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Foreword 

Foreword
 

This Executive Summary is a synthesis of 
findings from data prepared by 20 CEWG repre­
sentatives for the 63rd semiannual meeting of the 
Community Epidemiology Work Group (CEWG) 
held in Ft. Lauderdale, Florida, on January 23–25, 
2008, under the sponsorship of the National Insti­
tute on Drug Abuse (NIDA). The focus of the meet­
ing, stemming from emerging issues discussed at the 
June 2007 meeting, was on stimulant drugs, espe­
cially cocaine, methamphetamine, and MDMA, and 
the nonmedical use of prescription drugs, including 
narcotic analgesics and benzodiazepines. CEWG 
representatives were also asked to provide updates 
on data and issues pertaining to marijuana, heroin, 
and club drugs and to discuss emerging drug abuse 
trends and issues in their local areas. 

At the opening of the meeting, Patricia Kramer, 
Circuit 17 Program Supervisor, Florida Department 
of Children and Families, Substance Abuse and 
Mental Health, provided participants an overview 
of the services provided to substance abusers in 
Broward County, Florida. Ms. Kramer also under­
scored the vital role that drug epidemiologists serve 
in enabling policymakers to be proactive rather 
than reactive to drug trends and patterns of abuse. 
For the January 2008 meeting, CEWG representa­
tives prepared first half of 2007 calendar year and/ 
or fiscal year 2007 data on patterns and trends in 
drug abuse in their areas, as available. The primary 
emphasis of the meeting was on pursuing, discuss­
ing, reviewing, and providing updates on drug 
abuse issues that emerged from the June 2007 delib­
erations, for which calendar year 2006 data were 
generally reported. Two international presentations 
described drug abuse trends and patterns in Canada 
and South Africa, respectively. 

Through focused discussions at the CEWG 
meetings, participants reported on, shared insight 
about, and reviewed… 

•	 What	was	learned	about	drugs	patterns	and	trends	 
and emerging drug problems from available data 
sources 

•	 Issues	 related	 to	 data	 sources,	 including	 meth­
odologies, strengths and limitations, and ways of 
assessing and reporting relevant findings 

•	 What	was	learned	from	local	sources	of	informa­
tion, such as key informants 

•	 The	emerging	questions	and	issues	 

The information from the CEWG network pre­
sented in this report includes an overview section 
featuring cross-area comparisons of drug abuse pat­
terns and trends in 20 CEWG areas. The findings are 
taken from the CEWG representatives’ papers and 
their slide presentations at the meeting and from 
Federal data sources (DEA; NFLIS; and SAMHSA, 
OAS, DAWN Live!). The Update Briefs from the 
CEWG members are presented in the second section 
of this report and provide the reader with a snapshot 
of the variations in local drug abuse patterns and 
trends in the CEWG areas and any emerging issues 
in drug abuse. Data and information supplemental 
to the meeting presentations and discussions have 
been included as appropriate. 

The report presents data relevant to the abuse 
of cocaine/crack, heroin, opiates/narcotic analgesics 
(other than heroin), methamphetamine, marijuana, 
club drugs, phencyclidine (PCP), other hallucino­
gens, and benzodiazepines. Data sources include 
those from law enforcement, treatment, and medi­
cal care facilities; population-based surveys; and 
ethnographic studies. The information published 
after each CEWG meeting represents findings from 
CEWG area representatives across the Nation, 
which are supplemented by national data and by 
special presentations at each meeting. Publications 
are disseminated to drug abuse prevention and 
treatment agencies, public health officials, research­
ers, and policymakers. The information is intended 
to alert authorities at the local, State, regional, and 
national levels, and the general public to current 
conditions and potential problems so that appropri­
ate and timely action can be taken. Researchers also 
use the information to develop research hypotheses 
that might explain social, behavioral, and biological 
issues related to drug abuse. 

Moira P. O’Brien 
Division of Epidemiology, Services and Prevention Research 
National Institute on Drug Abuse 
National Institutes of Health 
Department of Health and Human Services 
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Section I. Introduction
 

The 63rd semiannual meeting of the Com­
munity Epidemiology Work Group (CEWG) was 
held on January 23–25, 2008, in Ft. Lauderdale, 
Florida. During the meeting, researchers from 20 
geographically dispersed areas in the United States 
reported on current trends and emerging issues 
in their areas. In addition to the information pro­
vided by 18 sentinel areas that have contributed 
to the network for many years, guest researchers 
from Cincinnati and Maine provided data from 
their respective areas, as did international rep­
resentatives from Canada and South Africa. The 
following highlights and summary are based on 
these reports. 

The CEWG Network 

The	 CEWG	 is	 a	 unique	 epidemiology	 network	 
that has functioned for 32 years as a drug abuse 
surveillance system to identify and assess cur­
rent and emerging drug abuse patterns, trends, 
and issues, using multiple sources of information. 
Each source provides information about the abuse 
of particular drugs, drug-using populations, and/ 

or different facets of the behaviors and outcomes 
related to drug abuse. The information obtained 
from each source is considered a drug abuse indi­
cator. Typically, indicators do not provide esti­
mates of the number (prevalence) of drug abusers 
at any given time or the rate at which drug-abus­
ing populations may be increasing or decreasing 
in size. However, indicators do help to character­
ize drug abuse trends and different types of drug 
abusers (such as those who have been treated in 
emergency rooms, admitted to drug treatment 
programs, or died with drugs found in their bod­
ies). Data on items submitted for forensic chemi­
cal analysis serve as indicators of availability 
of different substances and engagement of law 
enforcement at the local level, and data such as 
drug price and purity are indicators of availability, 
accessibility, and potency of specific drugs. Drug 
abuse indicators are examined over time to moni­
tor the nature and extent of drug abuse and asso­
ciated problems within and across geographic 
areas. The 20 participating areas are depicted in 
the map below. 
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San Diego 

Washington, DC 

Boston 

Honolulu 

Texas 

Seattle 

Phoenix 

Denver 

Detroit 

Chicago 

St. Louis 

Philadelphia 

Atlanta 
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The Functions of CEWG Meetings 

The CEWG convenes semiannually. The semi­
annual meetings continue to be a major and 
distinguishing feature of the CEWG. CEWG rep­
resentatives and guest researchers present infor­
mation on drug abuse patterns and trends in their 
areas through formal presentations, using slides 
to present graphical data and maps. Personnel 
from Federal agencies provide updates of data sets 
used	by	the	CEWG.	Time	is	set	aside	for	question-
and-answer periods and discussion sessions. The 
meetings provide a foundation for continuity in 
the monitoring and surveillance of current and 
emerging drug problems and related health and 
social	consequences.	 

Through the meetings, the CEWG accom­
plishes the following: 

•	Dissemination	of	the	most	up-to-date	informa­
tion on drug abuse patterns and trends in each 
CEWG area 

•	 Identification	of	changing	drug	abuse	patterns	 
and trends within and across CEWG areas 

•	Planning	 for	 followup	 on	 identified	 problems	 
and emerging drug abuse problems 

Through ongoing research at State, city, and 
community levels; the semiannual meetings; and 
several exchange mechanisms including e-mail 
and conference calls, CEWG representatives 
maintain a multidimensional perspective from 
which to access, analyze, and interpret drug-
related phenomena and change over time. At the 
semiannual meetings, CEWG representatives 
address issues identified in prior meetings and, 
subsequently,	 identify	 drug	 abuse	 issues	 for	 fol­
lowup in the future. 

Presentations by each CEWG representative 
include	a	compilation	of	quantitative	drug	abuse	 
indicator data. Many representatives go beyond 
publicly	accessible	data	and	provide	a	unique	local	 
perspective	 obtained	 from	 qualitative	 research.	 
Information is often obtained from local sub­
stance abuse treatment providers and administra­
tors, personnel of other health-related agencies, 

medical examiners, poison control centers, law 
enforcement officials, and drug abusers. 

Time at each meeting is devoted to presenta­
tions by invited speakers. These special sessions 
typically focus on the following: 

•	Presentations	by	researchers	in	the	CEWG	host	 
city 

•	Presentations	by	a	panel	of	experts	on	a	current	 
or emerging drug problem identified in prior 
CEWG meetings 

•	Updates	by	Federal	personnel	on	key	data	sets	 
used by CEWG representatives 

•	Drug	 abuse	 patterns	 and	 trends	 in	 other	 
countries 

Identification of changing drug abuse 
patterns is part of the discussions at each CEWG 
meeting. Through this process, CEWG represen­
tatives can alert one another to the emergence of 
a potentially new drug of abuse that could spread 
from	one	area	to	another.	The	CEWG	is	uniquely	 
positioned to bring crucial perspectives to bear 
on urgent drug abuse issues in a timely fashion 
and to illuminate their various facets within the 
local context through its semiannual meetings 
and postmeeting communications. 

Planning for followup on issues and prob­
lems identified at a meeting is initiated during 
discussion sessions at meetings, with postmeet­
ing planning continuing through e-mails and 
conference calls as needed. Postmeeting commu­
nications assist in formulating agenda items for 
a	 subsequent	 meeting,	 and	 they	 also	 raise	 new	 
issues for exploration at the next meeting. 

The agenda for the January 2008 meeting 
was patterned after previous CEWG meetings. 
Officials from the host city tendered an overview 
of the services provided to substance abusers in 
Broward County, Florida. A community coalition 
leader and officers from local and Federal enforce­
ment agencies discussed drug trafficking and 
supply-side information in South Florida and the 
southeastern United States. Staff from the Drug 
Enforcement Administration (DEA) provided an 
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update on data sources for identifying emerging 
drugs of concern. Guest researchers from Canada 
and South Africa presented information on drug 
abuse patterns and trends in their countries. 

At a special workshop session on reporting 
and presenting indicator data, a guest researcher 
from Indiana University–Purdue University Indi­
anapolis outlined GIS/Mapping approaches; an 
official from the DEA provided guidance on the 
use of average drug price and purity data; and a 
guided discussion was held to identify concep­
tual and practical issues in accessing, compiling, 
and reporting drug abuse indicator data as well as 
measuring and attributing change over time. The 
workshop and discussions led to clarification of 
issues to be addressed at the next CEWG meeting. 

Data Sources 

To assess drug abuse patterns and trends, city- and 
State-specific data were compiled from a variety 
of health and other drug abuse indicator sources. 
Such sources include public health agencies; 
medical and treatment facilities; ethnographic 
research; key informant discussions; criminal 
justice, correctional, and other law enforcement 
agencies;	 surveys;	 and	 other	 sources	 unique	 to	 
local areas. 

Drug abuse indicators include but are not 
limited to the following: 

•	Primary	substance	of	abuse	or	primary	reason	 
for treatment admission reported by clients at 
admission to drug abuse treatment programs 

•	Drug-related	 emergency	 department	 reports	 
of drugs mentioned in emergency department 
records in the DAWN Live! data system 

•	Seizure,	 average	 price,	 average	 purity,	 and	 
related data obtained from the DEA and from 
State and local law enforcement agencies 

•	Drug-related	deaths	reported	by	medical	exam­
iner (ME)/local coroner offices or State public 
health agencies 

•	Arrestee	 urinalysis	 results	 based	 on	 data	 col­
lected by local criminal justice agencies 

Because the annual January meetings occur 
before a full set of recent calendar year (CY) data 
is available from most surveillance and data col­
lection systems, these reports rely upon data for 
the first half of the calendar year (here, 2007) and 
occasionally on fiscal year data (generally, but not 
always, from October of a year through September 
of	 the	subsequent	year).	Efforts	are	underway	to	 
make the time period reporting more uniform and 
comparable across CEWG areas and meetings. 

Primary sources of data used by the CEWG 
and presented in this Executive Summary are sum­
marized below, along with some caveats related 
to their use and interpretation. The terminology 
which a particular data source uses to character­
ize a drug, for example, marijuana versus canna­
bis, is replicated here. 

Treatment data are from CEWG area 
reports. For this report, they represent data for 13 
CEWG metropolitan areas and 2 states, Texas and 
Hawai’i. Recent or complete treatment admis­
sions data were not available for Broward County, 
Maine, and Washington, DC. Half-year calendar 
year data were not available for Cincinnati or 
Atlanta, although fiscal year (FY) 2007 data were 
provided. Data for FY 2006 were reported for San 
Francisco in the June 2007 Highlights and Execu­
tive Summary report. Table 1 shows overall treat­
ment admissions data by drug and CEWG area, 
for which 2 CEWG areas provided FY 2007 data, 
as noted, and 13 provided data for the first half 
(H1) of Calendar Year (CY) 2007. Tables 2 and 3 
also display cross-area treatment admissions data, 
along with several tables in Section IV. 

Drug Abuse Warning Network (DAWN) 
emergency department (ED) data were pre­
sented in some CEWG Update Briefs, in Figures 
17 and 18, and in Appendix Table 3 as shown later. 
These represent first half (H1) calendar year 2007 
unweighted drug reports or mentions. These are 
accessed through DAWN Live!, a restricted-access 
online	 data	 query	 system	 administered	 by	 the	 
OAS. They are available for 11 of the 20 CEWG 
areas reporting for the January 2008 meeting. 
A full description of the DAWN system can be 
found at <http://dawninfo.samhsa.gov>. 
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Forensic laboratory data for a total of 19 
CEWG areas were available for the 2007 Federal 
fiscal year, which extends from October 1, 2006, 
through September 20, 2007. Data for 18 CEWG 
metropolitan areas in FY 2007 were provided by 
the National Forensic Laboratory Information 
System (NFLIS), maintained by the DEA. Texas 
NFLIS forensic laboratory data for 2007, which 
is confined to data reported by the Texas Depart­
ment of Public Safety, were accessed by the Texas 
CEWG area member to maintain consistency over 
time. All data are based on State and local forensic 
laboratory analyses of items identified from drug 
seizures by law enforcement authorities. Bos­
ton also reports forensic drug seizure data from 
the Massachusetts Department of Public Health 
Drug Analysis Laboratory to supplement NFLIS 
reports. A map displaying NFLIS data for FY 2007 
for 19 CEWG areas is included as Figure 16, while 
a number of tables, including Table 1 and Appen­
dix Tables 2.1 through 2.19, as well as several text 
tables, are provided to display the data on foren­
sic laboratory drug items identified for the period 
across areas. CEWG Update Briefs also include 
NFLIS data for CEWG areas. 

Average price and purity data for heroin 
for CEWG metropolitan areas in CY 2006 (the 
most recent period available) are from DEA’s 
report, 2006 Heroin Domestic Monitor Program 
(DMP), published September 2007. Cocaine/ 
crack and methamphetamine price and purity 
data for CY 2006 are from DEA’s Office of Domes­
tic Intelligence, Domestic Strategic Intelligence 
Unit report, 2005–2006 Price and Purity Data 
National Ranges in U.S. Dollars, published Octo­
ber 4, 2007. Average price data come from the 
DEA’s Quarterly Trends in Trafficking Reports and 
reflect average prices throughout the entire field 
divisions, not the specific cities. Average purity 
data were only available for the Nation through 
the DEA’s System To Retrieve Information on 
Drug Evidence (STRIDE). Data are included for 
the following CEWG sites/areas: Atlanta, Boston, 
Chicago, Dallas, Denver, Detroit, Los Angeles, 
Miami, New York City, Philadelphia, Phoenix, 
San Diego, San Francisco, Seattle, St. Louis, and 

Washington, DC. Some data were not reported by 
the DEA for Phoenix, Denver, and San Francisco. 

Local drug-related mortality data from 
medical examiners/coroners (ME/Cs) were re­
ported for the first half of 2007 for 14 CEWG 
areas, including Atlanta; Miami/Dade/Broward 
County, Florida; Maine; Texas; Denver; Detroit; 
Cincinnati; Honolulu; Minneapolis/St. Paul; St. 
Louis; San Diego; Seattle; and Philadelphia. 

Other data cited in this report are local data 
accessed and analyzed by CEWG representatives. 
The sources include local law enforcement (e.g., 
data on drug arrests); local DEA offices; drug price 
data from the National Drug Intelligence Center 
(NDIC), U.S. Department of Justice (2007); High 
Intensity Drug Trafficking (HIDTA) reports; poi­
son control centers and help lines; local and State 
surveys; and key informants and ethnographers. 

A Note to the Reader—Caveats 

Local comparisons are limited, or must be made 
with caution, for the following indicators: 

Treatment Admissions—Many variables 
affect treatment admission numbers, includ­
ing program emphasis, capacity, data collection 
methods, and reporting periods, so that changes 
in admissions bear a complex relationship to drug 
abuse prevalence. Treatment data on primary 
abuse of specific drugs in this report represent 
percentages of total admissions, both includ­
ing and excluding primary alcohol admissions. 
However, to increase comparability with other 
data that are confined to illicit drug use (DEA, 
NFLIS) or which do not systematically include all 
alcohol-related reports or visits (SAMHSA, OAS, 
DAWN), percentage distributions based on total 
treatment admissions by drug excluding primary 
alcohol admissions are used for most cross-area 
comparisons to approximate illicit drug admis­
sions. It should be noted that in Section II of this 
report, in the Update Briefs from CEWG areas, the 
percentages of treatment admissions for different 
drug groups may include primary alcohol admis­
sions in the denominator, as do text and tables in 
the cross-area comparison section of this report. 
Data on demographic characteristics (gender, 
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race/ethnicity, age) and route of administration of 
particular drugs were provided for some CEWG 
areas. The numbers of admissions for alcohol and 
other drugs in the first half of 2007 time period 
are presented for the 15 CEWG areas in Tables 2 
and 3 and Appendix Table 1. Treatment data are 
not totally comparable across CEWG areas, and 
differences are noted insofar as possible. Treat­
ment numbers may be subject to change until 
a calendar year for the treatment data system is 
closed. 

ED Drug Reports—Because the DAWN 
Live! reports represent unweighted numbers 
of ED visits, they cannot be compared across 
CEWG areas or across data collection years, and 
estimates may change after cases are reviewed for 
quality	control.	Percentages	are	calculated	based	 
on two totals: major substances of abuse and the 
subcategory opiates/opioids. 

Forensic Laboratory Drug Items Iden­
tified—There are differences in local/State lab 
procedures and law enforcement practices across 
areas, making area comparisons inexact. Also, 
the data cannot be used for prevalence estimates, 
because they are not adjusted for population size. 
They are reported as the percentage that each drug 
represents in the total drug items identified by 
forensic laboratories in a CEWG area, and cases 
are assigned to a geographic area by the location 
of the seizure event, not the laboratory. Because 
the method of case assignment for the data pro­
vided by DEA to the CEWG has changed recently 
to assignment based on the geographic location 
from which items were submitted for identifica­
tion rather than the location of the laboratory 
which performed the item identification, the 
NFLIS data cannot be compared with past years 
of data presented in prior CEWG reports. 

Deaths—Mortality data typically represent 
the presence of a drug detected in a decedent 
rather than overdose deaths. The mortality data 
are not comparable across areas because of varia­
tions in methods and procedures used by ME/Cs. 
Drugs may cause a death, be detected in a death, 
or simply relate to a death in an unspecified way. 
Multiple drugs may be identified in a single case, 

with each reported in a separate drug category. 
Definitions associated with drug deaths vary. 
Common reporting terms include “drug-related,” 
“drug-detected,” “drug-induced,” “drug-caused,” 
and “drug-involved.” These terms may have dif­
ferent meanings in different areas of the country, 
and their meaning may depend upon the local 
reporting standards and definitions. Cross-area 
tabulations of mortality drug abuse indicators are 
not included in this report, although a number of 
area Update Briefs utilize such data. 

Arrest and Seizure Data—The number of 
arrests	and	quantities	of	drugs	seized	often	reflect	 
enforcement policy and resources rather than 
level of abuse. Only a few CEWG areas report 
these data at the present time due to concerns 
about validity as well as lack of availability. 

