, including the proposed project. Table G should reflect current dollars (no inflation). Projected revenues and expenses should be consistent 
with the projections in Table F and with the costs of Manpower listed in Table L. Manpower. Indicate on the table if the reporting period is Calendar Year (CY) or Fiscal Year (FY). In an attachment 
to the application, provide an explanation or basis for the projections and specify all assumptions used. Applicants must explain why the assumptions are reasonable. Specify the sources of non-
operating income. See additional instruction in the column to the right of the table.

Two Most Recent Years 
(Actual) 

Projected Years (ending at least two years after project completion and full occupancy) Add 
columns if needed in order to document that the hospital will generate excess revenues over total 

expenses consistent with the Financial Feasibility standard.  

 a. Income From Operation -$                  -$                  -$                  (2,050,440)$  1,620,039$   2,096,200$      -$                  -$                  -$                  -$                  

 b. Non-Operating Income 

 SUBTOTAL -$                 -$                 -$                  (2,050,440)$ 1,620,039$   2,096,200$     -$                 -$                 -$                 -$                 

 c. Income Taxes 

 NET INCOME (LOSS) -$                 -$                 -$                  (2,050,440)$ 1,620,039$   2,096,200$     -$                 -$                 -$                 -$                 

    1) Medicare 0.0% 0.0% 0.0% 0.0%
    2) Medicaid 0.0% 0.0% 0.0% 0.0%
    3) Blue Cross 0.0% 0.0% 0.0% 0.0%
    4) Commercial Insurance 0.0% 19.5% 19.5% 19.5%
    5) Self-pay 0.0% 80.5% 80.5% 80.5%
    6) Other 0.0% 0.0% 0.0% 0.0%

TOTAL 0.0% 0.0% 0.0% 100.0% 100.0% 100.0% 0.0% 0.0% 0.0% 0.0%

    1) Medicare 0.0% 0.0% 0.0% 0.0%
    2) Medicaid 0.0% 0.0% 0.0% 0.0%
    3) Blue Cross 0.0% 0.0% 0.0% 0.0%
    4) Commercial Insurance 0.0% 25.0% 25.0% 25.0%
    5) Self-pay 0.0% 60.0% 60.0% 60.0%
    6) Other 0.0% 15.0% 15.0% 15.0%

TOTAL 0.0% 0.0% 0.0% 100.0% 100.0% 100.0% 0.0% 0.0% 0.0% 0.0%

 3. INCOME 

4. PATIENT MIX
a. Percent of Total Revenue

b. Percent of Equivalent Inpatient Days



Current Year 
Projected

Calendar Year N/A N/A 2015 2016 2017 2018

 a. Inpatient Services -$                  18,374,400$ 103,624,762$  115,935,041$  
 b. Outpatient Services 

 Gross Patient Service Revenues -$                 -$                 -$                 18,374,400$ 103,624,762$  115,935,041$  -$                 -$                 -$                 -$                 

 c. Allowance For Bad Debt -$                  509,696$      2,089,241$      2,337,342$      
 d. Contractual Allowance -$                  13,277,440$ 75,768,209$    84,770,477$    
 e. Charity Care -$                  688,090$      3,865,097$      4,324,083$      

 Net Patient Services Revenue -$                 -$                 -$                 3,899,174$   21,902,215$   24,503,139$   -$                 -$                 -$                 -$                 

 f. Other Operating Revenues 
(Specify/add rows if needed) -$                  -$                  -$                    -$                    

 NET OPERATING REVENUE -$                 -$                 -$                 3,899,174$   21,902,215$   24,503,139$   -$                 -$                 -$                 -$                 

 a. Salaries & Wages (including benefits) -$                  2,966,587$   8,391,622$      9,177,524$      

 b. Contractual Services -$                  254,509$      609,478$         680,342$         
 c. Interest on Current Debt -$                  -$                  -$                    -$                    
 d. Interest on Project Debt -$                  -$                  -$                    -$                    
 e. Current Depreciation -$                  -$                  -$                    -$                    
 f. Project Depreciation -$                  -$                  -$                    -$                    
 g. Current Amortization -$                  -$                  -$                    -$                    
 h. Project Amortization -$                  -$                  -$                    -$                    
 i. Supplies -$                  9,897$          33,467$           37,358$           
 j. Administrative/office expenses -$                  1,081,078$   3,544,207$      3,863,670$      
 k. Facilities expenses (repairs & 
maintenance, rent, real estate taxes, 
utilities 