The following methods were applied to facili­
tate local area comparisons: 

•	Local	areas	vary	in	their	reporting	periods.	Some	 
indicators reflect fiscal periods that may differ 
among local areas. In addition, the timelines of 
data vary, particularly for death and treatment 
indicators. Spatial units defining a CEWG area 
in different data sources may also differ. Care has 
been taken to delineate the definition of the geo­
graphic unit under study for each data source, 
whether it be a single metropolitan county, a 
Metropolitan Statistical Area (MSA), or some 
subset of counties in an MSA. In some instances, 
data were compiled by region defined by the 
U.S. census as northeastern, southern, midwest­
ern, and western regions. Texas is included in 
the southern region in this report, but in future 
reports, it will be included in the western region 
based on member recommendations. 

•	 In	Section	II	of	this	report,	percentages	for	treat­
ment program admissions are calculated and 
presented in two ways: excluding primary alco­
hol admissions from the total on which the per­
centages are based, and including admissions in 
which alcohol was reported as the primary drug 
of abuse in the total on which percentages are 
based. 
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•	Most	treatment	data	in	the	cross-area	compari­
son section of this report cover the first half of 
CY 2007. 

•	All	ED	data	are	based	on	unweighted	prelimi­
nary DAWN data for the first half of 2007 and 
cannot be compared across time or areas. The 
completeness tables are provided in Appendix 
Table 3.1, along with data in Appendix Table 3.2 
for each reporting area of drug mentions by drug. 
The weighted data may be available for future 
meetings, enabling cross-area comparisons. 

•	 In	 the	 future,	 current	NFLIS	data	 will	 be	 able	 
to	be	compared	with	subsequent	time	periods.	 
With the implementation of new case allocation 
methods for this FY 2007 data, no comparisons 
with past years are possible. 

•	Some	indicator	data	are	unavailable	for	certain	 
cities. Therefore the symbol “NR” in tables refers 
to data not reported. 

•	The	 population	 racial/ethnic	 composition	 dif­
fers across CEWG areas. This fact should be 
considered when interpreting tables display­
ing demographic characteristics of treatment 
admissions. Where U.S. census categories are 
used, treatment admissions data are provided 
across CEWG areas. However, readers are 
directed to the individual CEWG area Update 
Briefs regarding treatment patterns and trends 
pertaining to race/ethnicity. 
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Section II. Highlights and Summary 
of Key Findings and Emerging Issues 
from the January 2008 CEWG Meeting 

This section highlights and summarizes 
key findings reported and issues identified at 
the January 2008 CEWG meeting, held January 
23–25, 2008, in Ft. Lauderdale, Florida. Findings 
are reported by type of substance, but it is impor­
tant to note that polysubstance use continues to 
be a pervasive pattern across all CEWG areas. 
Treatment admissions commonly report prob­
lems with more than one drug, and multiple drug 
use continues to be a major contributor to drug-
related deaths. 

Update Briefs summarizing drug abuse trends 
and issues in specific CEWG areas, with an em­
phasis on information newly available since the 
June 2007 meeting area reports, are included in a 
subsequent	section	(Section	III)	of	this	report. 

The final section (Section IV) of the report 
summarizes and compares drug abuse indica­
tor data commonly available across a majority of 
CEWG areas. 

Cocaine 

•	CEWG	 members	 from	 the	 southern,	 north­
eastern, and midwestern regions reported 
increased seizures of cocaine in 2007, based on 
law enforcement sources. The impact on local 
availability, wholesale and retail prices, and 
purity of cocaine varied across areas. Several 
CEWG members suggested that adulterants 
could be filling the supply gap at the retail level. 
Chicago, Atlanta, and Miami-Dade/Broward 
County,	Florida,	referred	to	qualitative	reports	 
of	 decreases	 in	 perceived	 quality	 or	 purity	 of	 
cocaine, while Cincinnati reported that average 

purity of cocaine decreased 14 percent in the 
first half of 2007, as compared with 2006. 

•	Cocaine	was	the	drug	most	frequently	identified	 
by forensic laboratories in 10 of 19 CEWG areas 
in FY 2007. Cocaine ranked first in drug items 
identified in every area in the southern region 
(Miami; Atlanta; Washington, DC; and Texas) 
and in two of three areas in the northeast­
ern region (New York City and Philadelphia). 
Cocaine	 ranked	 first	 in	 frequency	 of	 forensic	 
drug items identified in one of five areas in the 
Midwestern region (Cincinnati) and in three of 
seven areas in the western region of the United 
States (Seattle, Los Angeles, and Denver). 

•	Treatment	 admission	 data	 for	 FY	 2007	 or	 the	 
first half of CY 2007 reveal that treatment 
admissions for primary cocaine/crack, as a per­
centage of all treatment admissions, excluding 
primary alcohol admissions, ranked first in fre­
quency	 in	 6	 of	 the	 15	 CEWG	 areas	 for	 which	 
treatment data were reported: Texas, Atlanta, 
Philadelphia, Detroit, St. Louis, and Seattle. 

•	During	discussion	 it	was	 stressed	 that	 cocaine	 
is often reported as a secondary or tertiary drug 
among treatment admissions and that cocaine 
is often used in conjunction with other sub­
stances. In Florida, polysubstance abuse was 
linked to 75 percent of cocaine-related deaths 
statewide during the first half of 2007, with 
cocaine-related deaths declining very slightly 
statewide (by 3 percent) between the last half 
of 2006 and the first half of 2007 (Figure 1). 
Cocaine-related deaths declined even more in 
Broward and Miami-Dade Counties (35 and 
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21 percent, respectively), reversing an upward 
trend since 2000 in the State and since 2004 in 
the two counties. 

•	Crack	 continued	 to	 be	 the	 predominant	 form	 
used by cocaine abusers entering treatment, as 
indicated by the proportions of primary treat­
ment admissions who reported smoking the 
drug as the primary route of administration in 
all of the 11 CEWG areas reporting on route of 
administration. 

•	Recent	shifts	in	age	and	racial/ethnic	character­
istics of primary cocaine treatment admissions 
were observed in Philadelphia and Boston, 
where higher percentages of younger and 
White non-Hispanic treatment admissions 
and lower percentages of African-American 
non-Hispanic treatment admissions have been 
observed in recent reporting periods (Figures 2, 
3, and 4). 

•	Miami-Dade/Broward	County,	Florida,	reported	 
increasing popularity of powder cocaine, in 
combination with alcohol, in the club scene. 
The possibility of a resurgence of use of powder 
cocaine was the subject of some discussion dur­
ing the meeting and will be monitored in future 
reports. 

Heroin 

•	Heroin	 ranked	 first	 as	 the	 primary	 drug	 
reported in substance abuse treatment admis­
sions, excluding primary alcohol admissions, 
in 2 of the 15 CEWG areas reporting treatment 
data. Both were located in the northeast region: 
New York City and Boston. 

•	 Injection	continued	to	be	 the	most	commonly	 
reported route of heroin administration among 
primary treatment admissions in most of the 11 

Figure 1. Polysubstance Use Among State of Florida Cocaine-Related Deaths: 2001 through H1 2007 
(Annualized) 
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SOURCE: Florida Dept. of Law Enforcement, Florida Medical Examiners Commission Reports 2001–2007. Reported by James Hall, January 
2008 CEWG meeting 
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Figure 2.	 Primary Drug Admissions for Cocaine by Gender, Race, and Age Group as a Percentage of 
Substance Abuse Treatment Admissions, Greater Boston: FY 2005, FY 2007 
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SOURCE: Massachusetts Bureau of Substance Abuse Services, Massachusetts Department of Public Health (MIS, FY 2005, FY 2007). Graphics: 

Boston Public Health Commission Research Office. Reported by Daniel Dooley, January 2008 CEWG meeting
 

Figure 3.	 Primary Admissions for Cocaine as a Percentage of Total Treatment Admissions by  
Race/Ethnicity, Philadelphia: 2001–H1 2007 
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CEWG areas reporting on route of administra­
tion. In New York City and Detroit, however, 
the majority of treatment admissions reported 
inhalation as the route of administration. 
The proportion of primary heroin treatment 
admissions who reported inhalation is ris­
ing in Texas. The numbers and proportions of 
younger (younger than 30) and Hispanic her­
oin treatment admissions for whom inhalation 
is the major route of administration have also 
increased in Texas. 

•	Use	 of	 “cheese”	 heroin	 (a	 mixture	 of	 heroin,	 
diphenhydramine, and acetaminophen as 
described by the Texas CEWG member) con­
tinues to be a problem in Dallas, but it was not 
reported in other CEWG areas. 

•	Average	purity	of	heroin,	based	on	DEA	data,	 
has fluctuated in recent years but has shown a 
downward trend in many CEWG areas through 
2006, the most recent year for which data were 
available. The decrease in average purity has 
tended to be accompanied by an increase in 
average price per milligram pure. Price and 

purity of heroin may influence the composition 
of street heroin, route of administration, health 
consequences,	and	seeking	of	 illicitly	obtained	 
opioid medications. 

•	Poison	 control	 data	 for	 Cincinnati	 showed	 a	 
33-percent increase in reported human heroin 
exposure cases in 2007, with findings indicating 
distribution of adulterated heroin in the Cincin­
nati region between April and September 2007. 

•	The	Atlanta	representative	reported	 that	 injec­
tion of South American heroin has increased 
due to decreased purity levels and increases in 
price. Boston has experienced a decline in aver­
age purity of South American heroin from 40 
percent in 2003 to 18 percent in 2006, with con­
current increases in average price. The Boston 
area member reported that the proportion of 
past-year injection drug use among heroin and 
other opiates admissions reached the highest 
level in 10 years (83 percent in FY 2007). Aver­
age purity of South American heroin decreased 
in Chicago in 2006 to 12.6 percent, one of the 
lowest average purity levels in the eight CEWG 

Figure 4.	 Primary Admissions for Cocaine as a Percentage of Total Treatment Admissions by Age Groups, 
Philadelphia: 2001–H1 2007 
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areas for which data on South American heroin 
were available (Figure 5). 

•	New	 York	 City	 reported	 an	 overall	 down­
ward trend in the number of deaths involving 
heroin since 2002, although such deaths had 
increased slightly in 2006. In Florida, a down­
ward trend in heroin-related deaths has been 
observed through the first half of 2007, while 
deaths related to three opioid medications 
(hydrocodone, oxycodone, and methadone) 
have increased substantially in recent years 
(Figure 6). 

•	 Increased	 diversification	 of	 the	 heroin	 mar­
ket was reported for Atlanta and St. Louis. In 
Atlanta, it was noted that law enforcement offi­
cials have reported greater amounts of Mexican 
brown powder heroin. The heroin market in 
St. Louis was described as increasingly com­
plex due to the infusion of South American and 
Southwest Asian heroin in addition to Mexican 
black tar heroin. 

Opiates Other Than Heroin 

•	 In	the	first	half	of	2007,	abuse	indicators	for	other	 
opiates were reported for selected narcotic anal­
gesics, mainly oxycodone, hydrocodone, meth­
adone, and fentanyl, by CEWG area members in 
Update Briefs and meeting presentations. 

•	Of	total	drug	items	identified	in	forensic	labo­
ratories in CEWG areas, oxycodone and hydro­
codone often appeared in the top 10 ranked 
drug	 items	 in	 terms	 of	 frequency	 in	 FY	 2007.	 
In Philadelphia, Boston, and Cincinnati, oxy­
codone ranked fourth in drug items identified, 
and it ranked fifth in Phoenix and Minneapolis/ 
St.	Paul.	Hydrocodone	ranked	fifth	in	frequency	 
of drug items identified in Atlanta, Texas, San 
Diego, and Cincinnati. 

•	Treatment	 admissions	 for	 primary	 abuse	 of	 
other opiates, as a percentage of total admis­
sions (excluding primary alcohol admissions), 
ranged from less than 1 to 9 percent in 12 of 
15 reporting CEWG areas. They were highest in 
Minneapolis/St. Paul. 

Figure 5. South American Heroin Average Price and Purity Trends in Chicago: 2000–2006 

Percent Average 
Average Purity Price* 

*Price refers to “per milligram pure.” 
SOURCE: DEA, Domestic Monitoring Program. Reported by Lawrence Oueliet, January 2008 CEWG meeting 
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•	For	 several	 CEWG	 areas,	 including	 Detroit,	 
Denver, Honolulu, and Texas, representatives 
reported increases in deaths in which opioid 
drugs were detected in decedents. Deaths in 
which opioid drugs were detected continued to 
rise in Wayne County (Detroit report), especially 
those related to hydrocodone and methadone, 
while deaths in which fentanyl was detected fell 
substantially (Figure 7). The Texas representa­
tive reported increases in methadone indica­
tors, including deaths (Figure 8), and noted that 
most of the increase in poison center calls has 
pertained	to	methadone	pills,	rather	than	liquid	 
or diskettes. 

•	Diversion	 or	 indications	 of	 diversion	 of	 
buprenorphine to street use were reported 
in Chicago, Cincinnati, and Maine. The Chi­
cago representative reported nonprescribed 
buprenorphine use is increasingly common 
among heroin users, who mainly use it to avoid 
withdrawal or manage their addiction. The 
Cincinnati representative reported increased 
numbers of calls to poison control for tablet 
identification of buprenorphine-containing 

pharmaceuticals, suggesting the possibility of 
diversion for nonmedical use. In Maine, street 
abuse reportedly increased, as indicated by sei­
zure samples, information calls to poison con­
trol, and two cases in which buprenorphine, in 
combination with other drugs, was ruled as the 
cause of death. Buprenorphine was the sixth 
most commonly identified drug reported to 
NFLIS in Boston in FY 2007, with 380 buprenor­
phine items identified. 

Benzodiazepines 

•	Treatment	 and	 mortality	 data	 show	 that	 ben­
zodiazepines were often used with other drugs. 
Deaths with the presence of benzodiazepines 
were reported in several areas, including Geor­
gia, Philadelphia, South Florida, Seattle, and 
Texas. The Georgia Medical Examiner’s Office 
reports that benzodiazepines are second only to 
cocaine in the number of statewide specimens 
that test positive for a particular drug. In Phila­
delphia, benzodiazepines ranked fourth as a 
detected drug in mortality data. 

Figure 6.	 Numbers of Heroin-Related and Three-Opioid-Related Deaths in Florida: 2000–2007 
(Annualized) 
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SOURCE: Florida Medical Examiners Commission Reports 2000–2007. Reported by Jim Hall, January 2008 CEWG meeting 
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Figure 7.	 Number of Deaths with Selected Prescription Opioids Detected by Year—Wayne County, 
Michigan: 1998–2007* (Annualized) 
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SOURCE: Wayne County Medical Examiner’s Office. Reported by Cynthia Arfken, January 2008 CEWG meeting
 

Figure 8.	 Methadone Abuse Indicators in Texas: 1998–2007 
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•	Alprazolam	 and	 clonazepam	 continued	 to	 be	 
the	 most	 frequently	 reported	 benzodiazepines	 
in the indicator data. 

•	 In	 the	 19	 CEWG	 areas	 reporting	 to	 NFLIS	 in	 
FY 2007, the highest percentages of alprazolam 
drug items were identified in Texas, with 6 per­
cent of all items identified, followed by Atlanta 
and Philadelphia, with approximately 3 percent 
of all drugs identified. Alprazolam ranked fourth 
in	frequency	among	the	top	10	drug	items	iden­
tified in 3 CEWG areas, namely Texas, Atlanta, 
and New York City, while clonazepam was the 
fifth ranked drug identified in Boston. 

•	Alprazolam	 indicators	 were	 reported	 as	 hav­
ing increased in Cincinnati, Texas, and Atlanta. 
There was a 45 percent increase in the number 
of clonazepam exposures reported to poison 
control in Cincinnati in 2007, a possible early 
indicator of increased abuse of clonazepam. 

Carisoprodol 

•	The	 Texas	 representative	 reported	 that	 deaths	 
involving a mention of carisoprodol and NFLIS 
laboratory exhibits identified as carisoprodol 
continue to increase. 

•	Carisoprodol	appeared	among	the	top	10	drugs	 
most	frequently	identified	by	forensic	laborato­
ries in Texas, Phoenix, and Atlanta. 

Methamphetamine 

•	The	 halt	 in	 the	 escalation	 of	 methamphet­
amine indicators noted at the June 2007 CEWG 
meeting has continued based on January 2008 
CEWG area reports. Methamphetamine indi­
cators were down or stable across most CEWG 
areas, although indicators were still considered 
to be high relative to other drugs in most areas 
in the western region. 

•	Methamphetamine	 ranked	 first	 in	 treatment	 
admissions as a percentage of all treatment 
admissions in Los Angeles, San Diego, and 
Hawai’i, and additionally in Phoenix, when 

primary alcohol admissions are excluded from 
total admissions. With the exception of Atlanta, 
methamphetamine indicators were low across 
most northeastern and southern CEWG areas. 

•	Methamphetamine	ranked	first	among	all	drugs	 
in proportions of forensic laboratory items 
identified in three areas in FY 2007: Honolulu 
(52 percent), San Francisco (37 percent), and 
Minneapolis/St. Paul (33 percent). On the other 
hand, less than 2 percent of drug items identified 
as containing methamphetamine were reported 
in CEWG metropolitan areas east of the Mis­
sissippi River, with the exception of Atlanta (23 
percent). 

•	Several	 CEWG	 reports,	 including	 Los	 Ange­
les, Phoenix, Seattle, and Minneapolis/St. Paul, 
presented law enforcement data illustrating 
continuing decreases in seizures and incidents 
pertaining to methamphetamine laboratories 
(Figure 9). 

•	Price,	 purity,	 and	 availability	 of	 methamphet­
amine were the subject of discussion during 
the meeting. It was suggested that increases 
in wholesale prices of methamphetamine may 
reflect decreased availability and may impact 
the purity of methamphetamine available on 
the street (Figure 10). The importance of moni­
toring retail price, which most directly impacts 
consumers, and purity of methamphetamine 
was stressed. 

•	Decreases	 in	 proportions	 of	 arrestees	 testing	 
positive for methamphetamine in San Diego 
and methamphetamine/amphetamine in Mari­
copa County (Phoenix report) were reported 
(Figures 11 and 12). 

MDMA/Ecstasy 

•	 June	 2007	 and	 January	 2008	 CEWG	 reports	 
indicated that MDMA/ecstasy, which had been 
popular as a club drug in the late 1990s and 
peaked in popularity based on national survey 
data in 2001, may be re-emerging and appealing 
to a broader range of users. 
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•	While	MDMA/ecstasy	indicators	were	low	com­
pared with other drug abuse indicators in all 
CEWG areas, they were reported as increasing 
in many CEWG areas, including Miami-Dade/ 
Broward County, Texas, Atlanta, Maine, Detroit, 
Chicago, St. Louis, Cincinnati, Minneapolis/St. 
Paul, Los Angeles, and San Diego. All Midwest­
ern region CEWG areas reported indicators to 
have increased. 

•	MDMA	 exceeded	 2	 percent	 of	 all	 drug	 items	 
identified in forensic laboratories and reported 
to NFLIS in FY 2007 in Atlanta; Seattle; 

Minneapolis/St. Paul; Washington, DC; Detroit; 
and San Francisco. The highest percentage 
(approximately 6 percent) was reported in 
Atlanta and Seattle. MDMA was the third most 
frequently	 identified	drug	 item	 in	Atlanta	 and	 
ranked fourth in Miami, Detroit, Chicago, Min­
neapolis/St. Paul, Seattle, and Honolulu. 

•	 Increased	 seizures	 of	 MDMA	 in	 2006	 were	 
reportedforDenver (Figure13).BrowardCounty, 
Florida, experienced a large rise in MDMA 
crime laboratory cases from 2006 to 2007, fol­
lowing a steady decline since 2001 (Figure 14). 