-$                  1,088,423$   4,200,299$      4,235,521$      

 l. Food -$                  321,109$      1,717,979$      1,917,731$      
 m. Marketing expense -$                  178,141$      953,082$         1,063,898$      
 n. Liability insurance -$                  32,620$        137,425$         153,404$         
 o. Other Expenses: Licensing & legal 
expenses  -$                  17,250$        92,290$           103,021$         

 TOTAL OPERATING EXPENSES -$                  -$                  -$                  5,949,614$   19,679,849$    21,232,469$    -$                  -$                  -$                  -$                  

ALTERNATIVE TABLE H. REVENUES & EXPENSES, INFLATED - ENTIRE FACILITY - 15% Charity Care - Earleville - Dec. 21, 2015
INSTRUCTION : Complete this table for the entire facility, including the proposed project. Table H should reflect inflation. Projected revenues and expenses should be consistent with the projections 
in Table F. Indicate on the table if the reporting period is Calendar Year (CY) or Fiscal Year (FY). In an attachment to the application, provide an explanation or basis for the projections and specify all 
assumptions used. Applicants must explain why the assumptions are reasonable. See additional instruction in the column to the right of the table.

Two Most Recent Years 
(Actual) 

Projected Years (ending at least two years after project completion and full occupancy) Add columns if 
needed in order to document that the hospital will generate excess revenues over total expenses 

consistent with the Financial Feasibility standard.  

1. REVENUE

2. EXPENSES

 3. INCOME 



Current Year 
Projected

Calendar Year N/A N/A 2015 2016 2017 2018

ALTERNATIVE TABLE H. REVENUES & EXPENSES, INFLATED - ENTIRE FACILITY - 15% Charity Care - Earleville - Dec. 21, 2015
INSTRUCTION : Complete this table for the entire facility, including the proposed project. Table H should reflect inflation. Projected revenues and expenses should be consistent with the projections 
in Table F. Indicate on the table if the reporting period is Calendar Year (CY) or Fiscal Year (FY). In an attachment to the application, provide an explanation or basis for the projections and specify all 
assumptions used. Applicants must explain why the assumptions are reasonable. See additional instruction in the column to the right of the table.

Two Most Recent Years 
(Actual) 

Projected Years (ending at least two years after project completion and full occupancy) Add columns if 
needed in order to document that the hospital will generate excess revenues over total expenses 

consistent with the Financial Feasibility standard.  

 a. Income From Operation -$                  -$                  -$                  (2,050,440)$  2,222,366$      3,270,670$      -$                  -$                  -$                  -$                  

 b.  Non-Operating Income 

 SUBTOTAL -$                 -$                 -$                 (2,050,440)$ 2,222,366$     3,270,670$     -$                 -$                 -$                 -$                 

 c. Income Taxes 

 NET INCOME (LOSS) -$                 -$                 -$                 (2,050,440)$ 2,222,366$     3,270,670$     -$                 -$                 -$                 -$                 

    1) Medicare 0.0% 0.0% 0.0% 0.0%
    2) Medicaid 0.0% 0.0% 0.0% 0.0%
    3) Blue Cross 0.0% 0.0% 0.0% 0.0%
    4) Commercial Insurance 0.0% 19.5% 19.5% 19.5%
    5) Self-pay 0.0% 80.5% 80.5% 80.5%
    6) Other 0.0% 0.0% 0.0% 0.0%