Figure 9.	 Methamphetamine Laboratory Incidents/Seizures, California and Los Angeles, HIDTA: 
2002–2007 
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SOURCES: (1) Graph: DEA State Factsheets CA 2007 (data source: EPIC/CLSS) and (2) Table: NDIC/LA HIDTA report June 2007. Reported by 
Mary-Lynn Brecht, January 2008 CEWG meeting 
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Figure 10. Methamphetamine Prices, San Diego County: 2005–2007 
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January 2008 CEWG meeting 
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Figure 11. Percentage of Arrestees Testing Positive for Methamphetamine by Gender and Among 
Juveniles, San Diego: 2002–2006 
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SOURCE: San Diego Association of Governments (SANDAG), Substance Abuse Monitoring Program. Reported by Robin Pollini, January 2008 
CEWG meeting 

Figure 12. Percentage of Maricopa County Arrestees Testing Positive for Amphetamine/ 
Methamphetamine: Q1–Q3 2007, Q3 2006, and Q3 2005 
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Figure 13. MDMA Seizures, Denver: 2004–2006 
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Figure 14. Crime Laboratory Cases Related to MDMA (Ecstasy), Broward County, Florida:  
First Half 2000–First Half 2007 
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The Atlanta representative reported that sup­
plies of MDMA are nearing 2001 levels based on 
law enforcement data. In Seattle, it was reported 
that law enforcement data indicate a substantial 
volume of MDMA has been moving across the 
Canadian border through Washington State, with 
final destinations throughout the United States. 

•	CEWG	reports	described	a	diversity	of	MDMA	 
users. In Miami-Dade/Broward County, it was 
reported that MDMA/ecstasy is associated with 
the hip-hop club scene. The Chicago repre­
sentative discussed MDMA/ecstasy use in low 
income, African-American neighborhoods. In 
urban Atlanta, MDMA/ecstasy is reportedly 
most popular among African-American youth 
and young adults, while in suburban Atlanta, it 
is most popular among White youth and young 
adults. The Texas representative highlighted 
the decreasing proportion of White treat­
ment admissions in Texas reporting a problem 
with MDMA and the increasing proportion of 
minority treatment admissions. In New York 
City, MDMA/ecstasy use is most commonly 

seen among area college students. An increase 
in past-year MDMA use among high school 
seniors from 2004 to 2007 was reported for 
Minneapolis/St. Paul, and data from the San 
Diego Substance Abuse Monitoring survey sug­
gest that ecstasy use may be increasing among 
individuals involved in the criminal justice sys­
tem (Figure 15). 

•	Several	 CEWG	 representatives	 reported	 that	 
tablets sold as ecstasy or MDMA often con­
tained other substances (especially metham­
phetamine). User knowledge of the drugs 
included in products sold as MDMA/ecstasy was 
reported to vary across area and demographic 
subgroups. Some users knowingly purchased 
adulterated MDMA/ecstasy, while other users 
purchased it unaware. Monitoring adulterants 
in MDMA/ecstasy, attempting to get better data 
on MDMA purity, and determining whether 
marketing for MDMA/ecstasy included prod­
ucts combining MDMA and methamphetamine 
were mentioned as priorities by several CEWG 
representatives. 

Figure 15. Self-Reported Ecstasy Use Among Arrestees in San Diego: 2004–2006 
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CEWG meeting 
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•	An	increase	in	violence	associated	with	MDMA	 
use was also reported, and discussion arose 
regarding the potential relationship between 
MDMA-related violence and MDMA/metham­
phetamine combinations. 

Marijuana 

•	Most	CEWG	area	members	reported	marijuana	 
abuse indicators as high and stable. 

•	Cannabis	 ranked	first	 in	 frequency	 in	propor­
tions of drug items identified in forensic labo­
ratories in FY 2007 in 6 CEWG areas: St. Louis 
(57 percent), Chicago (54 percent), San Diego 
(48 percent), Boston (45 percent), Detroit (42 
percent), and  Phoenix (36 percent). 

•	 In	no	area	did	marijuana	rank	first	as	the	primary	 
drug in total treatment admissions, although 
when primary alcohol admissions are excluded, 
marijuana ranked first in treatment admissions 
in Denver (37 percent), Cincinnati (36 percent), 
and Minneapolis/St. Paul (33 percent). 

•	The	Seattle	representative	reported	that	indoor	 
and outdoor cultivation of marijuana has 
increased in Washington State in recent years. In 
Atlanta, it was reported that local cultivation of 
more potent hydroponic marijuana increased in 
2007 due to drought-like conditions in Atlanta 
and throughout Georgia. 

Phencyclidine (PCP) 

•	PCP	abuse	indicators	were	stable	in	most	areas	 
during the period. Based on reporting from area 
members, PCP abuse indicators, although low 
relative to other drugs, showed slight increases 

in Los Angeles and Texas, while they were 
reported as moderate and stable in Philadelphia 
and Washington, DC. 

•	 In	six	CEWG	areas,	 the	number	of	drug	items	 
containing PCP identified in forensic laborato­
ries exceeded 75. A few PCP items were reported 
in seven other CEWG areas. No PCP items were 
documented in the other CEWG areas. Thirty or 
more PCP items were identified in these seven 
CEWG areas: Washington, DC; Philadelphia; 
Miami; New York City; Los Angeles; Texas; and 
Chicago. As a percentage of all identified items, 
PCP items were highest in Washington, DC, at 
4 percent, and Philadelphia, at 3 percent. 

The following tables and figures provide a 
summary of some of the CEWG cross-area com­
parison results for this reporting period. These 
include the top 10 drug items identified by foren­
sic	 laboratories,	 ranked	 by	 order	 of	 frequency,	 
in the reporting CEWG areas (Table 1) and the 
top-ranked drugs based on treatment admissions 
data, both including and excluding primary alco­
hol admissions, for reporting CEWG areas (Tables 
2 and 3). A map (Figure 16) displays NFLIS data 
on percentages of cocaine, heroin, methamphet­
amine, and marijuana items identified by forensic 
laboratories in 19 CEWG areas. Two additional 
maps are based on SAMHSA, OAS, DAWN Live! 
data for the 11 reporting CEWG areas. Figure 17 
shows relative proportions of ED reports of major 
substances of abuse related to cocaine, heroin, 
marijuana, and methamphetamine. Selected nar­
cotic analgesics as a proportion of all opiates/ 
opioids reported in ED visits for the same areas 
are found in Figure 18. Data for these tables and 
maps are provided in Appendix Tables 1–3. 
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Table 1. NFLIS Top 10 Drug Items Analyzed by CEWG Area, Region and Rank (Based on Frequency):  
FY 2007 

CEWG Areas Other Cocaine/ C
ra

ck 

Cannabis

Meth
ampheta

mine

Hero
in 

MDMA 

Oxycodone 

Hydro
codone 

Alpra
zolam

Hallu
cinogens1

 

Clonazepam 

SOUTHERN REGION 

Miami/Dade Co. 1 2 8 3 4 7 9 5 6 10 

Texas 1 2 3 7 6 5 4 9 Carisoprodol=8, 
Diazepam=10 

Atlanta 1 6 2 10 3 7 5 4 Methadone=8, 
Carisoprodol=9 

Wash., DC 1 2 6 3 5 7 4 Methadone=8  
(8 items), MDA=9 
(7 items), and 
Buprenorphine=10  
(6 items) 

NORTHEASTERN REGION 

Philadelphia 1 2 10 3 8 4 7 5 6 9 

New York City 1 2 3 9 7 8 4 6 Methadone=5, 
MDA=10 

Boston 2 1 3 9 4 8 7 5 Methadone=10, 
Buprenorphine=6 

MIDWESTERN REGION 

Detroit 2 1 10 3 4 7 8 6 Dihydrocodeine=5, 
Codeine=9 

Chicago 2 1 6 3 4 7 8 9 Clonidine=5, 
Acetaminophen=10 

St. Louis 2 1 3 4 5 9 10 6 Acetaminophen=7, 
Pseudoephedrine=8 

Cincinnati 1 2 10 3 6 4 5 7 Diazepam=8, 
Methadone=9 

Minneapolis/ 2 3 1 6 4 5 7 8 Acetaminophen=9, 
St. Paul Codeine=10 

WESTERN REGION 

Seattle 1 2 3 5 4 6 7 10 9 Methadone=8 

Honolulu 3 2 1 5 4 9 8 10 Morphine=6, MDA=7 

San Francisco 3 2 1 4 5 9 Dihydroxycodeinone=6, 
Ketamine=7, 
Methadone=8, 
Diazepam=10 

Los Angeles 1 2 3 4 5 6 8 7 Diazepam=9, 
Codeine=10 

San Diego 3 1 2 4 6 7 5 9 10 Diazepam=8 

Phoenix 3 1 2 4 7 5 6 9 Carisoprodol=8, 
Morphine=10 

Denver 1 2 3 4 5 8 7 9 6 10 

1Hallucinogens are defined as hallucinogens in Miami; phencyclidine in Washington, DC; Los Angeles; New York City; Chicago; phencyclidine/
 
PCP in Philadelphia and Seattle; and psilocin in Minneapolis/St. Paul, Denver, and San Francisco.
 
SOURCE: NFLIS, DEA (see Appendix Table 2)
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Table 2. Top-Ranked Drugs Classified as Primary in Total Substance Abuse Treatment Admissions as a 
Percentage of Total Admissions, Including Primary Alcohol Admissions, by Region and Ranking 
in 15 CEWG Regions:1 FY 2007 and H1 CY 20072 

CEWG Areas Alcohol 
Cocaine/ 

Crack 
Marijuana/ 
Cannabis 

Metham­
phetamine Heroin 

Other 
Opiates 

Other 
Drugs4 

SOUTHERN REGION 

Texas 

Atlanta 

1 

1 

2 

2 

3 

3 

5 

4 

4 

5 

NR3 

NR3 

6 

– 

NORTHEASTERN REGION 

Philadelphia 

New York City 

Boston 

2 

2 

2 

1 

4 

3 

3 

3 

4 

– 

7 

7 

4 

1 

1 

6 

6 

5 

5 

5 

6 

MIDWESTERN REGION 

Detroit 3 1 4 – 2 5 6 

St. Louis 1 2 3 5 4 6 7 

Cincinnati 1 3 2 – 5 NR3 4 

Minneapolis/St. Paul 1 3 2 4 5 6 7 

WESTERN REGION 

Seattle 1 2 3 5 4 7 6 

Los Angeles 2 5 3 1 4 6 7 

San Diego 2 5 4 1 3 6 7 

Phoenix 1 5 3 2 4 6 7 

Denver 1 3 2 4 5 6 7 

Hawai’i 2 4 3 1 7 5 6 

1CEWG areas not included in the table due to lack of availability of treatment admissions data for the first half of 2007 are Miami/South 

Florida and Washington, DC in the southern region, San Francisco in the western region, and Maine.
 
2FY 2007 data are October 2006–September 2007 in Atlanta and July 2006–June 2007 in Cincinnati.
 
3NR=Not reported; Texas and Cincinnati include other opiates with heroin, under which their totals are reported.
 
4Other drugs include benzodiazepines and hallucinogens as major categories.
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Table 3. Top-Ranked Drugs Classified as Primary in Total Substance Abuse Treatment Admissions as a 
Percentage of Total Admissions, Excluding Primary Alcohol Admissions, by Region and Ranking 
in 15 CEWG Regions:1 FY 2007 and H1 CY 20072 

CEWG Areas 
Cocaine/ 

Crack 
Marijuana/ 
Cannabis 

Metham­
phetamine Heroin 

Other 
Opiates 

Other 
Drugs4 

SOUTHERN REGION 

Texas 

Atlanta 

1 

1 

2 

2 

4 

3 

3 

4 

NR3 

NR3 

5 

– 
NORTHEASTERN REGION 

Philadelphia 

New York City 

Boston 

1 

3 

2 

2 

2 

3 

– 

6 

6 

3 

1 

1 

5 

5 

4 

4 

4 

5 
MIDWESTERN REGION 

Detroit 1 3 – 2 4 5 

St. Louis 1 2 4 3 5 6 

Cincinnati 2 1 – 4 NR3 3 

Minneapolis/St. Paul 2 1 3 4 5 6 
WESTERN REGION 

Seattle 1 2 4 3 6 5 

Los Angeles 4 2 1 3 5 6 

San Diego 4 3 1 2 5 6 

Phoenix 4 2 1 3 5 6 

Denver 2 1 3 4 5 6 

Hawai’i 3 2 1 6 4 5 

1CEWG areas not included in the table due to lack of availability of treatment admissions data for the first half of 2007 are Miami/South 

Florida and Washington, DC in the southern region, San Francisco in the western region, and Maine.
 
2FY 2007 data are October 2006–September 2007 in Atlanta and July 2006–June 2007 in Cincinnati.
 
3NR=Not reported; Texas and Cincinnati include other opiates with heroin, under which their totals are reported. 

4Other drugs include benzodiazepines and hallucinogens as major categories.
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Figure 16. Percentages of Cocaine, Heroin, Methamphetamine, and Marijuana Items Analyzed by Forensic Labs in 19 CEWG Areas in 4 U.S. Regions, 
Each as a Percentage of Total Items Analyzed: FY 20071 
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Figure 17. Unweighted ED Reports or Mentions of Cocaine, Heroin, Marijuana, and Methamphetamine as a Percentage of Total Drug Mentions for 
Major Substances of Abuse, Excluding Alcohol, for 11 CEWG Metropolitan Sites: January–June 20071 
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1Percentages for selected major substances of abuse are calculated based on total drug reports for such substances, excluding those for alcohol among those under 21 or in combination with 

other drugs. These are unweighted reports of drugs based on a representative sample of non-Federal, short-term hospitals with 25-hour emergency departments (EDs) in the United States.

Three dots (…) indicate that the number of cases is less than 10 (for methamphetamine drug items: Detroit, n=6; Miami/Dade, n=16; Chicago, n=28).

SOURCE: Area-specific data were obtained by request from DAWN, OAS, SAMHSA, received 12/11/07. Data are subject to change
 



Figure 18. Unweighted ED Reports or Mentions of Selected Narcotic Analgesics, as a Percentage of Total Opiates/Opioids, Including Hydrocodone, 
Oxycodone, Methadone, and Fentanyl in 11 CEWG Metropolitan Sites: January–June 20071 
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Section III. Update Briefs and 

International Presentations—
 
January 2008 CEWG Meeting
 

Introduction 

The 63rd semiannual meeting of the Community 
Epidemiology Work Group (CEWG) was held on 
January 23–25, 2008, in Ft. Lauderdale, Florida. 
During this meeting, the 20 CEWG area mem­
bers reported on current drug trends and patterns 
in their areas. Two international presentations 
were also given. The following Update Briefs and 
Abstracts are based on these reports. 

Drug Abuse Patterns and Trends in 
Atlanta, GA—Update: January 2008 

Brian J. Dew, Ph.D. 

For inquiries concerning this report, please contact 
Brian J. Dew, Ph.D., Associate Professor, Georgia 
State University, Department of Counseling and 
Psychological Services, P.O. Box 3980, Atlanta, 
GA 30302-3980, Phone: 404-413-8168, Email: 
<bdew@gsu.edu>. 

Overview of Findings: Cocaine, marijuana, 
and methamphetamine remain the dominant 
drugs of abuse in the metropolitan Atlanta area. 

Updated Drug Abuse Trends and Emerg­
ing Patterns: Cocaine remains Atlanta’s primary 
illicit drug concern. Cocaine was the most men­
tioned drug among treatment admissions and 
prison admissions, as well as in NFLIS’s drug sei­
zure data. While the proportion of cocaine-related 
treatment admissions continued a 6-year decline 
(from 59.0 percent in FY 2000 to 23.2 percent in 
FY 2007), the proportion of primary treatment 
admissions reporting secondary cocaine use was 

29.2 percent, a 55-percent increase from the previ­
ous 2 years. When primary and secondary cocaine 
treatment admissions are considered together, the 
proportion of cocaine admissions has decreased 
21 percent since 2000, a percentage significantly 
smaller than admissions reported solely for pri­
mary treatment admissions. Atlanta’s cocaine users 
continue to be predominantly African-American, 
male, and older than 35. Nearly 8 out of 10 of all 
cocaine users who entered treatment preferred to 
smoke the drug, a proportion that has remained 
stable over the last 5 years. Drug surveillance orga­
nizations (NDIC and DEA) reported a decrease in 
cocaine supply for Atlanta in the first half of 2007. 
This reduced supply did impact the local cocaine 
market: the wholesale, midlevel, and retail prices 
of powder cocaine increased and purity levels 
decreased. However, no changes in the price or 
purity levels of crack cocaine were reported in 
Atlanta. Ethnographic reports indicate that the 
current cocaine supply has returned to pre-2007 
levels. Mexican DTOs have strengthened control 
over cocaine transportation and wholesale dis­
tribution in Atlanta. Atlanta remains the lead­
ing cocaine staging and distribution hub for the 
East Coast (including Miami and New York City). 
Among law enforcement agencies in metropoli­
tan Atlanta counties, 17 of 28 reported that crack 
cocaine was most responsible for violent crimes 
in their jurisdictions. In 2007, increased violence 
between cocaine dealers from Atlanta and dealers 
previously living in New Orleans who are estab­
lishing new markets in Atlanta was reported by 
law enforcement in Cobb and Gwinnett Coun­
ties. Marijuana remains the most commonly 
used substance in Atlanta. Ethnographic reports 
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suggest that marijuana is easily available, and 
price levels for Mexican-grown marijuana have 
remained stable. However, the supply of BC Bud 
and hydroponic marijuana has increased, thereby 
driving retail prices down. Cuban-based DTOs 
have increased their efforts in distributing lower 
priced marijuana in Atlanta. Local indoor cul­
tivation of more potent hydroponic marijuana 
increased in 2007, due to drought-like conditions 
in Atlanta and throughout Georgia. Indicators are 
stable with regard to methamphetamine. In the 
first half of FY 2007, methamphetamine-related 
treatment admissions were similar to those in 
2006 (8.1 and 8.0 percent, respectively). However, 
these proportions represented decreases from 
2005, when the proportion of primary treatment 
admissions peaked at 11.4 percent. Women enter­
ing substance abuse treatment for methamphet­
amine outnumbered men (59 vs. 41 percent), a 
consistent trend that contrasts with findings from 
other CEWG reporting cities. The proportion of 
methamphetamine-related primary treatment 
admissions who smoke the drug remained near 
60 percent, representing the first time in 6 years 
that this proportion had not increased. In 2007, 
local law enforcement officials, while indicating 
stabilized use of methamphetamine, reported 
that methamphetamine was the drug that most 
contributed to property crime in 15 of 18 juris­
dictions. Nearly 90 percent of Atlanta’s metham­
phetamine is “Ice” and is imported from Mexico. 
Although	Whites	were	the	most	frequent	users	of	 
methamphetamine, indicators suggest a growing 
level of methamphetamine use occurred among 
African-Americans. Heroin indicators contin­
ued to show decreasing levels of use, with the 
majority of users concentrated in Atlanta’s Bluff 
district. Rates of injecting South American her­
oin have increased due to decreased purity levels 
and increases in prices. Law enforcement officials 
have reported greater amounts of Mexican brown 
powder heroin in Atlanta. The Georgia Medical 
Examiner’s Office reports that prescription ben­
zodiazepines are second only to cocaine in the 
number of statewide postmortem specimens that 
test positive for a particular drug. Alprazolam 

remains the most popular benzodiazepine in 
Atlanta, especially among White women and 
young adults (age 18–28), followed by diazepam. 
Multiple indicators show that hydrocodone is 
the most commonly abused narcotic analgesic 
in Atlanta, followed by oxycodone. Drug indica­
tors suggest that the use of MDMA has increased 
in the last 18 months, nearing use rates similar to 
2001. In Atlanta, Asian DTOs control the trans­
portation of the drug from Canada and distribute 
it at the wholesale level. Caucasian and African-
American dealers typically distribute MDMA at 
the retail level. MDMA use in Atlanta is most 
popular among suburban, White, high school 
students and young adults and urban, African-
American high school students and adults age 
18–35. In 2007, the wholesale and retail costs per 
MDMA tablet remained stable at ranges of $3–$9 
and $20–$25, respectively. 