TOTAL 0.0% 0.0% 0.0% 100.0% 100.0% 100.0% 0.0% 0.0% 0.0% 0.0%

    1) Medicare 0.0% 0.0% 0.0% 0.0%
    2) Medicaid 0.0% 0.0% 0.0% 0.0%
    3) Blue Cross 0.0% 0.0% 0.0% 0.0%
    4) Commercial Insurance 0.0% 25.0% 25.0% 25.0%
    5) Self-pay 0.0% 60.0% 60.0% 60.0%
    6) Other 0.0% 15.0% 15.0% 15.0%

TOTAL 0.0% 0.0% 0.0% 100.0% 100.0% 100.0% 0.0% 0.0% 0.0% 0.0%

Total MSGA

4. PATIENT MIX
a. Percent of Total Revenue

b. Percent of Equivalent Inpatient Days



Calendar Year 2015 2016 2017 2018

 a. Inpatient Services -$                  -$                  24,927,000$ 26,827,500$ 
 b. Outpatient Services 

 Gross Patient Service Revenues -$                 -$                 24,927,000$ 26,827,500$ -$                 -$                 -$                 

 c. Allowance For Bad Debt -$                  -$                  496,615$      534,478$      
 d. Contractual Allowance 18,305,465$ 19,701,122$ 
 e. Charity Care -$                  -$                  918,738$      988,785$      

 Net Patient Services Revenue -$                 -$                 5,206,182$   5,603,115$   -$                 -$                 -$                 

 f. Other Operating Revenues (Specify) 

 NET OPERATING REVENUE -$                 -$                 5,206,182$   5,603,115$   -$                 -$                 -$                 

 a. Salaries & Wages (including benefits) -$                  -$                  1,561,644$   1,622,681$   
 b. Contractual Services -$                  -$                  114,445$      121,925$      
 c. Interest on Current Debt -$                  -$                  -$                  -$                  
 d. Interest on Project Debt -$                  -$                  -$                  -$                  
 e. Current Depreciation -$                  -$                  -$                  -$                  
 f. Project Depreciation -$                  -$                  -$                  -$                  
 g. Current Amortization -$                  -$                  -$                  -$                  
 h. Project Amortization -$                  -$                  -$                  -$                  
 i. Supplies -$                  -$                  6,284$          6,695$          
 j. Administrative/office expenses -$                  -$                  684,437$      743,140$      
 k. Facilities expenses (repairs & maintenance, 
rent, real estate taxes, utilities -$                  -$                  814,215$      817,172$      

 l. Food -$                  -$                  322,596$      343,679$      
 m. Marketing expense -$                  -$                  178,966$      190,663$      
 n. Liability insurance -$                  -$                  25,805$        27,492$        
 o. Other Expenses: Licensing & legal 
expenses  -$                  -$                  17,330$        18,463$        

 TOTAL OPERATING EXPENSES -$                  -$                  3,725,722$   3,891,910$   -$                  -$                  -$                  

 a. Income From Operation -$              -$              1,480,460$   1,711,205$   -$              -$              -$              

 b.  Non-Operating Income 

 SUBTOTAL -$             -$             1,480,460$   1,711,205$   -$             -$             -$             

c. Income Taxes

NET INCOME (LOSS) -$             -$             1,480,460$   1,711,205$   -$             -$             -$             

    1) Medicare 0.0% 0.0% 0.0% 0.0%
    2) Medicaid 0.0% 0.0% 0.0% 0.0%
    3) Blue Cross 0.0% 0.0% 0.0% 0.0%
    4) Commercial Insurance 0.0% 0.0% 19.5% 19.5%
    5) Self-pay 0.0% 0.0% 80.5% 80.5%
    6) Other 0.0% 0.0% 0.0% 0.0%

TOTAL 0.0% 0.0% 100.0% 100.0% 0.0% 0.0% 0.0%

    1) Medicare 0.0% 0.0% 0.0% 0.0%
    2) Medicaid 0.0% 0.0% 0.0% 0.0%
    3) Blue Cross 0.0% 0.0% 0.0% 0.0%
    4) Commercial Insurance 0.0% 0.0% 25.0% 25.0%
    5) Self-pay 0.0% 0.0% 60.0% 60.0%
    6) Other 0.0% 0.0% 15.0% 15.0%

TOTAL 0.0% 0.0% 100.0% 100.0% 0.0% 0.0% 0.0%

4. PATIENT MIX - DETOX
a. Percent of Total Revenue

b. Percent of Equivalent Inpatient Days
Total MSGA

ALTERNATIVE TABLE J. REVENUES & EXPENSES, UNINFLATED - NEW FACILITY OR SERVICE - DETOX - 15% Charity Care - Earleville 
 Dec. 21, 2015
INSTRUCTION : After consulting with Commission Staff, complete this table for the new facility or service (the proposed project). Table J should reflect 
current dollars (no inflation). Projected revenues and expenses should be consistent with the projections in Table I and with the costs of Manpower listed 
in Table L. Manpower. Indicate on the table if the reporting period is Calendar Year (CY) or Fiscal Year (FY). In an attachment to the application, provide 
an explanation or basis for the projections and specify all assumptions used. Applicants must explain why the assumptions are reasonable. Specify the 
sources of non-operating income. 

Projected Years (ending at least two years after project completion and full occupancy) Add years, 
if needed in order to document that the hospital will generate excess revenues over total expenses 

consistent with the Financial Feasibility standard.  

1. REVENUE - DETOX

2. EXPENSES - DETOX

 3. INCOME - DETOX 



Calendar Year 2015 2016 2017 2018

 a. Inpatient Services -$                  -$                  26,173,350$ 29,577,319$ 
 b. Outpatient Services 

 Gross Patient Service Revenues -$                 -$                 26,173,350$ 29,577,319$ -$                 -$                 -$                 

 c. Allowance For Bad Debt -$                  -$                  521,446$      589,262$      
 d. Contractual Allowance 19,220,738$ 21,720,487$ 
 e. Charity Care -$                  -$                  964,675$      1,090,135$   

 Net Patient Services Revenue -$                 -$                 5,466,491$   6,177,435$   -$                 -$                 -$                 

 f. Other Operating Revenues 
(Specify/add rows of needed) 

 NET OPERATING REVENUE -$                 -$                 5,466,491$   6,177,435$   -$                 -$                 -$                 

 a. Salaries & Wages (including benefits) -$                  -$                  1,615,732$   1,760,607$   

 b. Contractual Services -$                  -$                  118,510$      132,289$      
 c. Interest on Current Debt -$                  -$                  -$                  -$                  
 d. Interest on Project Debt -$                  -$                  -$                  -$                  
 e. Current Depreciation -$                  -$                  -$                  -$                  
 f. Project Depreciation -$                  -$                  -$                  -$                  
 g. Current Amortization -$                  -$                  -$                  -$                  
 h. Project Amortization -$                  -$                  -$                  -$                  
 i. Supplies -$                  -$                  6,507$          7,264$          
 j. Administrative/office expenses -$                  -$                  689,151$      751,269$      
 k. Facilities expenses (repairs & 
maintenance, rent, real estate taxes, 
utilities 

-$                  -$                  816,725$      823,574$      

 l. Food -$                  -$                  334,051$      372,892$      
 m. Marketing expense -$                  -$                  185,322$      206,869$      
 n. Liability insurance -$                  -$                  26,722$        29,829$        
 o. Other Expenses: Licensing & legal 
expenses  -$                  -$                  17,945$        20,032$        

 TOTAL OPERATING EXPENSES -$                  -$                  3,810,665$   4,104,625$   -$                  -$                  -$                  

 a. Income From Operation -$                  -$                  1,655,826$   2,072,810$   -$                  -$                  -$                  

 b.  Non-Operating Income 

 SUBTOTAL -$                 -$                 1,655,826$   2,072,810$   -$                 -$                 -$                 

c. Income Taxes

NET INCOME (LOSS) -$                 -$                 1,655,826$   2,072,810$   -$                 -$                 -$                 