Data Sources: Treatment data were provided 
by the Georgia Department of Human Resources. 
Coverage includes all direct providers of treatment 
services that receive county or State program funds 
in the 28 counties that constitute metropolitan 
Atlanta. Data on all patient admissions for drug 
and alcohol treatment—not just patients receiv­
ing treatment paid by public funding sources— 
are included in the data set. This report presents 
admissions data from FY 2007, the most recent 
data available, and makes comparisons with the 
same calendar period from prior years. Forensic 
laboratory data were provided by the National 
Forensic Laboratory Information System (NFLIS), 
Drug Enforcement Administration (DEA), for fiscal 
year 2007 (October 2006 through September 2007). 
While these data are described, they cannot be com­
pared with earlier data to establish trends, as a new 
methodology renders them noncomparable. Prison/ 
jail admissions data are provided by the Georgia 
Department of Corrections and include admissions 
through November 10, 2007. For comparison pur­
poses, CY 2007 data are extrapolated. Drug price 
and purity data are from the Domestic Monitor 
Program (DMP) report for 2006, compared with the 
report for 2005. Ethnographic data were available 
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for identifying possible emerging trends. Local drug 
threat assessments were provided by the National 
Drug Intelligence Center (NDIC). Positive drug 
results for postmortem specimens were provided 
by the Georgia Bureau of Investigation, Medi­
cal Examiner’s Office. These data, which include 
FY 2007 and FY 2008 data through January 10, 
2008, are statewide. FY 2008 data are extrapolated 
for comparisons to previous years. Georgia Crisis 
and Access Line call data were provided by the 
Georgia Department of Human Resources. Cover­
age includes all statewide telephone calls for Geor­
gia’s single-point-of-entry program, a required step 
toward seeking substance abuse treatment from a 
public facility. This report presents call data from 
July 2006 through December 2007. 

Drug Abuse Patterns and Trends in 
Greater Boston—Update: January 2008 

Daniel P. Dooley 

For inquiries concerning this report, please contact 
Daniel P. Dooley, Boston Public Health Commis­
sion, 1010 Massachusetts Avenue, Boston, MA 
02118. Phone: 617-534-2360, Fax: 617-534-2442, 
E-mail: <ddooley@bphc.org>. 

Overview of Findings: Heroin and cocaine 
continue to be the two most abused drugs in Bos­
ton. Cocaine tends to dominate in hospital emer­
gency department settings and figures largely in 
drug arrest data and drug lab samples that are 
derived from drug arrests. Heroin dominates as 
the primary drug in treatment and the substance 
abuse helpline, which serves primarily as a treat­
ment referral resource. During the past decade, 
Boston experienced unprecedented growth in 
other (nonheroin) opiate abuse, but the most 
recent indicators suggest that abuse is stabilizing 
at a moderate level. Among the other opiates, oxy­
codone is the predominant drug of abuse. Mari­
juana indicators suggest decreasing levels of abuse. 
This is most evident in a 9-year trend of decreas­
ing past-month use among treatment admissions 
and decreasing numbers of class D (mostly mari­
juana) drug arrests. Methamphetamine is present 

in Boston, but the available indicators suggest 
abuse remains at low levels overall. 

Updated Drug Abuse Trends and Emerg­
ing Patterns: Cocaine indicators are mostly 
stable overall at high levels. One of every four 
treatment admissions (25 percent) reported past-
month cocaine (including crack) use in FY 2007. 
The proportion of admissions with past-month 
cocaine use has remained fairly stable from FY 
2005. Demographically, increases in cocaine 
primary treatment admissions are seen within a 
young (age 19–29) cohort and a White cohort. The 
proportion of Black cocaine primary admissions 
has steadily decreased over 7 years. The propor­
tion of cocaine calls to the helpline has fluctuated 
between 18 and 22 percent over 8 years from FY 
2000 to FY 2007. The most recent helpline data 
reveal a very slight decrease from 22 percent in 
FY 2006 to 20 percent in FY 2007. The propor­
tion of Class B drug arrests (mainly cocaine) 
has remained stable between 42 and 43 percent 
for 6 years from 2001 to 2006. Drug lab samples 
increased from 29 percent in 2005 to 33 percent in 
2006. Data for the first half of 2007 suggest the pro­
portion and number of cocaine samples are con­
tinuing to edge upward. Heroin abuse remains at 
high levels with mixed indicators in Boston. In FY 
2007, more than one-half of all treatment admis­
sions (51 percent) cited heroin as the primary 
drug. The proportion increased slightly from 50 
percent in FY 2006 and 49 percent in FY 2005, 
but it has increased 46 percent from 35 percent 
in FY 1998. Demographically, increases in heroin 
and other opiate primary treatment admissions 
are seen within a young (age 19–29) cohort and a 
White cohort. The proportion of past-year injec­
tion drug use among heroin and other opiates 
admissions reached the highest level in 10 years 
(83 percent in FY 2007). The proportion of heroin 
calls to the substance abuse helpline decreased 
from 35 percent in FY 2006 to 32 percent in FY 
2007. The levels of Class A drug arrests (mainly 
heroin) and heroin drug lab samples were stable 
from 2005 to 2006. According to the most recent 
DEA data (June 2007), a bag of heroin typically 
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costs between $6 and $20 on the streets of Boston. 
Indicators for other opiates are stable at moderate 
levels. The proportion of other opiates primary 
treatment admissions increased slightly over 2 
years from FY 2005 (3 percent) to FY 2007 (4 
percent). The proportion of other opiates help-
line calls (18 percent in FY 2007) has remained 
fairly stable since FY 2004. The proportion of oxy­
codone drug lab samples remained stable for 5 
years (2002 to 2006) at 2–3 percent. Recent mari­
juana indicators are mostly decreasing. Treatment 
admissions citing past-month marijuana use have 
steadily decreased from 14 percent in FY 1999 to 7 
percent in FY 2007. The proportion of marijuana 
primary treatment admissions younger than 30 
increased from 65 percent in FY 2006 to 70 per­
cent in FY 2007. From FY 1999 to FY 2007, the 
proportion of marijuana helpline calls remained 
stable at between 5 and 6 percent. The propor­
tion of Class D drug arrests (mainly marijuana) 
decreased from 37 percent in 2005 to 29 percent 
in 2006. The proportion of marijuana drug lab 
samples was unchanged from 2005 to 2006, but 
data from the first half of 2007 suggest the level of 
marijuana samples is decreasing. Methamphet­
amine abuse levels remain small overall in Bos­
ton, but anecdotal evidence suggests that specific 
subpopulations experience higher levels of abuse. 
The number of primary admissions for meth­
amphetamine totaled 29 admissions in FY 2007, 
representing less than 1 percent of all treatment 
admissions. Similarly, methamphetamine calls 
to the helpline (n=20) accounted for less than 1 
percent of all calls in FY 2007. Methamphetamine 
drug lab samples totaled 36 in 2006 and 13 in the 
first half of 2007. In 2006, there were 188 adult 
HIV/AIDS cases diagnosed in Boston. Primary 
transmission risk factors of these cases included 
5 percent who were injection drug users (IDUs), 
2 percent who had sex with IDUs, and 29 percent 
with an unknown/undetermined risk factor. 

Data Sources: State-funded substance abuse 
treatment admissions data for a Boston region 
comprising the cities of Boston, Brookline, Chel­
sea, Revere, and Winthrop (Community Health 

Network Area [CHNA] 19), for fiscal years that run 
July through June, for FY 1998 through FY 2007 
(July 1, 1997, through June 30, 2007) were provided 
by the Massachusetts Department of Public Health 
(DPH), Bureau of Substance Abuse Services. Help-
line data provide information on drug mentions 
during calls received by the Massachusetts Sub­
stance Abuse Information and Education Helpline 
for a Boston region comprising the cities of Boston, 
Brookline, Chelsea, Revere, and Winthrop (CHNA 
19) for FY 1999 through FY 2007. Drug arrests 
data for the city of Boston for 1997 through 2006 
were provided by the Boston Police Department, 
Drug Control Unit and Office of Research and Eval­
uation. For arrest data only, Black and White racial 
designations include those who identify themselves 
as Hispanic. Forensic laboratory data for a Boston 
region comprising the cities of Boston, Brookline, 
Chelsea, Revere, and Winthrop (CHNA 19) for 
1998 through the first half of 2007 were provided 
by the Massachusetts Department of Public Health 
Drug Analysis Laboratory in Amherst, Massachu­
setts. These Boston-area drug sample counts differ 
from drug sample counts derived from the National 
Forensic Laboratory Information System and do not 
include samples analyzed at the Worcester County 
or State Police laboratories. Drug price informa­
tion was provided by the National Drug Intelligence 
Center report entitled “National Illicit Drug Prices, 
June 2007.” Adult acquired immunodeficiency 
syndrome (AIDS) and human immunodeficiency 
virus (HIV) data for 2006 were provided by the 
Massachusetts Department of Public Health AIDS 
Surveillance Program. 

Drug Abuse Patterns and Trends in 
Chicago, IL—Update: January 2008 

Lawrence Ouellet, Ph.D. 

For inquiries concerning this report, please contact 
Lawrence Ouellet, Ph.D., Director, Community 
Outreach Intervention Projects, Epidemiology and 
Biostatistics (MC923), School of Public Health, Uni­
versity of Illinois at Chicago, 1603 West Taylor Street, 
Chicago, Illinois 60612-4394, Phone: 312-996-5523, 
Fax: 312-996-1450, E-mail: <ljo@uic.edu>. 
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Overview of Findings: This report updates 
data on drug abuse trends for Chicago, Illinois, 
since the last reporting period in June 2007. Most 
indicators of drug use were collected for the cal­
endar year or fiscal year of 2007. Cocaine, heroin, 
and marijuana are still the major substances of 
abuse for Chicago and the surrounding metro­
politan area. Major indicators suggest that levels 
of cocaine, heroin, and marijuana abuse are high 
and steady. There were few noteworthy changes 
that occurred for the reporting period. Arrests 
under the Controlled Substance Act decreased 
by 6 percent from 2005 to 2006 for Cook County, 
which includes the city of Chicago. Arrests under 
the Hypodermic Syringe/Needle Act were few 
and decreased by 32 percent from 2005 to 2006, 
perhaps reflecting legal changes that allow the 
possession of nonprescribed syringes. 

Updated Drug Abuse Trends and Emerg­
ing Patterns: Levels of cocaine abuse contin­
ued to be high and stable in 2007. Preliminary 
unweighted data accessed from DAWN Live! for 
2007 show that 35 percent of total ED reports 
for major substances of abuse (including alco­
hol) were cocaine-related. Cocaine constituted 
30 percent of all drugs analyzed by the National 
Forensic Laboratory Information System (NFLIS) 
in FY 2007. Wholesale prices of powder cocaine 
reported by the National Drug Intelligence Center 
(NDIC) increased slightly, ranging from $17,000 
to $23,000 per kilogram. Ethnographic reports 
suggest that availability of powder cocaine has 
decreased	on	the	Chicago	streets	and	that	the	qual­
ity of crack cocaine may have declined. Heroin 
levels of abuse were high and stable in 2007. Pre­
liminary unweighted data accessed from DAWN 
Live! for 2007 show that 23 percent of total ED 
reports for major substances of abuse (including 
alcohol) were heroin-related. The average purity 
of heroin as reported by the Drug Enforcement 
Administration decreased from 17.1 percent in 
2005 to 12.6 percent in 2006, while there was a 
$0.04 increase to $0.49 in average price per pure 
milligram. Major indicators of drug use suggest 
that marijuana abuse was high and stable in 

2007. Preliminary unweighted data accessed from 
DAWN Live! for 2007 show that 13 percent of ED 
reports for major substances of abuse (including 
alcohol) were marijuana-related. Marijuana was 
the predominant drug item analyzed by NFLIS 
for FY 2007, representing 54 percent of all drugs. 
Hydroponic marijuana continues to be available 
in Chicago and is priced significantly higher than 
nonhydroponic marijuana. Average wholesale 
prices for hydroponic marijuana remained sta­
ble in 2007, ranging between $2,000 and $4,000 
per pound, while nonhydroponic marijuana 
was priced between $450 and $700 per pound, 
according to NDIC. Among prescription drugs, 
those most often cited in ethnographic reports 
as being used without prescription are alprazo­
lam, amitriptyline, hydrocodone, clonazepam, 
clonidine, and methadone. MDMA is popular in 
low-income, African-American neighborhoods. 
Primary users are in their teens and twenties, but 
use by middle-aged persons is often reported. 
Prices have declined to $10 per tablet on the 
South Side and $10–$15 on the West Side. Non-
prescribed buprenorphine use is increasingly 
common among heroin users, who mainly use 
it to avoid withdrawal or to better manage their 
addiction. Injection and recreational use of this 
drug	are	rare,	according	to	qualitative	monitoring	 
of buprenorphine use. Drug injection by young 
African-Americans is rare. New injection drug 
users are likely to be White and to reside in sub­
urban Chicago. The prevalence of HIV infection 
among injection drug users has declined mark­
edly compared with the 1980s and 1990s. 

Data Sources: Treatment data for the State 
of Illinois and Chicago for FYs 2000–2006 (July 
1–June 30) were provided by the Illinois Division 
of Alcoholism and Substance Abuse (DASA). An 
update was not available. Emergency depart­
ment (ED) data were derived for CY 2007 from 
the Drug Abuse Warning Network (DAWN) Live! 
restricted-access online query system administered 
by the Office of Applied Studies (OAS), Substance 
Abuse and Mental Health Services Administration 
(SAMHSA). Eligible hospitals in the Chicago area 
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totaled 88; hospitals in the DAWN sample numbered 
77, with the number of EDs in the sample totaling 
80. (Some hospitals have more than one ED.) Dur­
ing this 12-month period, between 28 and 35 EDs 
reported data each month. The completeness of data 
reported by participating EDs varied by month. 
The DAWN Live! data are unweighted and, thus, 
are not estimates for the reporting area. These data 
cannot be compared with DAWN data from 2002 
and before, nor can these preliminary data be used 
for comparison with future data. Criminal justice 
data were available from the Illinois Criminal Jus­
tice Information Authority (ICJIA), which collects, 
maintains, and updates a variety of criminal justice 
data to support its research and evaluation efforts. 
ICJIA regularly publishes criminal justice research, 
evaluation reports, and statistical profiles. ICJIA’s 
drug arrest data for 2005–2006 and the 2004 special 
report on methamphetamine trends in Illinois were 
reviewed. Price and purity data were provided 
by the Drug Enforcement Administration (DEA), 
Domestic Monitor Program (DMP), for heroin for 
1991–2006. The Illinois State Police (ISP), Division 
of Forensic Science, provided purity data on drug 
samples for 2006. Drug price data are reported 
from the June 2007 and December 2007 reports 
of National Illicit Drug Prices by the NDIC. Data 
from the NFLIS for FY 2007 were used to report on 
drugs seized by law enforcement in Chicago. Ethno­
graphic data on drug availability, prices, and purity 
are from observations and interviews conducted by 
the Community Outreach Intervention Projects 
(COIP), School of Public Health, University of Illi­
nois at Chicago (UIC). Buprenorphine data are 
from a postmarketing surveillance project under a 
contract to CRS Associates issued by Reckitt Benck­
iser. Dr. Ouellet collected Chicago data described 
in this report. HIV prevalence data were derived 
from the ongoing NIDA-funded “Sexual Acquisi­
tion and Transmission of HIV–Cooperative Agree­
ment Program” (SATH-CAP) study in Chicago 
(U01 DA017378). Respondent-driven sampling 
was used at multiple sites in Chicago to recruit men 
and women who use “hard” drugs (cocaine, heroin, 
methamphetamine, or any illicit injected drug), 
men who have sex with men regardless of drug use, 

and sex partners linked to these groups. All partici­
pants (n=2715) in this ongoing study completed a 
computerized self-administered interview and were 
tested for human immunodeficiency virus (HIV), 
syphilis, chlamydia, and gonorrhea. Several of the 
sources traditionally used for this report have not 
been updated by their authors or were unavailable 
at the time this report was generated. 

Drug Abuse Patterns and Trends in 
Cincinnati (Hamilton County)— 
Update: January 2008 

Jan Scaglione, Pharm.D., M.T., D.A.B.A.T. 

For inquiries concerning this report, please con­
tact Jan Scaglione, Pharm.D., M.T., D.A.B.A.T., 
Cincinnati Children’s Hospital, Cincinnati Drug 
and Poison Information Center, 3333 Burnet Ave., 
ML-9004, Cincinnati, Ohio 45229, Phone: 513­
636-5060, Email: <jan.scaglione@cchmc.org>. 

Overview of Findings: The predominant 
drug issues in Cincinnati continue to involve both 
cocaine/crack cocaine and marijuana as primary 
drugs of abuse. Crack cocaine indicators remain 
high, with some indication of decrease noted 
during the first half of 2007 compared with 2006 
data. Wider acceptability of crack cocaine among 
users has led to increased numbers of young deal­
ers to keep up with the high demand throughout 
the city and county. Indicators for marijuana in 
the Cincinnati region are consistently reported 
at high levels, with some indication of a slight 
increase during the first half of 2007 compared 
with 2006 data sources. Marijuana as a primary 
drug of choice accounted for nearly 36 percent 
of treatment admissions, excluding alcohol, and 
it represented more than 40 percent of submitted 
items for forensic analysis for the Cincinnati area. 
Indicators for heroin remained fairly stable, with 
some indicators showing a slight increase dur­
ing 2007 from the previous year. The number of 
exposure cases reported to poison control involv­
ing heroin increased in 2007 over 2006, in part 
because of adulterated heroin distribution in the 
Cincinnati region. Methamphetamine indicators 
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remain low in Cincinnati, with an additional 
decrease noted during 2007 compared with 2006 
data. The number of methamphetamine lab sei­
zures continued to decrease through FY 2007 
compared with the previous reporting period, 
and	qualitative	 indicators	 show	movement	away	 
from the city into more rural areas. MDMA avail­
ability and use remain low to moderate in Cin­
cinnati, with indicators showing a slight increase 
during 2007 compared with 2006. Abuse of pre­
scription drugs, specifically benzodiazepines and 
opioid narcotics, continues to be an increasing 
drug issue in Cincinnati. While human exposure 
cases to buprenorphine-containing pharmaceuti­
cals remained stable from 2006 to 2007, indica­
tors point to increased diversion to the streets of 
Cincinnati. 