    1) Medicare 0.0% 0.0% 0.0% 0.0%
    2) Medicaid 0.0% 0.0% 0.0% 0.0%
    3) Blue Cross 0.0% 0.0% 0.0% 0.0%
    4) Commercial Insurance 0.0% 0.0% 19.5% 19.5%
    5) Self-pay 0.0% 0.0% 80.5% 80.5%
    6) Other 0.0% 0.0% 0.0% 0.0%

TOTAL 0.0% 0.0% 100.0% 100.0% 0.0% 0.0% 0.0%

    1) Medicare 0.0% 0.0% 0.0% 0.0%
    2) Medicaid 0.0% 0.0% 0.0% 0.0%
    3) Blue Cross 0.0% 0.0% 0.0% 0.0%
    4) Commercial Insurance 0.0% 0.0% 25.0% 25.0%
    5) Self-pay 0.0% 0.0% 60.0% 60.0%
    6) Other 0.0% 0.0% 15.0% 15.0%

TOTAL 0.0% 0.0% 100.0% 100.0% 0.0% 0.0% 0.0%

4. PATIENT MIX
a. Percent of Total Revenue

b. Percent of Equivalent Inpatient Days

ALTERNATIVE TABLE K. REVENUES & EXPENSES, INFLATED - NEW FACILITY OR SERVICE - DETOX - 15% Charity Care - Earleville - 
Dec. 21, 2015

INSTRUCTION : After consulting with Commission Staff, complete this table for the new facility or service (the proposed project). Table K should 
reflect inflation. Projected revenues and expenses should be consistent with the projections in Table I. Indicate on the table if the reporting period is 
Calendar Year (CY) or Fiscal Year (FY). In an attachment to the application, provide an explanation or basis for the projections and specify all 
assumptions used. Applicants must explain why the assumptions are reasonable.

Projected Years (ending at least two years after project completion and full occupancy) Add years, 
if needed in order to document that the hospital will generate excess revenues over total expenses 

consistent with the Financial Feasibility standard.  

1. REVENUE

2. EXPENSES

 3. INCOME 



EXHIBIT 37 



Table 1 
2010 and projected 2014, 2019 Population 

Eastern Shore Region 

 

Cecil County, MD Caroline County, MD  Somerset County, MD 

2014 2019 2014 2019 2014 2019

18‐19 2,676 2,620 18‐19 799 808 18‐19 973 967

20‐24 6,406 5,668 20‐24 1,922 1,555 20‐24 3,276 3,091

25‐34 12,638 13,766 25‐34 4,184 4,096 25‐34 3,515 3,574

35‐44 13,062 13,145 35‐44 4,054 4,256 35‐44 3,006 3,077

45‐54 16,151 15,060 45‐54 4,795 4,296 45‐54 3,416 3,061

55‐64 14,101 15,381 55‐64 4,483 4,617 55‐64 3,317 3,326

65‐74 8,751 10,598 65‐74 2,883 3,300 65‐74 2,382 2,722

75‐84 3,769 4,440 75‐84 1,395 1,529 75‐84 1,187 1,333

85+ 1,433 1,555 85+ 583 586 85+ 493 513

Total 18+ 78,987 82,233 Total 18+ 25,098 25,043 Total 18+ 21,565 21,664

Kent County, MD Dorchester County, MD  RCA Calculated E. Shore Region Population (18+)

2014 2019 2014 2019 2010

18‐19 580 1,092 18‐19 733 748 Cecil  75,753

20‐24 1,640 1,470 20‐24 1,891 1,651 Kent  16,649

25‐34 2,030 1,981 25‐34 3,846 3,917 Queen Anne's  36,424

35‐44 1,851 1,927 35‐44 3,628 3,740 Talbot 30,407

45‐54 2,667 2,293 45‐54 4,807 4,262 Caroline  24,719

55‐64 3,070 3,134 55‐64 5,006 5,258 Dorchester  25,550

65‐74 2,673 2,832 65‐74 3,695 4,210 Wicomico 76,638

75‐84 1,411 1,629 75‐84 1,949 2,236 Worcester 42,031

85+ 759 783 85+ 824 864 Somerset  22,005

Total 18+ 16,681 17,141 Total 18+ 26,379 26,886 Total  350,176

Queen Anne's County, MD  Wicomico County, MD 

2014 2019 2014 2019 RCA Calculated E. Shore Region Population (18+)