Updated Drug Abuse Trends and Emerg­
ing Patterns: Cocaine/crack cocaine remains a 
primary drug reported during admission to pub­
licly funded treatment programs, accounting for 
approximately 27 percent of individuals, exclud­
ing alcohol, during FY 2007. Cincinnati law 
enforcement removed more than 91 kilograms 
of crack cocaine from the region from January 
to November 2007, an 88-percent increase over 
the previous year (2006). During the first half 
of 2007, the larger-than-normal seizure of crack 
cocaine resulted in a brief period of low street 
availability. An increased amount of powdered 
cocaine was also removed from the street during 
the first 11 months of 2007 compared with 2006. 
Although indicators for cocaine/crack remain 
high, they appear to be stable to slightly decreas­
ing for the first half of 2007 compared with 2006. 
On average, the purity of cocaine/crack decreased 
14 percent during the first half of 2007 compared 
with 2006, and an increased number of impurities 
were recorded in analyzed samples. Marijuana 
dominates all other reported drugs as primary 
among treatment admissions, accounting for 
nearly 36 percent of the admissions, excluding 
alcohol, during FY 2007. While marijuana avail­
ability and use remain high across the Cincinnati 
region, indicators point to a leveling off at high 

levels. The number of marijuana seizures by Cin­
cinnati law enforcement doubled from January 
to November 2007 compared with 2006 and may 
have accounted for the slight increase in mari­
juana pricing that extended to the wholesale level 
of marketing. Indicators for heroin remained at 
a moderate level, with some indicators pointing 
to a slight increase for the Cincinnati region for 
2007 compared with 2006. Treatment admis­
sions for primary heroin use were not delineated 
from other opiate/opioid admissions, but the total 
number of admissions remained relatively stable 
for the category. The number of law enforcement 
seizures involving heroin rose slightly during 
2007 compared with 2006. Poison control data 
showed a 33-percent increase in reported human 
heroin exposure cases in 2007, with resulting 
findings pointing to distribution of adulterated 
heroin in the Cincinnati region between April 
and September 2007. Use of methamphetamine 
in Cincinnati has remained low, with little indi­
cation of change noted during 2007. A decrease 
in the number of methamphetamine lab seizures, 
combined with increased pricing, indicated less 
availability for use during 2007. Qualitative indi­
cators show movement away from the city to more 
rural areas. Determination of rural access and use 
of methamphetamine would be useful for future 
monitoring of the drug. MDMA availability and 
use in Cincinnati during 2007 remained at a low 
to moderate level, with some indication of a slight 
increase. The number of reported human expo­
sure cases increased in 2007. Recent reports of 
“extreme” ecstasy distribution in the State of Ohio 
will need to be monitored going forward. Pre­
scription narcotics containing either oxycodone 
or hydrocodone remain the most desirable of the 
opioid products abused in Cincinnati. In addition, 
qualitative	indicators	point	to	relatively	high	avail­
ability, with a slight increase in 2007 from 2006. 
Poison control data on oxycodone and hydro­
codone showed increased numbers of human 
exposure cases reported during 2007 compared 
with 2006. Abuse of methadone appears to be 
leveling out. The most desirable benzodiazepine 
abused continues to be alprazolam, according to 
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both users and law enforcement. Increased num­
bers of human exposure cases involving alprazo­
lam were also reported to poison control from 
2006 to 2007. A 45-percent increase in the num­
ber of clonazepam exposures reported to poison 
control in 2007 will need to be monitored to deter­
mine if there may be an increase in clonazepam 
abuse. Emerging Patterns: Increased numbers 
of calls to poison control for tablet identification 
of buprenorphine-containing pharmaceuticals 
suggest the possibility of use for abuse purposes, 
although data are currently lacking to definitively 
determine this at this time. The paucity of expo­
sure data available indicates a need for future 
monitoring for patterns that suggest emergence 
of an abuse trend due to increased diversion of 
buprenorphine. 

Data Sources: Medical examiner data were 
obtained by the Hamilton County Coroner’s Office 
for drug-related deaths for the year 2006 for com­
parison with death data from January to June 2007. 
Data included resulted from positive toxicology 
evidence of drug or alcohol use found in decedents. 
Cases recorded were classified as accidental, suicide, 
or homicide, and drug or alcohol findings were not 
necessarily recorded as cause of death. Qualitative 
data are from focus group interviews conducted 
for the Ohio Substance Abuse Monitoring (OSAM) 
Project, funded by the Ohio Department of Alcohol 
and Drug Addiction Services (ODADAS) through 
a grant to Wright State University (WSU). Focus 
groups are conducted in 6-month intervals. Drug 
purity data were provided by the Drug Enforce­
ment Administration (DEA), Cincinnati Resident 
Office, for January to June 2007 and the year 2006. 
Treatment data were provided by the Hamilton 
County Mental Health and Recovery Services Board 
for FY 2006 and FY 2007. Data were provided for 
publicly funded treatment programs within Hamil­
ton County only. Primary drug of use at admission 
was determined through billing data submitted by 
reporting agencies. Data methodology capture dif­
fered from previous reporting periods and does not 
provide for direct comparison to previous reports. 
Data were captured by group classification and 

not necessarily by specific drug type or route of 
administration. Additional changes in reporting 
of admissions may result in lack of comparison 
from this report to the next. Poison control data 
were provided by the Cincinnati Drug and Poi­
son Information Center (DPIC) for calendar years 
2006 and 2007. There are two call “types” with 
respect to poison control data. A call coming into 
the center involves either (1) a question (or query) 
or (2) someone has been “exposed” to a product. 
Exposures are further broken down into subtypes: 
Intentional, Unintentional, Adverse Reaction, 
Other, or Unknown. Most of the exposures involve 
intentional abuse/ misuse/suspected suicide, but all 
were captured in the data set. All exposure cases are 
for human cases only; animal cases were excluded, 
as were “confirmed” nonexposure cases. Drug sei­
zure data were provided by the Cincinnati Police 
Department for illicit drugs seized in Hamilton 
County. Forensic laboratory data were provided 
by the National Forensic Laboratory Information 
System (NFLIS) for FY 2007. Additional qualita­
tive and drug seizure data were provided by the 
Warren-Clinton County Drug Task Force. Meth­
amphetamine clandestine lab data were provided 
by the Ohio Bureau of Criminal Identification & 
Investigation. 

Drug Abuse Patterns and Trends in 
Colorado and the Denver/Boulder 
Metropolitan Area—Update:  
January 2008 

Tamara Hoxworth, Ph.D. 

For inquiries concerning this report, please con­
tact Tamara Hoxworth, Ph.D., Research Analyst, 
Department of Human Services, Colorado Alcohol 
and Drug Abuse Division, 4055 S. Lowell Boulevard, 
Denver, CO 80236, Phone: 303-866-7497, Fax: 303­
866-7481, E-mail: <tamara.hoxworth@state.co.us>. 

Overview of Findings: Excluding alcohol, 
marijuana abuse has continued to result in the 
highest number of treatment admissions annu­
ally since 1997. However, statewide marijuana 
treatment admissions declined from 43 percent 
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in 2001 to 34 percent in the first half of 2007, and 
in the Denver/Boulder metropolitan area (greater 
Denver), they declined from 40 percent in the first 
half of 2005 to 36 percent in the first half of 2007. 
In the first half of 2007, cocaine ranked third in 
statewide treatment admissions and second in 
Denver metropolitan treatment admissions. How­
ever, cocaine treatment admissions for both areas 
increased slightly over the past 2 years. Cocaine 
accounted for the highest number and propor­
tion of illicit drug hospital discharges since 1996. 
Cocaine also accounted for the highest drug-
related mortality rates from 1996 through 2002, 
but it was surpassed in 2003 by all opiates, includ­
ing heroin, and in 2004 through 2006 by opiates 
other than heroin. Cocaine had the highest num­
ber of illicit drug-related calls to the Rocky Moun­
tain Poison and Drug Center from 2001 through 
2003 in the Denver area, but it was surpassed by 
methamphetamine in 2004 and 2005. However, 
in 2006, cocaine had significantly more poison 
calls than methamphetamine (129 vs. 29, respec­
tively). Methamphetamine has exceeded cocaine 
in statewide treatment admissions since 2003, 
and it overtook Denver/Boulder treatment admis­
sions during the first half of 2005 only. However, 
2006 showed the first decline in several years for 
methamphetamine admissions and poison calls. 
Clandestine laboratory closures have decreased 
steadily since 2003, but the amount of metham­
phetamine seized increased through 2006, most 
likely because an estimated 80 percent of Colo­
rado’s methamphetamine comes from outside 
the State, predominantly Mexico. Many heroin 
abuse indicators decreased over the last several 
years, while poison calls remained stable. In 
2003 through the first half of 2007, opiate-related 
drug misuse mortalities exceeded those that were 
cocaine-related. One demographic trend noted is 
a decline in the age of onset and age at first treat­
ment for users of other opiates. Beyond abuse of 
illicit drugs, alcohol remained Colorado’s most 
frequently	abused	substance	and	accounts	for	the	 
most treatment admissions, ED reports, poison 
center calls, drug-related hospital discharges, and 
drug-related mortality. 

Updated Drug Abuse Trends and Emerg­
ing Patterns: Excluding alcohol, marijuana con­
tinues to be the primary drug of use statewide and 
in greater Denver. During the first half of 2007, it 
represented 34 percent of drug treatment admis­
sions statewide, a decline from 37 percent during 
the first half of 2005. Marijuana accounted for 36 
percent of Denver-area admissions, a decline from 
40 percent in the first half of 2005. There were 
1,094 unweighted marijuana DAWN ED reports, 
representing 18 percent of the reports and rank­
ing third behind cocaine and nonheroin opiates. 
It ranked second in 2006 hospital discharges and 
poison calls, both of which declined in recent 
years. Methamphetamine, which accounts for 
the next highest proportion of treatment admis­
sions statewide (31 percent), overtook cocaine 
admissions in the first half of 2003. Methamphet­
amine admissions continued to increase until the 
first half of 2006, and they have remained stable 
through the first half of 2007. In greater Denver, 
methamphetamine represented only 23 percent 
of first half of 2007 admissions (behind cocaine 
at 24 percent), increasing from the same time 
periods in 2006 and 2005 (21 and 20 percent, 
respectively). Regionally, the largest increases in 
methamphetamine admissions occurred in per­
sons from the northeast and northwest areas of the 
State. Methamphetamine ED reports totaled 453, 
accounting for 8 percent of unweighted DAWN 
reports.	 While	quantities	 seized	by	 law	 enforce­
ment also increased for methamphetamine, other 
indicators (hospital discharges, deaths, poison 
calls, lab seizures, and use among high school 
youth) declined in CY 2006. Cocaine treatment 
admissions ranked third statewide (21 percent) 
and second in greater Denver (24 percent) in 
the first half of 2007. Statewide cocaine admis­
sions have increased slightly from 20 percent in 
the first half of 2006 and 18 percent in the first 
half of 2005. Denver-area cocaine admissions also 
increased from 23 and 20 percent, respectively, 
since the first halves of 2006 and 2005. Quanti­
ties of cocaine seized by law enforcement in CY 
2006 increased. Additionally, cocaine accounted 
for the highest proportion of unweighted DAWN 
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ED reports (1,624 reports, 27 percent) in the first 
half of 2007, as well as the highest proportion of 
poison calls in CY 2006 (an increase over previ­
ous data). Cocaine ranked first in 2006 hospital 
discharges, which remained stable, and second in 
2006 deaths, which declined. Another decline was 
noted for reported cocaine use among high school 
youth in 2005. Heroin ranks fourth in both state­
wide and greater Denver treatment admissions, 
representing 7 and 10 percent of admissions, 
respectively. Heroin accounted for 8 percent of 
unweighted DAWN reports in the first half of 
2007 (n=467), ranking fourth behind cocaine, 
other opiates, and marijuana. Overall, most 
indicators of heroin use have declined, although 
2006	poison	calls	remained	stable,	and	quantities	 
seized by law enforcement in 2006 increased. In 
early 2007, the Rocky Mountain High Intensity 
Trafficking Program reported increased heroin 
purity levels and five heroin overdose deaths in 
Boulder. Other opiates rank fifth in both state­
wide and greater Denver treatment admissions, 
accounting for 5.2 and 4.6 percent of admissions, 
respectively, in the first half of 2007. Statewide, 
other opiate admissions rose slightly from 4.8 and 
4.3 percent, respectively, during the first halves of 
2006 and 2005. In greater Denver, opiate admis­
sions fluctuated from 6.7 percent in the second 
half of 2005 to 5.6 percent in the second half of 
2006 to 4.6 percent in the first half of 2007. With 
1,191 ED reports, other opiates ranked second 
behind cocaine and represented 20 percent of the 
unweighted DAWN reports. Other opiates also 
accounted for the highest proportion of illicit drug 
use deaths (17 percent) in CY 2006, an increase, 
and ranked third behind cocaine and marijuana 
in CY 2006 hospital discharges (also an increase). 
Demographic trends noted were increases in 
the ages of initial treatment and onset for users 
of marijuana, cocaine, and methamphetamine. 
Conversely, the age of initial treatment in users 
of other opiates declined from 39 in the second 
half of 2001 to 34 in the first half of 2007 among 
statewide admissions and from 40 in the second 
half of 2002 to 34 in the first half of 2007 among 
Denver-area admissions. Age of onset for other 

opiate users statewide also declined from 30.0 in 
the second half of 2001 to 25.0 in the second half 
of 2005, but it rose to 26.5 in the first half of 2007. 
Similarly, onset age in greater Denver declined 
from 30.5 in the second half of 2001 to 24.0 in the 
second half of 2005, but rose to 27.7 in the sec­
ond half of 2006 and declined again to 25.8 in the 
first half of 2007. Although 2007 HIV/AIDS data 
are not yet available, data through 2006 indicate 
decreasing AIDS and HIV cases related to injec­
tion drug use. 

Data Sources: Treatment data were provided 
by the Colorado Department of Human Services, 
Alcohol and Drug Abuse Division (ADAD). Data 
from client admissions to all ADAD-licensed treat­
ment providers from January through June 2007 
are included in the data set. Unweighted emer­
gency department (ED) DAWN Live! data from 
SAMHSA, OAS, are available to report drug men­
tions in ED visits occurring from January through 
June 2007. No comparisons with earlier time 
periods or discussions of trends can be done with 
unweighted data. Eligible hospitals in the Den­
ver area totaled 15; hospitals in the DAWN sam­
ple numbered 15, with the number of emergency 
departments in the sample totaling 15. (Some hos­
pitals have more than one emergency department.) 
During this 6-month period, nine EDs reported 
data each month. The completeness of data reported 
by participating EDs varied by month. Data in this 
report reflect cases that were received by DAWN as 
of December 10, 2007. Weighted ED DAWN data 
will be available in the spring of 2008 to compare 
2006 with earlier years. Unweighted DAWN data 
are reported for the Denver area only. Forensic 
laboratory data were provided by the National 
Forensic Laboratory Information System (NFLIS), 
Drug Enforcement Administration (DEA), for FY 
2007 (October 2006–September 2007). While these 
data are described, they cannot be compared with 
earlier data to establish trends, as a new meth­
odology renders them noncomparable. Hospital 
discharge data were obtained from the Colorado 
Department of Public Health and Environment 
(CDPHE), which receives data from the Colorado 
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Hospital Association. These data represent CY 
2006. Death data were also obtained for CY 2006 
from the CDPHE, which received them from the 
Colorado Association of Coroners. Poison call data 
were obtained from the Rocky Mountain Poison 
Control Center and represent CY 2006. Colorado 
Youth Risk Behavior Survey data were obtained 
from the CDPHE, which administers the survey 
every other year to 9th through 12th graders in a 
random sample of Colorado high schools. Data in 
this report represent CY 2005, because 2007 results 
are not yet available. Information on drug seizure 
quantities was obtained from the standard DEA 
report, State Facts: Colorado 2007. Data were for 
CY 2006. CY 2007 data should be published in Feb­
ruary 2008. Drug price and purity data came from 
the National Drug Intelligence Center’s (NDIC) 
intelligence bulletin, “National Illicit Drug Prices,” 
published in September 2006, and cover drug prices 
collected in June 2006. Intelligence data were 
obtained from tasking reports prepared by NDIC’s 
Rocky Mountain High Intensity Drug Trafficking 
program. The most recent report covered informa­
tion collected in early 2007. Anecdotal reports of 
drug use on Denver inner city streets were obtained 
from phone calls made in January 2008 to outreach 
staff at Urban Peak (an agency serving homeless 
youth). Data for 2007 are not yet available for hos­
pital discharges, deaths (which are not available for 
marijuana), poison calls, and Youth Risk Behavior 
Survey data (most recent YRBS data are 2005). 

Drug Abuse Patterns and Trends in the 
Detroit Area—Update: January 2008 

Cynthia Arfken, Ph.D. 

For inquiries concerning this report, please contact 
Cynthia L. Arfken, Ph.D., Wayne State University, 
2761 E. Jefferson, Detroit, Michigan 48207, E-mail: 
<carfken@med.wayne.edu>. 

Overview of Findings: This report updates 
data on drug abuse indicators for the CEWG 
Detroit area since the last reporting period in June 
2007. Much of the data cover the last 6 months of 
FY 2007 compared with the first 6 months of FY 

2007 from the same data source. During the sec­
ond half of FY 2007, there were limited changes, 
with some increases in cocaine indicators. The big 
news, however, was the disappearance of fentanyl 
as a cause of death. The increase in cocaine is 
indicated by the increase in calls to poison control 
centers and deaths related or attributed to cocaine. 
The proportion of treatment admissions for her­
oin, cocaine, alcohol, and marijuana continued 
to converge due to the increasing proportion of 
admissions for marijuana. The emergency depart­
ment visits also show stability in major drugs of 
abuse and prescription opioids. Prices and arrests 
by major drug of abuse did not show change. 

Updated Drug Trends and Emerging Pat­
terns: Crack is the major drug of abuse in Detroit, 
based upon treatment admissions, deaths, poison 
control center calls, emergency department men­
tions, items seized, and drug intelligence reports. 
Powder cocaine is less available and appears to 
be used by different demographic groups (i.e., 
Whites, Hispanics, and younger adults). Heroin 
is also a major drug of abuse in Detroit, with con­
tinued high purity and stable prices. Most items 
analyzed are South American, but Southwest 
Asian heroin is also found. Treatment admissions, 
arrests, and items seized are stable. Marijuana 
remained	the	third	most	frequently	reported	pri­
mary illegal substance for treatment admissions, 
but the proportion of marijuana admissions is 
increasing due to criminal justice referrals. Mari­
juana is also widely available according to drug 
intelligence. Methamphetamine is almost non­
existent as evidenced by treatment admissions, 
emergency department visits, office of medical 
examiners’ report, calls to poison control cen­
ters, and drug intelligence. Drug intelligence also 
reports that MDMA is easy to obtain from tra­
ditional marijuana dealers, suggesting increased 
availability. People caught smuggling MDMA at 
the Canadian border are increasingly diversified, 
suggesting that there is a market for the drug. 
Deaths in which opioids were detected contin­
ued to rise in the current reporting period based 
on Office of Medical Examiners’ data, especially 
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those related to hydrocodone and methadone. At 
the same time, however, deaths in which fentanyl 
was detected fell dramatically. The number of pre­
scriptions filled for scheduled medications con­
tinued to increase through 2006. While no trends 
can be ascertained, two data sources—NFLIS and 
DAWN Live! emergency department data—reveal 
rank order and levels of drug indicators. NFLIS 
data for Wayne County show marijuana, cocaine, 
and heroin are the predominant items analyzed. 
The unweighted DAWN data for the periods Jan­
uary 2005 through June 2007 show cocaine, her­
oin, and marijuana ranking until recently, when 
marijuana surpassed heroin in number of poten­
tially abuse-related drug mentions in emergency 
department visits. Emerging issues include the 
disappearance of illegally manufactured fentanyl 
in the Detroit area and the return to low levels of 
deaths with fentanyl detected in the decedents. 
HIV/AIDS: Based on data for the first 6 months 
of 2007, injection drug use continues to account 
for approximately 20 percent of people with HIV/ 
AIDS. The number of individuals counted and 
their distribution by race and risk factors are vir­
tually unchanged. 