18‐19 2,134 1,999 18‐19 3,458 3,473 2014 2019

20‐24 4,002 4,422 20‐24 8,874 7,889 Cecil  78987 82233.4

25‐34 7,800 9,014 25‐34 13,620 14,304 Kent  16681 17141.24

35‐44 10,918 9,807 35‐44 11,139 11,670 Queen Anne's  67094 70961.2

45‐54 13,999 13,849 45‐54 13,016 11,881 Talbot 31378.8 32098.8

55‐64 12,142 13,353 55‐64 12,518 12,974 Caroline  25097.8 25042.6

65‐74 9,159 10,707 65‐74 8,290 9,687 Dorchester  26378.8 26886

75‐84 4,951 5,549 75‐84 4,211 4,915 Wicomico 77079.4 78861.2

85+ 1,989 2,261 85+ 1,953 2,068 Worcester 63643 63958.2

Total 18+ 67,094 70,961 Total 18+ 77,079 78,861 Somerset  21565.2 21664.2

Total  407,905 418,847

Talbot County, MD  Worcester County, MD 

2014 2019 2014 2019

18‐19 775 813 18‐19 1,966 1,917

20‐24 1,872 1,642 20‐24 5,701 5,153

25‐34 3,796 3,968 25‐34 8,493 8,597

35‐44 3,767 3,751 35‐44 8,122 8,127

45‐54 5,321 4,809 45‐54 10,785 9,640

55‐64 5,891 6,216 55‐64 11,593 11,934

65‐74 5,448 5,806 65‐74 9,841 10,813

75‐84 3,113 3,617 75‐84 5,235 5,764

85+ 1,396 1,477 85+ 1,907 2,013

Total 18+ 31,379 32,099 Total 18+ 63,643 63,958



Figure 2 
Major Cities and Towns within 30 Miles of Facility 

 
 



Table 5 
Earleville Catchment Area, 2014 

 

 

Table 6 
Earleville Catchment Area, 2019 

 
 
 
 

2014 Estimate MD 2014 Population Not MD Calc 

RCA MD 

Catchment 

Total Market Area 20,523,245                  258,632            

18‐24 1,409,636                    24,292              

25‐34 2,773,014                    32,548              

35‐44 2,323,322                    32,093              

45‐54 2,954,304                    37,398              

55‐64 2,643,504                    34,485              

65‐74 1,666,964                    24,501              

75‐84 866,986                       13,605              

85+ 416,572                       6,260                

Total Population over 18 15,054,302                  4,612,691                                       205,182             4,407,509           

2019 Estimate MD 2019 Population Not MD Calc 

RCA MD 

Catchment 

Total Market Area 21,233,164                  262,485            

18‐24 1,828,473                    22,717              

25‐34 2,867,537                    33,759              

35‐44 2,744,461                    31,696              

45‐54 2,770,481                    34,654              

55‐64 2,828,370                    36,280              

65‐74 1,989,971                    28,327              

75‐84 997,857                       15,477              

85+ 443,257                       6,534                

Total Population over 18 16,470,407                  4,793,500                                      209,444             4,584,056           



Corrected Modified Table 7 
Regional ICF Bed Need Projection 

Eastern Shore, Maryland 

 

(1) 2013 National Health Interview Survey – CDC 
(2) Maryland’s Department of Planning database and Data Analysis 
(3) Numbers based off ESRI data 
(4) Number of existing beds modified to reflect 41% detox assumption. See Corrected Modified Table 4, supra. 
 