Data Sources: Specific data sources for 
which more recent data were available for use 
in this Update Brief were as follows. Treatment 
admissions and demographic data for FY 2007 
(October 1, 2006–September 30, 2007) were pro­
vided by the Bureau of Substance Abuse and 
Addiction Services, Division of Substance Abuse 
and Gambling Services, Michigan Department of 
Community Health (MDCH), for the State and by 
county, as reported by State and federally funded 
programs. These data are for treatment paid by pub­
lic money, excluding those covered by Department 
of Corrections. Drug-attributed and related death 
data for January–August 2007 were provided by the 
Wayne County Medical Examiner’s Office. These 
data are based on toxicology screens performed 
by the ME Office on decedents brought to them 
for examination under circumstances that include 
deaths by suspicious cause, most injury deaths, 
deaths unattended by a physician or other person, 

and clearly drug-related deaths. Drug intelligence 
data were received from the Drug Enforcement 
Administration (DEA), National Drug Intelligence 
Center (NDIC), and High Intensity Drug Traffick­
ing Area (HIDTA) officials. Drug price data were 
provided by DEA’s Domestic Monitor Program for 
2006 compared with 2005 data. Forensic labora­
tory data are from the National Forensic Labora­
tory Information System (NFLIS), DEA, for FY 
2007. Because of changes in geographic coverage, 
no comparisons with previous time periods can be 
made. Unweighted emergency department (ED) 
drug mentions data from the DAWN Live! system 
for the city of Detroit are reported for the period 
January 2005 through June 2007, although, again, 
no comparisons with earlier time periods can be 
made. Eligible hospitals in the Detroit core totaled 
13; hospitals in the DAWN sample numbered 6, 
with the number of emergency departments in the 
sample totaling 6. During this time period, between 
four and six EDs reported data each month. The 
completeness of data reported by participating EDs 
varied by month. Data in this report reflect cases 
that were received by DAWN as of December 14, 
2007. Note that the DAWN Live! data reported here 
refer to Detroit city only, while the data reported in 
Section II of this report refer to the Detroit metro­
politan region. Calls for intentional use by humans 
between January and June 2007 were collected from 
the Eastern Michigan Poison Control Center. Data 
on the number of prescriptions filled for sched­
uled medications were provided for the period 
2003 through 2006 by the Michigan Department of 
Community Health, Bureau of Health Professions, 
Michigan Automated Prescription System. HIV/ 
AIDS data for the first half of 2007 were provided 
by the State Department of Health. 

Drug Abuse Patterns and Trends in 
Honolulu and the State of Hawai’i— 
Update: January 2008 

D. William Wood, Ph.D., M.P.H. 

For inquiries concerning this report, please contact 
D. William Wood, Ph.D., M.P.H., Department of 
Sociology, University of Hawai‘i at Manoa, 2424 
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Maile Way, Room 247 Saunders Hall, Honolulu, 
HI 96822, Phone: 808-956-7693, Fax: 808-965­
3707, E-mail: <dwwood@hawaii.edu>. 

Overview of Findings: Recent Changes: 
Moneys released last year for treatment and pre­
vention services were received just before Christ­
mas 2006. During the first half of 2007, the funds 
began to be used and were seen in the form of 
several new public service announcements, but 
few new treatment slots resulted. Instead, many 
of the existing programs increased their staffing 
ratios to provide better services to their existing 
numbers of clients. The efforts of the local HIDTA 
were seen in the form of several high-profile drug 
seizures on neighbor islands and the discovery of 
a 5-acre outdoor marijuana growing operation. 
The coordination of effort through HIDTA has 
been	quite	successful	in	improving	the	capacity	of	 
the narcotics divisions of local police departments 
for drug interdiction. The National Guard is also 
involved in these operations. The State economy 
continues to boom with many large construc­
tion projects throughout the islands. Almost 
total employment exists, with an unemployment 
rate of 2 percent. Tourism remains strong from 
Asia and the mainland in spite of their economic 
changes. The State Legislature was in session dur­
ing this reporting period; there is little of impor­
tance to report. Few hearings focused on drug use 
in Hawai‘i. Some minor legislative attempts were 
developed to refine laws passed last year regard­
ing the committing of crimes under the influ­
ence of methamphetamine, but the session was 
essentially	quiet	on	the	topic	of	drugs	in	Hawai‘i.	 
Several reports were made by law enforcement 
agencies to the media indicating that the meth­
amphetamine problem in the State was over. 
Indicators such as the number of pounds of meth­
amphetamine seized, the amounts of money, and 
numbers of persons within the distribution net­
works for the drugs who were arrested were all 
presented as evidence that the problem was on the 
decline. The same agency reports of drug prices 
have shown no significant increase in the price of 

methamphetamine, although the cost of cocaine 
has escalated during this time period. 

Updated Drug Abuse Trends and Emerg­
ing Patterns: Because the time elapsed before 
persons seek and receive treatment is variable, 
treatment data are not viewed as particularly 
useful for monitoring current drug trends in the 
community. In Hawai‘i, the treatment admis­
sions data, based on the self-reported primary 
drug information, show that during this period, 
admissions for cocaine use continued their mul­
tiyear decline, but the numbers of decedents with 
cocaine as part of the body toxicology increased 
from previous reporting periods. The ME find­
ing is similar to Honolulu Police data that also 
showed an upturn in cocaine cases. Heroin 
admissions for treatment also continued their 
multiyear downturn. Heroin deaths have been a 
problem for the ME lab for some time because 
of an apparent spike in use of morphine that has 
made the unambiguous identification of heroin as 
the drug in the toxicology report difficult to ascer­
tain. Police cases for heroin use are up a little, but 
it is within the normal variability of the numbers 
of cases from one period to another. The number 
of decedents with other opiates as part of their 
toxicology analysis increased sharply, with hydro­
codone followed by oxycodone as the primary 
drugs involved. Methadone deaths were also up 
slightly from previous periods. Admissions for 
treatment with marijuana as the primary drug 
were up considerably during this period, with 
no apparent explanation. The ME reports that 
the number of decedents with THC in their toxi­
cology screen is stable. Police, while not actively 
seeking marijuana cases, report a slight increase 
in numbers of cases. Admissions to treatment 
with methamphetamine as a primary drug are 
down slightly from the previous period. However, 
upon examining 16 years of treatment data in the 
data set, the decline in numbers returns the total 
in methamphetamine treatment to the level the 
system was experiencing in 2002. The ME does 
not find a decline in methamphetamine-positive 
toxicologies, but rather a return to numbers of 
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positive toxicology reports that ends a 2-year 
decline in numbers. Police reports place the num­
bers of methamphetamine cases as the same as 
last year. The four major drugs seized or captured 
and sent for analysis in NFLIS-participating labs 
have remained stable over the past 5 years, with 
methamphetamine analyzed most often, followed 
by cannabis, THC, or similar products; cocaine; 
and then all other drugs. 

Characteristics of Treatment Admissions: 
The State of Hawai‘i does little analysis of its data 
on those in treatment. Univariate statistics are 
available, but even bivariate data showing profiles 
of users of specific drugs are not routinely gener­
ated. Accessing those data by non-ADAD persons 
is extremely difficult. No analysis of polydrug use 
is conducted, nor are recidivists in the treatment 
system analyzed. Differential analysis of those 
succeeding in treatment compared to those that 
do not succeed (although 6-month posttreatment 
data are collected) are also not completed. Efforts 
will continue to be made, in the face of scarce 
resources, to increase the information value of 
treatment data and to enhance data from the 
police and the medical examiner with treatment 
data insofar as possible. 

Data Sources: Data for January–June 2007 
were obtained from the following sources: Hawai‘i 
High Intensity Drug Trafficking Area report; Hono­
lulu Police Department Narcotics and Vice Data 
sets; Hawai‘i Office Drug Enforcement Administra­
tion Reports; State of Hawai‘i, Office of Narcotic 
Control; U.S. Attorney; State of Hawai‘i, Depart­
ment of Health, Alcohol and Drug Abuse Division 
and the Infectious Disease Branch, STD/AIDS sta­
tistics division; Attorney General’s Office, Crime 
Data Statistics Office; City and County of Hono­
lulu, Office of the Medical Examiner Data; State of 
Hawai‘i, Department of Business, Economic Devel­
opment and Tourism Data; Hawai‘i Drug Policy 
Forum Reports; Mr. Michael Palazzo, doctoral 
student, School of Nursing, University of Hawai‘i; 
Mr. Joseph Allen, doctoral student, Department of 

Sociology, University of Hawai‘i. Data were also 
collected from the National Forensic Laboratory 
Information System, private drug treatment facili­
ties, the University of Hawai‘i, Department of Psy­
chiatry, Queens Hospital, and the Hawai‘i Health 
Information Corporation. All data pertain to adults 
within the State of Hawai‘i. 

Drug Abuse Patterns and Trends in Los 
Angeles County—Update: January 2008 

Mary-Lynn Brecht, Ph.D. 

For inquiries concerning this report, please contact 
Mary-Lynn Brecht, Ph.D., University of California, 
Los Angeles, Integrated Substance Abuse Pro­
grams, 1640 South Sepulveda Blvd., Suite 200, Los 
Angeles, CA 90025, Phone: 310-267-5275, E-mail: 
<lbrecht@ucla.edu>. 

Overview of Findings: This report updates 
data on drug abuse indicators for CEWG area Los 
Angeles County since the last reporting period 
ended in June 2007. Overall numbers of treatment 
admissions remained stable for the second half 
of 2006 and the first half of 2007. Methamphet­
amine continued to dominate the local treatment 
system, with about one in four admissions (24 
percent) reporting methamphetamine as the pri­
mary substance of abuse. Four other substances 
each accounted for slightly lower percentages of 
admissions: alcohol (19 percent), marijuana (18 
percent), heroin (18 percent), and cocaine (16 
percent). Seizures and laboratory incidents for 
methamphetamine have continued their decline. 
Wholesale prices for methamphetamine have 
increased substantially, but this has not yet been 
reflected in street price increases. Prices for other 
drugs have not changed dramatically. Increasing 
interdiction efforts are reported for marijuana. 
Cocaine (38 percent), marijuana (28 percent), 
and methamphetamine (25 percent) account for 
the substantial majority of Los Angeles-based 
illicit drug items analyzed and recorded by NFLIS 
for the October 2006 through September 2007 fis­
cal year. 
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Updated Drug Abuse Trends and Emerg­
ing Patterns: Methamphetamine (24 percent of 
admissions) continued to account for more alco­
hol and other drug treatment admissions in Los 
Angeles County than any other substance during 
the two most recently available 6-month periods 
(July–December 2006 and January–June 2007), 
based on the new CalOMS data system. Numbers 
of treatment admissions for the five major sub­
stances remained relatively stable (with differences 
of 2 percent or less across the past three 6-month 
periods). Note that for marijuana, a 2-percent 
increase was noted; however, additional experi­
ence with the CalOMS system is needed before 
evaluating such minor changes. Hispanics repre­
sented a higher proportion of methamphetamine 
admissions (55 percent) than admissions for 
other major substances. Drug and laboratory sei­
zures for methamphetamine continue to decline 
from previous years; however, the Los Angeles 
HIDTA area (Los Angeles, Orange, Riverside, 
and San Bernardino Counties) still accounts for 
a major proportion of California’s methamphet­
amine lab seizures. The wholesale price of meth­
amphetamine increased from $8,000–$12,000 per 
pound in 2006 to $15,000 midway through 2007. 
This wholesale price increase, however, has not 
yet been reflected in street price increases. About 
one-fourth of NFLIS-reported items tested in 
forensic labs contained methamphetamine, rank­
ing it third among types of substances found (after 
cocaine and cannabis). Cocaine/crack accounted 
for 16 percent of LA County AOD treatment 
admissions in January–June 2007, a majority of 
whom were Black (56 percent of cocaine/crack 
admissions were Black). If reported seizure rates 
for cocaine continue through the remainder of 
2007, then they will be lower than for 2006. Street 
prices have remained stable for powder cocaine 
(at about $80 per gram), but they have declined 
for crack ($5–$10 per rock vs. $10–$40 in 2006). 
Of FY 2007 NFLIS items, 38 percent contained 
cocaine (a larger percentage than for any other 
substance). Treatment admissions for MDMA 
remain at a negligible level (0.1 percent). How­
ever, MDMA ranks fifth among drugs identified 

in NFLIS forensic lab testing reports for Los 
Angeles County (1.4 percent of items). While 
the street price of MDMA has remained stable, 
there has been a drop in the wholesale price (to 
$2,500–$3,000 per boat, less than half the 2006 
prices). Prescription drugs (including benzodi­
azepines	and	tranquilizers,	but	excluding	narcotic	 
analgesics) accounted for a negligible percentage 
(less than 0.5 percent) of treatment admissions. 
About 18 percent of treatment admissions in 
January–June 2007 were for heroin. Heroin was 
identified in 4 percent of NFLIS items. Prices 
remained fairly stable. About 2.3 percent of treat­
ment admissions and 1.6 percent of NFLIS items 
were for other opiates excluding heroin. Among 
NFLIS narcotics, hydrocodone was most preva­
lent (0.7 percent of total NFLIS items); oxycodone 
accounted for 0.2 percent of NFLIS items and 0.4 
percent of treatment admissions. Marijuana was 
reported as the primary drug for 18 percent of Los 
Angeles	County	treatment	admissions	(equivalent	 
to the fraction for heroin), a slight increase over 
the previous 6-month period. Nearly one-half (47 
percent) of marijuana admissions were for ado­
lescents younger than 18. Cannabis was identified 
in 28 percent of NFLIS items. The street price for 
marijuana has remained stable. Emerging Pat­
terns: Some stability in treatment admissions 
for methamphetamine was seen during the past 
year, and a very slight increase was observed for 
marijuana. We hope to have additional indicators 
for the next update to show whether the apparent 
decrease in methamphetamine availability (fewer 
seizures) and higher wholesale prices will trans­
late to decreases in its general use and related 
consequences.	 HIV/AIDS: Numbers of new 
AIDS cases diagnosed during January–June 2007 
remained relatively stable (n=712 for preliminary 
counts). 

Data Sources: Treatment data were pro­
vided by Los Angeles County Department of Public 
Health, Alcohol and Drug Program Administration 
(ADPA) (tables produced by California Depart­
ment of Alcohol and Drug Programs [ADP]) from 
CalOMS (California Outcome Monitoring System). 
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CalOMS is a statewide client-based data collection 
and outcomes measurement system for alcohol 
and other drug (AOD) prevention and treatment 
services. Submission of admission/discharge infor­
mation for all clients is required of all counties and 
their subcontracted AOD providers, all direct con­
tract providers receiving public AOD funding, and 
all private-pay licensed narcotic treatment provid­
ers. Data for the current report include admissions 
in Los Angeles County for periods July–December 
2006 and January–June 2007. Note that CalOMS 
was implemented in early 2006 (replacing the ear­
lier CADDS system). Thus, data reported for peri­
ods prior to July 2006 may not be comparable to 
more recent periods. Forensic laboratory data 
were provided by the National Forensic Labora­
tory Information System (NFLIS), Drug Enforce 
Administration (DEA), for fiscal year 2007 (Octo­
ber 2006–September 2007). While these data are 
described, their comparison with earlier data to 
establish trends may not be possible because of the 
new methodology. Drug availability, price, and 
seizure data were derived from reports from the 
Los Angeles High Intensity Drug Trafficking Area 
(HIDTA), the Los Angeles County Regional Crimi­
nal Information Clearinghouse (LA CLEAR), the 
National Drug Intelligence Center (NDIC) June 
2007 National Illicit Drug Prices report, and the 
DEA. The prices included in this report reflect the 
best estimates of the analysts in the Research and 
Analysis Unit at LA CLEAR as available for the 
3rd Quarter Report (October 2007). The price esti­
mates are based primarily on field reports, inter­
views with law enforcement agencies throughout 
the Los Angeles HIDTA, and post-seizure analysis. 
Acquired immunodeficiency syndrome (AIDS) 
and human immunodeficiency virus (HIV) data 
(cumulative through June 2007 with most recent 
6-month update for January–June 2007) were 
provided by the Los Angeles County Department 
of Health Services, HIV Epidemiology Program, 
HIV/AIDS Semi-annual Surveillance Summary, 
July 2007. Updates from other data sources were 
not available for this report. 

Drug Abuse Patterns and Trends in 
Maine—Update: January 2008 

Marcella Sorg Ph.D., R.N., D.A.B.F.A. 

For inquiries concerning this report, please contact 
Marcella H. Sorg, Ph.D., R.N., D.A.B.F.A., Direc­
tor, Rural Drug and Alcohol Research Program, 
Margaret Chase Smith Policy Center, University of 
Maine, Orono, ME 04469, Phone: 207-581-2596, 
Fax: 207-581-1266, E-mail: <marcella.sorg@umit. 
maine.edu>. 

Overview of Findings: This report updates 
drug abuse indicators in Maine through calendar 
year (CY) 2007. Most heroin indicators (deaths, 
seizures, admissions) continued to decline in 
2007; however, after falling every year 2003–2006, 
the proportion of heroin arrests by the Maine 
Drug Enforcement Agency rose from 3 to 7 per­
cent in 2007. Cocaine abuse, already substantial, 
grew during 2007 beyond 2006 levels. Increases 
were seen for arrests, seizures, and admissions 
for both crack and cocaine. The estimate for 2007 
deaths indicates a slight reduction. Marijuana 
indicators are moderately high, with arrests and 
primary admission levels remarkably stable since 
2003, although seizures declined in 2007. Abuse 
of prescription drugs, predominantly methadone, 
oxycodone, and benzodiazepines, continues at 
high levels. The number of deaths, arrests, and sei­
zures has remained relatively steady; however, the 
number of abuse-related calls to the poison center 
has risen sharply in the last 2 years. Methamphet­
amine abuse is now focused on pills, and indicators 
are	declining,	although	the	numbers	are	still	quite	 
low. Methamphetamine arrests and seizures went 
down in 2007; treatment percentages dropped in 
2006 and 2007. MDMA seizures have increased, 
but the percent of treatment admissions declined 
in 2007. MDMA pills have been combined with 
methamphetamine in some samples. 