MD 2010

Population(2)
RCA 2014 

Population(3)
RCA 2019 

Proj. Pop.(3)

Projected Population for 18 Years and older  350,176          407,905        418,847      

a Estimated # of privately insured(1) 64.2% 224,813          261,875        268,900      

b Estimated # of Substance Abuse Users  8.64% 19,424            22,626          23,233        

c1 Estimated Annual Target Population  25.00% 4,856               5,657            5,808           

c2 Estimated # requiring Treatment  95.00% 4,613               5,374            5,518           

d Estimated Population requiring ICF (15‐30%)

d1 Min % 15.00% 692                  806                828              

d2 Max % 30.00% 1,384               1,612            1,655           

e Estimated Range requiring Readmission 

e1 Min % 10.00% 69                   81                  83                

e2 Max % 10.00% 138                  161                166              

f Range of Adults requiring ICF Care

Min = (d1+e1) 761                  887                910              

Max = (d2+e2) 1,522               1,773            1,821           

g Gross # of Adult ICF Bed Needed

g1 Min = ((f*14 ALOS))/365)/0.85 14 34                   40                  41                

g2 Max = ((f*14 ALOS))/365)/0.85 14 69                   80                  82                

h Existing Non‐Funded Inventory ICF beds(4) 31                   31                  31                
i Net Private ICF Bed Needed 

Min =  (g1‐h) 3                     9                    10                
Max = (g2‐h) 38                   49                  51                



Table 8 
RCA ICF Beds Requested 
Eastern Shore, Maryland 

Distributed among Maryland and out-of-State Patients 
 

 
 

RCA Requested Detox / Assessment Beds  Total 

Earleville, MD  21                  

Total Detox / Assesment Beds  21

2014

Individuals 18 + in facility catcment area 15,054,302  
Individuals 18 + in MD in facility catchment area 4,528,933    

% of patients from MD in catchment area 30.1%

Detox / Assement Beds for MD Residents 7                    

2019

Individuals 18 + in facility catcment area 16,470,407  
Individuals 18 + in MD in facility catchment area 4,584,056    

% of patients from MD in catchment area 27.8%

Detox / Assement Beds for MD Residents 6                    

RCA Requested Detox / Assesment Beds to serve MD population  2014 2019

Earleville, MD  7                              6                   

Total Detox / Assesment Beds  7                              6                   



Corrected Modified Table 10 
ICF Bed Need Projection 

Maryland State 

 

 
(1) 2013 National Health Interview Survey – CDC 
(2) Maryland’s Department of Planning database and Data Analysis 
(3) Numbers based off ESRI data 
(4) Number of existing beds modified to reflect 41% detox assumption.  See Modified Table 9, supra. 

MD 2010 

Population(2) 
MD  2014 

Population(3)

MD 2019 

Projected 

Population(3)

MD Population for 18 Years and older  4,420,588      4,612,691       4,793,500       

E. Shore Region Population for 18 Years and older  350,176       407,905         418,847          

MD Population 18 and older excluding E. Shore Region 4,070,412    4,204,786      4,374,653      

a Estimated # of privately insured  
(1)

64.2% 2,613,205    2,699,472      2,808,527      

b Estimated # of Substance Abuse Users  8.64% 225,781       233,234         242,657          

c1 Estimated Annual Target Population  25.00% 56,445         58,309           60,664            

c2 Estimated # requiring Treatment  95.00% 53,623           55,393            57,631             

d Estimated Population requiring ICF (12.5‐15%)

d1 Min % ‐ All Regions excluding E. Shore  12.50% 6,703           6,924              7,204              

d2 Max % ‐ All Regions excluding E.Shore 15.00% 8,043           8,309              8,645              

d3 Min % ‐ E. Shore Region 15.00% 692               806                 828                 

d4 Max % ‐ E. Shore Region  30.00% 1,384           1,612              1,655              

e Estimated Range requiring Readmission 

e1 Min % 10.00% 739               773                 803                 

e2 Max % 10.00% 943               992                 1,030              

f Range of Adults requiring ICF/CD Care

Min = (d1+d3+e1) 8,134             8,503               8,835               

Max = (d2+d4+e2) 10,370           10,913            11,330             

g Gross # of Adult ICF Bed Needed

g1 Min = ((f*14 ALOS))/365)/0.85 367               384                 399                 

g2 Max = ((f*14 ALOS))/365)/0.85 468               492                 511                 

h Existing Non‐Funded Inventory ICF/CD beds 
(4)