Updated Drug Abuse Trends and Emerg­
ing Patterns: Cocaine and narcotic analgesics 
remain the two leading types of substance abuse 
in Maine, excluding alcohol and tobacco. Cocaine/ 
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crack arrests dominate activity of the Maine Drug 
Enforcement Agency, accounting for 45 percent 
of arrests and staying essentially level during 2006 
and 2007. The proportion of females arrested for 
crack has increased from 23 percent in 2005 and 
24 percent in 2006 to 40 percent in 2007, after 
remaining level in 2003–2005. Cocaine/crack also 
constitutes the largest single category of samples 
tested in Maine’s forensic lab, growing from 36 
percent in 2003 to 50 percent in 2007. Cocaine-
induced deaths rose sharply from 4 percent in 
2002 to 19 percent in 2006, but estimates for 
2007 suggest a slight decrease. Primary treatment 
admissions have, however, increased slightly for 
cocaine and decreased slightly for crack between 
2006 and 2007; combined they now represent 14 
percent of admissions (4 percent crack and 10 
percent cocaine). Narcotic analgesics misuse and 
abuse remain high and stable in 2007, contributing 
to 21 percent of arrests, 18 percent of forensic lab 
samples, and 46 percent of primary admissions. 
Cocaine cointoxication is commonly found with 
narcotic substance abuse, based on decedent toxi­
cology and treatment admissions data. The supply 
of pharmaceutical narcotics has continued to rise 
in Maine, as is shown by the Prescription Moni­
toring Program data, growing 15 percent from 
963,055 in FY 2005 to 1,109,881 prescriptions 
dispensed in FY 2007. Deaths caused by pharma­
ceutical narcotics constitute around 80 percent 
of drug-induced deaths. This indicator spiked 
in 2002 and has stayed high and level. Among 
narcotics, methadone and oxycodone dominate 
deaths, arrests, seizures, and poison center expo­
sure and information calls. The estimated total 
of oxycodone deaths increased in 2007, while 
that for methadone stabilized. When the form of 
methadone is known in a drug-induced death, 
tablets	outnumber	liquid	two	to	one	in	2005	and	 
2006 cases. Prescriptions for buprenorphine have 
increased sharply since 2006, corresponding with 
an increase in street abuse as indicated in seizure 
samples, information calls to poison control, and 
two cases in which buprenorphine, in combina­
tion with other drugs, was ruled as the cause of 
death. Benzodiazepines continue to play a stable 

and	ubiquitous	role	in	2007,	despite	low	numbers.	 
Constituting about 3 percent of seizures and 12 
percent of drug-induced deaths, benzodiazapines 
are	frequent	cointoxicants	in	narcotic	deaths	and	 
identified as secondary or tertiary problems on 
admission. Heroin abuse continues as a serious 
problem, but recent indicators have been stable 
or decreasing. Heroin caused 19 percent of drug-
induced deaths in 2006 and an estimated 14 per­
cent in 2007, as well as 7 percent of 2007 arrests 
(up from 3 percent in 2006), 7 percent of 2007 
seizures (down from 10 percent in 2006), and 15 
percent of early 2007 primary admissions (down 
from 19 percent). Methamphetamine indicators 
are mixed, but numbers continue to be small. In 
2007, only one lab was discovered, a ˝box˝ lab 
seized at the U.S.-Canada border. About 60 per­
cent of methamphetamine samples tested are 
in pill form. The proportion of female arrestees 
has risen from 13 percent in 2006 to 29 percent 
in 2007. Although admissions declined slightly 
from 2006 to 2007, the proportion is less than 1 
percent. MDMA seizures represent only 1 per­
cent of samples, and admissions for MDMA con­
stitute only 0.1 percent. Yet, the combination with 
methamphetamine in one-third of seized MDMA 
pills suggests the need to look at this combination 
in the future. Marijuana is stable at 20 percent of 
arrests in both 2006 and 2007 and 11 percent of 
lab samples in both years. Just over 20 percent of 
primary admissions are for marijuana, stable from 
2006 to 2007. Emerging issues include continu­
ing problems with the high volume of cocaine and 
prescription drug abuse. Of particular note, oxy­
codone	deaths	 and	poison	center	 inquiries	have	 
increased in 2007. MDMA and methamphet­
amine abuse, although low in proportion, exhibit 
potential threats that bear monitoring. The trend 
of increasing female percentages for both cocaine 
and methamphetamine arrests will be analyzed 
further. HIV/AIDS data were not available to 
update previous years. 

Data Sources: Treatment admission data, 
provided by the Maine State Office of Substance 
Abuse, include all admissions for programs receiving 

Proceedings of the Community Epidemiology Work Group, January 2008 43 



EpidEmiologic TrEnds in drug AbusE: HigHligHTs And ExEcuTivE summAry 

State funding. This report includes admissions data 
from January to June 2007, excluding shelter and 
detoxification, and makes comparisons with prior 
calendar years. Forensic laboratory data were 
provided by the Maine State Health and Environ­
mental Testing Laboratory, which tests all samples 
seized by the Maine Drug Enforcement Agency. 
Data were provided for CY 2007 and compared 
to previous years back to 2003. Arrest data were 
provided by the Maine State Drug Enforcement 
Agency, which directs eight multijurisdictional task 
forces covering the State, generating approximately 
60 percent of all UCR drug-related offenses state­
wide. Data were provided for CY 2007 and com­
pared with previous years back to 2003. Poison 
center data for CY 2007 and previous years were 
provided by the Northern New England Poison 
Center, which serves Maine, New Hampshire, and 
Vermont, and include data on calls for law enforce­
ment information, substance abuse information, 
and calls regarding poisoning exposures. Mortality 
data were provided by the State of Maine Office of 
the Chief Medical Examiner for all completed cases 
through 2007. That office investigates all drug-
related cases statewide. In 2007 and several previ­
ous years, they utilized Central Valley Toxicology 
for all toxicology testing, which is routinely done on 
all suspected drug cases. Data for 1997–2006 are 
complete, but data for 2007 await case completion 
by their office. Nearly all deaths for January to June 
were available. Based on algorithms developed in 
previous data years, estimates for 2007 used in this 
report were calculated for total drug deaths in sev­
eral of the larger drug categories. Prescription data 
were provided by the State Prescription Monitoring 
Program administered by the Maine State Office of 
Substance Abuse. These included aggregate tables 
summarizing counts for all controlled substance 
prescriptions dispensed statewide. 

Drug Abuse Patterns and Trends in 
South Florida—Update: January 2008 

James N. Hall 

For inquiries regarding this report, please contact 
James N. Hall, Center for the Study and Prevention 

of Substance Abuse, Up Front, Inc., 13287 SW 124 
Street, Miami, FL 33186, Phone: 786-242-8222, 
E-mail: <upfrontin@aol.com>. 

Overview of Findings: Cocaine conse­
quences	 dominate	 indicators	 among	 all	 abused	 
drugs in Miami-Dade County and most drugs in 
Broward County (Ft. Lauderdale). Yet, the number 
of cocaine-related deaths declined in the first half 
of 2007, compared with the previous 6 months. 
Declines in heroin indicators have occurred as 
rising	 consequences	 for	 prescription	 narcotic	 
analgesics have stabilized. MDMA-related deaths 
in both counties are now detected in combination 
with methamphetamine, because both drugs are 
found in ecstasy tablets. The number of conse­
quences	related	to	benzodiazepines	is	more	than	 
double in Broward County than the number in 
Miami-Dade County. South Florida has one of 
the highest per capita rates of AIDS cases in the 
Nation, at 64.6 cases per 100,000 people. Emerg­
ing trends include monitoring availability and 
purity of South American cocaine and the spread 
to new user groups of ecstasy containing meth­
amphetamine and MDMA. 

Updated Drug Abuse Patterns and 
Emerging Trends: South Florida has the high­
est proportion of unweighted cocaine-related ED 
DAWN reports and crime lab cases among all 
CEWG reporting areas. Cocaine represented 60 
percent of illicit drug ED reports and two-thirds 
of crime lab cases during the first half of 2007 in 
both counties. Cocaine-related deaths declined 
21 percent in Miami-Dade County, 35 percent 
in Broward County, and 3 percent across the 
State between the last half of 2006 and the first 
half of 2007. These declines reverse rising num­
bers of cocaine-related deaths for the State since 
2000 and since 2004 in the two South Florida 
counties. Polysubstance abuse was linked to 80 
percent of the Broward County cocaine-related 
deaths, 75 percent of those statewide, and 55 per­
cent of those in Miami-Dade County during the 
first half of 2007. Availability of cocaine appears 
plentiful, while ethnographic sources suggest that 
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users report lower street purity and dealers com­
plain about lower profits because of more adul­
terated, less pure cocaine coming into the United 
States. Some South American cocaine is now 
being sent to Europe via Western Africa, sug­
gesting possible future declines in availability and 
purity of the drug in the United States. Cocaine 
is increasingly viewed as the major club drug, 
along with alcohol. Downward trends of heroin 
consequences	continued	in	the	first	half	of	2007	 
for Miami-Dade and Broward Counties as well 
as in the State, with a 53 percent decline in her­
oin-related deaths for Miami-Dade County since 
the last half of 2006, a 25 percent decline in Bro­
ward County, and a 13 percent decline statewide. 
Regarding other opiates, Broward County and 
most of the State have higher numbers and per 
capita rates of prescription narcotic nonmedical 
use and abuse than Miami-Dade County. Deaths 
related to this group of medications decreased 2 
percent in Broward County between the second 
half of 2006 and the first half of 2007, totaling 118 
in the most recent reporting period, or 43 percent 
of all drug-related deaths (excluding alcohol). In 
Miami-Dade County, the number of such deaths 
declined 45 percent over the same period (total­
ing 32). Among unweighted ED DAWN reports 
for the nonmedical use of a medication in the first 
half of 2007, 36 percent were for narcotic anal­
gesics in Broward County, while 21 percent were 
in Miami-Dade County. During the first half of 
2007, 22 percent of treatment admissions (exclud­
ing alcohol) among a sample of Broward County 
adult clients were for a prescription narcotic as 
the primary drug of abuse, up from 15 percent of 
a similar sample in the first half of 2006. NFLIS 
crime lab data do not capture all the narcotic 
analgesic items for Broward County, yet the Bro­
ward Sheriff ’s Office Crime Lab reports 549 such 
cases from July 2006 to June 2007, or 5 percent 
of all items tested. This compares with 124 items 
from the Miami-Dade County NFLIS report for 
October 2006 to September 2007, or less than 1 
percent of all items analyzed. Indicators of meth­
amphetamine abuse remain low; the drug repre­
sents about 1 percent or less of unweighted ED 

DAWN reports in both counties. While NFLIS 
data report only 10 methamphetamine crime lab 
cases in Broward County for the period October 
2006 to September 2007, the Broward Sheriff ’s 
Office reports 185 such cases from July 2006 to 
June 2007, with the number of cases doubling 
between the last half of 2006 and the first half of 
2007. The rise in methamphetamine crime lab 
cases parallels the increase of MDMA Broward 
County crime lab items that nearly doubled from 
77 in the second half of 2006 to 149 in the first 
half of 2007. The NFLIS reports 386 (or 2 percent 
of all items) MDMA cases in Miami-Dade County 
between October 2006 and September 2007. It is 
believed that the data reflect increasing numbers 
of ecstasy tablets that contain both MDMA and 
methamphetamine. Deaths involving the com­
bination of these two drugs are observed mainly 
among young adult African-American males who 
died of gunshot wounds, reflecting the increasing 
use of ecstasy associated with the hip-hop club 
scene. More than one-fourth of unweighted ED 
DAWN reports for all nonalcohol illicit drugs 
in both counties are for marijuana. Indicators of 
marijuana	consequences	remain	stable	and	high,	 
ranking second to cocaine. Alprazolam is the most 
frequently	cited	benzodiazepine	observed	in	most	 
abuse indicators. Benzodiazepines accounted for 
35 percent of all drug-related deaths (excluding 
alcohol) and 34 percent of unweighted ED DAWN 
reports for all nonmedical prescription drugs in 
Broward County during the first half of 2007. 
Emerging Patterns: Patterns of cocaine traffick­
ing, including purity of the drug sold in wholesale 
quantities,	should	be	monitored	for	changes	in	the	 
drug’s availability and possible shifts in measures 
of	 its	consequences.	Increases	 in	MDMA	conse­
quences	 suggest	 rising	 availability	 of	 the	 drug,	 
often containing methamphetamine, and more 
ecstasy use among Hispanics and African-Ameri­
cans. HIV/AIDS: The number of new AIDS cases 
declined 30 percent in Miami-Dade County and 
23 percent in Broward County from the first half 
of 2006 to the first half of 2007. Transmission 
categories remain unchanged between 2006 and 
2007 for both counties and the State at 40 percent 
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for MSMs, 17 percent for IDUs, and 4 percent for 
MSMs who are also IDUs. 

Data Sources: Drug-related death data are 
from the Florida Medical Examiners Commis­
sion 2007 Interim Report on Drugs Identified In 
Deceased Persons by Florida Medical Examiners 
covering the first half of 2007 and from the chief 
toxicologists for the Medical Examiner Division 
in Broward and the Miami-Dade County Medi­
cal Examiner’s Department. Unweighted emer­
gency department (ED) DAWN Live! data from 
SAMHSA, OAS, are reported for the period Janu­
ary 2007 through June 2007 separately for the 
Miami-Dade County and Ft. Lauderdale Divisions 
of DAWN Live! No comparisons with earlier time 
periods can be made. Weighted ED DAWN data 
are not currently available. Eligible hospitals in the 
Miami-Dade County area totaled 21; hospitals in 
the DAWN sample numbered 19, with the number 
of EDs in the sample totaling 19. (Some hospitals 
have more than one ED.) During this 6-month 
period, between eight and nine EDs reported data 
each month. The completeness of data reported by 
participating EDs varied by month. Eligible hospi­
tals in the Ft. Lauderdale area totaled 27; hospitals 
in the DAWN sample totaled 22, with the number of 
EDs in the sample totaling 22. During this 6-month 
period, nine EDs reported data each month. The 
completeness of data reported by participating EDs 
varied by month. Treatment data were provided 
by Broward Addiction Recovery Center (BARC) of 
the Broward County Department of Human Ser­
vices and are from nine adult programs operated 
by BARC in Broward County. There are a total of 
19 addiction treatment programs in the county. The 
data from Miami-Dade County are provided by the 
South Florida Provider Coalition and are from all 
publicly funded residential adult treatment pro­
grams in the county and cover the two semiannual 
periods from July to December 2006 and January to 
June 2007. These data are also reported to the State 
of Florida for inclusion in its Treatment Episode 
Data Set (TEDS) submission to SAMHSA. Foren­
sic laboratory data were provided by the National 
Forensic Laboratory Information System (NFLIS), 

Drug Enforcement Administration (DEA), for fis­
cal year 2007 (October 2006 to September 2007). 
While these data are described, they cannot be 
compared with earlier data to establish trends, as 
a new methodology renders them noncomparable. 
Crime lab data were also provided by the Broward 
Sheriff ’s Office Crime Lab for the last half of 2006 
and first half of 2007. Drug price and purity data 
are from the Domestic Monitor Program (DMP) 
report for 2006, compared to the report for 2005. 
Drug pricing data for South Florida were also 
derived from the National Drug Intelligence Center 
(NDIC), “National Illicit Drug Prices,” June 2007. 
Ethnographic data are from Up Front Drug Infor­
mation Hotline calls. HIV/AIDS data for January 
through June 2007 are from Broward, Miami-Dade, 
and Florida Departments of Health. 

Drug Abuse Patterns and Trends in 
Minneapolis/St. Paul, Minnesota— 
Update: January 2008 

Carol Falkowski 

For inquiries concerning this report, please contact 
Carol Falkowski, Director, Chemical Health Divi­
sion, Minnesota Department of Human Services, 
P.O. Box 64977, St. Paul, MN 55164-0977, Phone: 
651-431-2457, Fax: 651-431-7449, E-mail: <carol. 
falkowski@state.mn.us>. 

Overview of Findings: Methamphetamine 
indicators continued to decline during 2007, 
while heroin treatment admissions continued 
their steady increase since 2000. Marijuana and 
cocaine treatment admissions declined in the 
first half of 2007. Use of marijuana, MDMA, and 
LSD increased among area high school seniors, 
but reported cigarette use declined among area 
high school students. Alcohol remained the most 
widely abused substance in the area. 

Updated Drug Abuse Trends and Emerg­
ing Patterns: Numerous indicators of metham­
phetamine abuse, particularly among adolescents, 
continued to decline in 2007 in the Twin Cities 
metropolitan area, reversing previous upward 
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trends. Seizures of methamphetamine by law 
enforcement, however, continued to outnumber 
seizures of any other illicit drug in 2007 (repre­
senting 34.7 percent of all seizures). Admissions 
to addiction treatment programs with metham­
phetamine as the primary substance problem 
accounted for 7.6 percent of metropolitan-area 
treatment admissions in 2007 (first half), com­
pared with 8.0 percent in 2006 and 12.0 percent 
in 2005 (the highest peak year). An increasingly 
smaller proportion of methamphetamine admis­
sions were adolescents. Patients younger than 18 
accounted for 4.0 percent of methamphetamine-
related treatment admissions in 2007 (first half), 
compared with a high of 17.8 percent of total 
methamphetamine-related admissions in 2003. 
Methamphetamine use by high school students 
in the metropolitan area also showed downward 
trends, according to new data from the Minne­
sota Student Survey. Among high school seniors, 
2.2 percent reported methamphetamine use in 
2007, compared with 4.8 percent in 2004 and 
5.3 percent in 2001. In 2007, methamphetamine 
use (any use in the year prior to the survey) was 
reported by 1.5 percent of metropolitan 9th grade 
students, compared with 4.1 percent in 2004 and 
4.3 percent in 2001. Similar declines were found 
statewide. Collectively, these findings suggest 
that the growth in methamphetamine abuse in 
the Twin Cities is slowing and possibly revers­
ing itself due to continued pressures on the sup­
ply side and reduced interest on the demand side, 
particularly among young people. From 2004 to 
2007, use of marijuana, MDMA (“ecstasy”), and 
LSD increased among metropolitan-area high 
school seniors. Marijuana use (any use in the past 
year) was reported by 33.0 percent of high school 
seniors in 2007, compared with 29.2 percent in 
2004, reversing a slight downward trend since a 
rate of 35.0 percent in 1995. Declines were seen for 
grades 6 and 9, however. MDMA use (any use in 
the past year) rose from 4.3 percent in 2004 to 5.7 
percent in 2007, and LSD use increased from 4.9 
to 6.2 percent during the same period. Since 1998, 
cigarette use (any use in the past month) declined 
among metropolitan-area high school students, 

and in 2007, cigarette use was reported by 21.5 
percent of seniors, 9.0 percent of 9th graders, and 
1.5 percent of 6th graders. Both marijuana and 
cocaine treatment admissions declined. In 2007 
(first half), marijuana admissions accounted for 
16.4 percent of total admissions, compared with 
18.3 percent in 2006. Cocaine accounted for 11.6 
percent in 2007 (first half), compared with 14.1 
percent in 2006. Most cocaine admissions were 
for crack cocaine. Admissions for heroin have 
steadily and gradually increased since the turn of 
the century to 6.1 percent in 2007 (first half). Opi­
ate-related deaths outnumbered those related to 
any other illicit drug. Alcohol remained the most 
widely abused substance. Treatment admissions 
for alcohol accounted for one-half of all admis­
sions in 2007, up slightly from 2006 (48.3 per­
cent). Sixty percent of alcohol-related treatment 
admissions were age 35 or older. Recent alcohol 
toxicity-involved deaths at numerous college cam­
puses across the State raised public awareness of 
extreme college binge drinking, an ongoing issue 
with	 dangerous	 consequences.	 Current	 alcohol	 
use was reported by 73.7 percent of students age 
18–24 at the University of Minnesota Twin Cit­
ies campus in 2007, according to the 2007 College 
Health Survey Report by Boynton Health Service 
of the University of Minnesota Twin Cities. High-
risk drinking (five or more drinks at one sitting in 
the past 2 weeks) was reported by 41.6 percent of 
students, with relatively stable trends since 2000. 
Alcohol consumption (any use in past year) was 
reported by 60.8 percent of metropolitan-area high 
school seniors in 2007, virtually unchanged from 
the 2004 survey (60.6 percent), but lower than the 
highest proportion (78.1 percent) in 1992. From 
2004 to 2007, alcohol use declined among 6th 
graders from 10.9 to 8.8 percent and among 9th 
graders from 40.3 to 35.4 percent. Binge drinking 
rates (five or more drinks on one occasion in past 
two weeks) were also relatively stable among high 
school seniors (roughly 28.0 percent since 1998) 
and fell slightly among 9th graders to 11.5 per­
cent in 2007 from 14.0 percent in 2004. In 2007 
(through September), 68 alcohol-related deaths 
were reported in Hennepin County: 8 in which 
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acute alcohol poisoning was cited as the cause of 
death and 60 in which acute alcohol intoxication 
was reported as a significant contributing condi­
tion. By comparison, in the same period in 2007, 
there were 52 opiate-related deaths, 42 cocaine-
related deaths, and 5 involving methamphetamine 
in Hennepin County. 