92                   92                    92                     

i Net Private ICF/CD Bed Needed 

Min =  (g1‐h) 275              292                 307                 

Max = (g2‐h) 376              400                 419                 



Modified Table 12 
Neighboring Providers 

 
 
Source: Applicant phone calls to facilities and SAMHSA Treatment Locator 
(1) Applicant assumed that Maryland ICF facilities use 41% of their licensed beds for detox 
(2) Facility identified number of beds used for detox via phone 

Name of Facility City
Total 

Beds

Detox 

Offered

Detox 

Beds

Private Pay Daily 

Rate

Distance from 

Facility (mi)

1 Williamsville Wellness Hanover, VA 16 No 0 $833 182

2 Sagebrush Great Falls, VA N/Av N/Av N/Av $1,167 113

3 Warwick Manor 1 East New Market, MD 42 Yes 17 N/Av 71

4 Father Martin's Ashley  1 Havre De Grace, MD 100 Yes 41 $857 32

5 Mountain Manor 1 Emmitsburg, MD 46 Yes 19 $245 120

6 Hudson Health Services 1 Salisbury, MD 33 Yes 14 $575 88

7 Anchor of Walden 1 Charlotte Hall, MD 20 Yes 8 N/Av  124

8 I'm Still Standing By Grace 2 Baltimore, MD 42 Yes 12 N/ Av 72

9 Clarity Way Hanover, PA 23 Yes 7 $1,000 89

10 Caron Treatment Centers Adult P.C. Serv. Wernersville, PA 257 Yes 10 $1,167 76

11 Retreat: Lancaster Lancaster, PA 150 Yes 40 $1,000 64

12 Malvern Institute (two locations) Malvern & Willow Grove, PA 172 Yes 42 $680 61

13 Mirmount Media, PA 115 Yes 33 $625 59

14 Meadowwood New Castle, DE 58 Yes N/Av $800 30

Total / Average 1074 243



EXHIBIT 38 



  780 Third Avenue
37th floor 
New York, NY 10017 

T: 212-551-1600
www.deerfield.com 

 

Jonathan Isler 
Chief Financial Officer 
Deerfield Management Company, L.P. 
780 Third Ave, 37th Floor 
New York, NY 10017 
 

December 8, 2015    CONFIDENTIAL TREATMENT REQUESTED 

Mr. Ben Steffen 
Health Facilities Coordination Officer 
Maryland Health Care Commission 
4160 Patterson Avenue 
Baltimore, Maryland  21215 

Re:   $231.5 million financing 

Dear Mr. Steffen, 

At the request of our partner, Recovery Centers of America, we would like to confirm to the Commission 
that Deerfield Management entered into a financing transaction with Recovery Centers of America on May 
12, 2015.  Pursuant to this transaction, Deerfield Private Design Fund III, L.P. has agreed to provide 
Recovery Centers of America with up to $231.5 million in financing.  Such amount includes over $67 million 
dollars specially earmarked for the acquisition and construction of the three subject properties in 
Maryland.  We look forward to helping address what we believe to be a shortage of addiction treatment 
beds within the state of Maryland.  Please feel free to reach out to one of our partners, Leslie Henshaw 
(212.922.1345), who is managing this investment on the firm’s behalf should you require further 
clarification. 

Sincerely, 

DEERFIELD MANAGEMENT COMPANY, L.P. (Series C) 
By: Flynn Management LLC, its General Partner 
 

 

_____________________________ 
Name: Jonathan Isler 
Title: CFO & Authorized Signatory 
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