Data Sources: Treatment data are from 
addiction treatment programs (residential, out­
patient, extended care) in the five-county Twin 
Cities metropolitan area as reported on the Drug 
and Alcohol Abuse Normative Evaluation Sys­
tem (DAANES) of the Minnesota Department of 
Human Services (through June 2007). Hospital 
emergency department data are from the Drug 
Abuse Warning Network (DAWN) Live!, a newly 
revised system administered by the Office of Applied 
Studies of the Substance Abuse and Mental Health 
Services Administration. Data are for the period of 
January to June 2007. A patient may report the use 
of multiple drugs (up to six) and alcohol. Due to 
the 2003 redesign, these DAWN Live! data cannot 
be compared to earlier time periods. Eligible hospi­
tals in the Minneapolis area totaled 28; hospitals in 
the DAWN sample numbered 26, with the number 
of emergency departments in the sample totaling 
26. (Some hospitals have more than one emer­
gency department.) During this 6-month period, 
between 9 and 10 EDs reported data each month. 
The completeness of data reported by participating 
EDs varied by month. Exhibits in this report reflect 
cases that were received by DAWN as of Decem­
ber 10, 2007. Mortality data are from the Hen­
nepin County Medical Examiner and the Ramsey 
County Medical Examiner (through September 
2007). Hennepin County cases include those in 
which drug toxicity was the immediate cause of 
death and those in which the recent use of a drug 
was listed as a significant condition contributing 
to the death. Ramsey County cases include those 
in which drug toxicity was the immediate cause 
of death and those in which drugs were present 
at the time of death. Crime lab data are from the 
National Forensic Laboratory Information System 
(NFLIS), sponsored by the U.S. Drug Enforcement 

Administration. Methamphetamine lab data are 
from the U.S. Drug Enforcement Administration, 
National Clandestine Laboratory Database. Sec­
ondary schools student survey data are from the 
Minnesota Student Survey, which is administered 
statewide every 3 years to students in grades 6, 9, 
and 12 and asks questions about tobacco, alcohol, 
and other drug use. Results presented here are from 
students in the five-county metropolitan area. Col­
lege student survey data are from 2007 College 
Health Survey Report, Boynton Health Service, 
University of Minnesota Twin Cities, 2007. 

Drug Abuse Patterns and Trends in  
New York City—Update: January 2008 

Rozanne Marel, Ph.D. 

For inquiries concerning this report, please contact 
Rozanne Marel, Ph.D., Assistant Chief of Epidemi­
ology, New York State Office of Alcoholism and Sub­
stance Abuse Services, 501 7th Avenue, 9th Floor, 
New York, New York 10018, Phone: 646-728-4605, 
Fax: 646-728-4685, or E-mail: <rozannemarel@ 
oasas.state.ny.us>. 

Overview of Findings: Cocaine remains a 
major problem in New York City. Cocaine indica­
tors are mixed for this reporting period, but sev­
eral continue to show signs of increase. Although 
there are reports of cocaine shortages at the 
wholesale level, cocaine is still highly available 
at the retail level. New York City is the most sig­
nificant heroin market in the country. After many 
years of purity levels of 60 percent or higher, 
purity dropped again this reporting period to 
44.5 percent, the second lowest level in more than 
a decade. In addition, the price rose to $0.67, an 
increase of $0.21 since last year. Treatment admis­
sions for heroin and heroin-involved deaths were 
up slightly since the last reporting period. Mari­
juana indicators are mixed but remain at a high 
level. Marijuana continues to be considered high 
quality	 and	 widely	 available.	 Treatment	 admis­
sions for marijuana increased to the highest 
number ever. Marijuana in a blunt cigar often 
serves as the base to which other drugs are added. 
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Methamphetamine indicators in New York City 
remain low, and there is little availability or sell-
ing	 activity.	The	 price	 is	 high	 and	 the	 quality	 is	 
low. The drug is still primarily limited to the gay 
male community. Although prescription drug 
use remains low compared with the use of other 
substances, many kinds of prescription drugs are 
available on the street. Indicators for MDMA and 
other club drugs remain low. The use of MDMA 
has extended beyond the club scene to other areas 
of New York, including college campuses. 

Updated Drug Abuse Trends and Emerg­
ing Patterns: Cocaine indicators are mixed but 
several show signs of increase. Primary cocaine 
treatment admissions remained stable at 24 per­
cent, but more clients in treatment had a primary, 
secondary, or tertiary problem with cocaine than 
with any other drug. There were more DAWN 
Live! reports for cocaine, as well as more NFLIS 
items for cocaine, than for any other drug. 
There was an increase in the number of cocaine-
involved deaths, but there was stability in the 
number of births to women using cocaine. Street 
reports indicate that cocaine is highly available, 
but NDIC reports that there seems to be a short­
age at the wholesale level. There are a variety of 
methods for using cocaine, including crack stems 
and blunts. Heroin remains a major problem in 
New York City, which is considered the most sig­
nificant heroin market and distribution center in 
the country. An important change this reporting 
period was the decrease in heroin purity to 44.5 
percent—the second lowest level in more than a 
decade—and the concomitant increase in price to 
$0.67—an increase of $0.21 since last year. More 
than 30 percent of primary treatment admis­
sions were for heroin, and the number of treat­
ment admissions for the first half of the year was 
slightly higher than for the first half of last year. 
Heroin-involved deaths were slightly higher than 
during the previous reporting period. Other than 
cocaine and alcohol, there were more DAWN 
Live! reports for heroin than for any other drug. 
Eleven percent of NFLIS items were for heroin. 
Most of the heroin in New York City is from 

South America, and the prices for South Ameri­
can heroin did not change during this period. 
The wholesale price for Southeast Asian heroin, 
however, increased significantly between Decem­
ber 2006 and June 2007. Marijuana indicators 
are mixed but remain at a high level. Marijuana 
primary treatment admissions increased to the 
highest	 number	 ever	 and	 represent	 one-quarter	 
of	all	treatment	admissions.	More	than	one-quar­
ter of NFLIS items analyzed were for marijuana. 
There were almost as many DAWN Live! reports 
for marijuana as for heroin. Only cocaine and 
alcohol had more reports than these two drugs. 
Marijuana	 continues	 to	 be	 of	 good	 quality	 and	 
available in a wide variety of colors and flavors. 
The price remained stable during this reporting 
period. There is much polydrug use, and mari­
juana in a blunt cigar often serves as the base to 
which other drugs are added. Methamphetamine 
indicators remain low. Treatment admissions, 
DAWN Live! reports, and NFLIS items involv­
ing the drug are all at very low levels. Admissions 
to treatment and DAWN Live! reports involv­
ing methamphetamine were overwhelmingly 
male. They also tended to be White and without 
criminal justice status. Methamphetamine’s price 
remains high, and there was no significant change 
in this reporting period. According to the SSU, 
there is little methamphetamine availability or 
selling	activity;	the	quality	is	poor	and	the	price	is	 
high. The drug is still primarily limited to the gay 
male community. MDMA indicators remain low. 
MDMA primary treatment admissions represent 
a very small number, but only 15 percent of treat­
ment admissions reporting an MDMA problem 
consider MDMA their primary drug. The num­
ber of DAWN Live! MDMA reports was extremely 
small. Most MDMA admissions and DAWN Live! 
reports are young and male. It should be noted 
that	three-quarters	of	primary	MDMA	treatment	 
admissions have a criminal justice status. Prices 
range between $10 and $25 per tablet, and there 
were no significant changes this period. Accord­
ing to the SSU, the use of MDMA has extended 
from the club scene to college campuses as well 
as a wide variety of neighborhoods. Prescription 
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drug use remains low. Prescription drugs repre­
sent only a small fraction of primary admissions 
to treatment who tend to be 35 and older and 
White, with more than 40 percent being female. 
Among the DAWN Live! reports, opiates/opioids 
accounted for 2,266 reports, and benzodiazepines 
accounted for 1,239. Among the opiates/opioids, 
methadone accounted for the largest number of 
reports (1,252). Although prescription drugs rep­
resent only a small number of NFLIS items ana­
lyzed, the specific drugs that accounted for more 
than 100 items each were alprazolam, metha­
done, oxycodone, hydrocodone, and clonazepam. 
School survey data show that other than alcohol, 
cigarettes, and marijuana, more students in New 
York State had used analgesics nonmedically than 
any other substance. HIV/AIDS Update: Of the 
97,524 New Yorkers living with HIV or AIDS as 
of June 30, 2006, men having sex with men and 
injection drug use history continue to be the 
two major transmission risk factors. During this 
reporting period, injection drug users accounted 
for 21.6 percent of people living with HIV or 
AIDS, but they represented 37.6 percent of all 
deaths to persons with HIV/AIDS. 

Data Sources: Emergency department (ED) 
data were derived for the first 6 months of 2007 
from the DAWN Live! restricted-access online 
query system administered by the OAS, SAMHSA. 
Eligible hospitals in the New York-5 Boroughs 
Division totaled 52; hospitals in the DAWN sam­
ple numbered 42, with the number of emergency 
departments in the sample totaling 63. (Some hos­
pitals have more than one emergency department.) 
During this 6-month period, between 37 and 39 
EDs reported data each month. The completeness 
of data reported by participating EDs varied by 
month. Exhibits in this report reflect cases that were 
received by DAWN as of December 10, 2007, and 
January 16, 2008. All DAWN cases are reviewed for 
quality control. Based on this review, cases may be 
corrected or deleted. Therefore, the data presented 
are subject to change. Data derived from DAWN 
Live! represent drug reports in drug-related ED vis­
its. Drug reports exceed the number of ED visits, 

since a patient may report use of multiple drugs 
(up to six drugs and alcohol). The DAWN Live! 
data are unweighted and, thus, are not estimates 
for the reporting area. These data cannot be com­
pared to DAWN data from 2002 and before, nor 
can preliminary data be used for comparison with 
future data. Only weighted DAWN data released by 
SAMHSA can be used for trend analysis. A full 
description of the DAWN system can be found at 
http://dawninfo.samhsa.gov. Drug abuse-related 
death data are from the New York City Department 
of Health and Mental Hygiene, Bureau of Vital Sta­
tistics. Data were made available for the period 
of 1995 through 2006 and cover the five counties 
constituting New York City. These data have been 
coded in accordance with the International Clas­
sification of Diseases (i.e., ICD-9 for years 1995– 
1998 and ICD-10 for years 1999–2006) and are 
defined as “Mental and Behavioral disorders due to 
use of cocaine/drug dependence” and “Mental and 
Behavioral disorders due to use of Opioids (includ­
ing Heroin)/drug dependence.” The relevant codes 
used by the Bureau of Vital Statistics in compiling 
the totals for cocaine-related deaths were 304.2 for 
years 1995–1998 (ICD-9) and F14 for 1999–2006 
(ICD-10). In compiling the totals for heroin-related 
deaths, the codes used were 304.0 (ICD-9) for years 
1995–1998 and F11.2 (ICD-10) for years 1999– 
2006. Treatment admissions data were provided 
by the New York State Office of Alcoholism and Sub­
stance Abuse Services (OASAS) for 1995 through 
the first half of 2007 and included both State-
funded and nonfunded admissions. Demographic 
data are for the first half of 2007. Forensic labora­
tory testing data for New York City were provided 
by the Drug Enforcement Administration’s (DEA) 
National Forensic Laboratory Information System 
(NFLIS) for fiscal year (FY) 2007 (from October 1, 
2006, through September 2007). The data include 
NYPD laboratory data for the five boroughs of New 
York City as well as data from New York State and 
DEA labs. Drug price, purity, and trafficking 
data were provided by the DEA’s Domestic Monitor 
Program (DMP) for heroin, 2006 Heroin Domes­
tic Monitor Program: Drug Intelligence Report. 
These data are supplemented by information from 
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the National Illicit Drug Prices—June 2007, a 
National Drug Intelligence Center (NDIC) Intelli­
gence Bulletin and Intelligence Bulletin: Changes 
in Drug Production, Trafficking, and Abuse, First 
Half-Year CY2007. Other data were provided by 
OASAS Street Studies Unit (SSU) reports. School 
Survey data were provided by the 2006 OASAS 
New York State School Survey. Cocaine use dur­
ing pregnancy data were provided by the New 
York City Department of Health for 1995–2006. 
Acquired immunodeficiency syndrome (AIDS) 
and human immunodeficiency virus (HIV) data 
were provided by the New York City Department 
of Health and Mental Hygiene, HIV Epidemiology 
and Field Services Program, including the HIV Epi­
demiology and Field Services Semiannual Report, 
covering January 1, 2006–June 30, 2006, released 
April 2007. Hepatitis C data were provided by the 
New York City Department of Health and Mental 
Hygiene, Bureau of Communicable Diseases for 
2003–2006. 

Drug Abuse Patterns and Trends in 
Philadelphia—Update: January 2008 

Samuel J. Cutler 

For inquiries concerning this report, please con­
tact Samuel Cutler, City of Philadelphia, Depart­
ment of Behavioral Health and Mental Retardation 
Services, Office of Addiction Services, 1101 Mar­
ket Street, Suite 800, Philadelphia, Pennsylvania 
19107-2908, Phone: 215-685-5414, Fax: 215-685­
4977, E-mail: <sam.cutler@phila.gov>. 

Overview of Findings: This report updates 
data on drug abuse indicators for Philadelphia, 
Pennsylvania, since the last CEWG report for this 
area in June 2007. Much of the data covers the 
first 6 months of 2007 compared with prior peri­
ods from their respective data sources. 

Updated Drug Abuse Trends and Emerg­
ing Patterns: The most significant event during 
the first half of 2007 was the apparent ending of the 
lethal fentanyl outbreak that occurred from mid-
April 2006 until early spring 2007. Clandestinely 

manufactured fentanyl had been placed in pack­
ets that resembled heroin packets and were sold 
as heroin at the usual $10 price per bag. While 
there were 248 deaths with the presence of fenta­
nyl from mid-April through December 31, 2006, 
that were classified as adverse effect of drugs by 
the Medical Examiner (ME), there were 15 such 
deaths from January through March 2007 and 
only 1 such death from April 1, 2007, through 
June 30, 2007. The end of the fentanyl outbreak 
was evidenced by the sharp decline in total deaths 
with the presence of drugs in the first half of 2007. 
Still, it is projected that the total deaths in 2007 
will exceed the annual total reached in preout­
break 2005. While the average number of drugs 
per decedent was inflated by fentanyl in 2006 
(n=4.16 drugs), in the first half of 2007 it was 3.77 
drugs per decedent. This was close to the levels 
attained in 2004 (n=3.75) and 2005 (n=3.69). The 
drugs/drug groupings below are commented on 
in descending order of their impact. Cocaine 
abuse, particularly in the form of crack, contin­
ues	to	lead	the	consequence	data	with	respect	to	 
treatment admissions, deaths with the presence of 
drugs, and laboratory tests performed by NFLIS. 
It	 was	 the	 second	 most	 frequently	 encountered	 
substance in urine/drug screens performed by 
the APPD. Whites entering treatment for cocaine 
abuse increased from 15 percent of all cocaine 
admissions in 2004 to nearly 33 percent in the first 
half of 2007. In this time span, the proportion of 
African-American cocaine treatment admissions 
decreased from 79 to 64 percent. Clients entering 
treatment aged 41 and older have been increas­
ing since early 2006, while clients aged 31–40 
decreased. Cocaine in combination with alcohol 
continued to be the most common combination 
of drugs in decedents, as it has been since 2003. 
In the first half of 2007, marijuana ranked third 
in treatment admissions (21 percent), second in 
the NFLIS (34 percent), and first in the APPD. (It 
is not tested for in decedents.) Marijuana use is 
common by itself or in combination with cocaine, 
alcohol, and PCP, among others. Treatment 
admission trends have been stable since 2001 
with respect to gender (ranging from 78 to 82 
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percent male) and race/ethnicity (58–69 percent 
African-American, 21–26 percent White, and 
10–13 percent Hispanic), with the exception of an 
increase in Asians entering treatment (up from 2 
percent to 11 percent) during this period. Admis­
sions in the younger-than-21 age group decreased 
precipitously from 46 percent in 2003 to 7 percent 
by the first half of 2007, while the largest increase 
occurred among those age 21–30 (from 33 to 
47 percent). Alcohol in combination with other 
drugs ranked second in mortality; alcohol was 
also	the	second	most	frequently	mentioned	drug	 
in treatment admissions data and seventh in the 
APPD study. Alcohol and cocaine were the drugs 
of choice among clients age 46 and older who 
entered treatment for the first time in the fiscal 
year ending June 30, 2007. The street-level purity 
of heroin declined from 2000 (73 percent) to 2004 
(52 percent) and stood at 55 percent in both 2005 
and 2006. During the decline, users informed the 
authors that they sought to approximate the high 
by using increased amounts of heroin, adding 
other drugs to use in combination with heroin, 
and/or using synthetic opiates. In the first half of 
2007, heroin ranked fourth in treatment admis­
sions, third in deaths with the presence of drugs 
and NFLIS data, and fifth in the APPD data. The 
price per milligram pure has been fluctuating 
from $0.71 in 2004, to $0.58 in 2005, to $0.63 in 
2006; however, the standard bag price remained 
$10 and contained one “hit.” Gender and race/ 
ethnicity trends have been mostly stable. In the 
first half of 2007, however, treatment admissions 
increased among clients age 41 and older (from 24 
to 29 percent), while the proportion of those age 
21 to 30 among those entering treatment declined 
(from 44 to 40 percent). Use of benzodiazepines, 
while lower than use of drugs discussed above, 
remained fairly high as an adjunct drug according 
to trend data. Benzodiazepines ranked fourth in 
both the mortality and APPD data. Alprazolam is 
clearly the benzodiazepine of choice, itself rank­
ing eighth in the ME’s toxicology reports and fifth 
in the NFLIS data. Within the category other opi­
ates, use is characterized as at medium levels with 
mixed indicator results, depending on the drug. 

Codeine, oxycodone, and hydrocodone remain 
low in treatment admissions but relatively high 
in the ME’s toxicology reports. The only drug in 
this group that is projected to show an increase 
for calendar year 2007 is propoxyphene, while the 
other drugs are either stable or declining. PCP 
is primarily smoked in combination with mari­
juana in blunts. Indicators reflect medium levels 
of use, and indicators are mostly stable. Among 
antidepressants, data are only available from the 
ME’s Office. Relatively low levels of use have been 
detected, with the leading drugs being in the tricy­
clics category (nortriptyline and amitriptyline) or 
within the SSRI category (citalopram, fluoxetine, 
and sertraline). Use of methamphetamine and 
other amphetamines remains at very low levels, 
and indicators are either stable or declining. There 
was only one treatment admission for metham­
phetamine in the fiscal year ending June 30, 2007. 
Deaths with the presence of methamphetamine 
or amphetamines are projected to decline in CY 
2007; there were no deaths with the presence of 
MDMA in the first half of 2007. 

Data Sources that were used for the above 
description include the following: treatment 
admissions data were provided by the Philadel­
phia Department of Behavioral Health and Men­
tal Retardation Services, Behavioral Health Special 
Initiative, for the uninsured population only. Data 
on deaths with the presence of drugs, obtained 
from the City of Philadelphia Department of Public 
Health, Medical Examiner’s Office, include positive 
toxicology reports for people who died in Phila­
delphia from either an adverse reaction to drugs, 
overdose, homicide, suicide, or numerous other 
causes. Criminal justice data consists of the ran­
dom urinalysis program of the Philadelphia Adult 
Probation and Parole Department (APPD), which 
analyzed more than 47,000 samples in 2007 using 
a 9-panel screen. Heroin purity and price data 
were provided by Drug Enforcement Administra­
tion (DEA), Domestic Monitor Program, for 2006 
and earlier periods. Forensic laboratory data are 
from the National Forensic Laboratory Informa­
tion System (NFLIS), DEA, for Federal FY 2007 

Proceedings of the Community Epidemiology Work Group, January 2008 52 



Section III. Update Briefs and International Presentations 

(October 1, 2006, through September 30, 2007). 
Because of changes in methodology, no compari­
sons with previous time periods can be made. Note: 
Hospital emergency department data are not avail­
able because Philadelphia is not associated with 
the DAWN hospital emergency department data 
collection system. 

Drug Abuse Patterns and Trends in the 
Phoenix Area—Update: January 2008 

James K. Cunningham, Ph.D. 

For inquiries concerning this report, please contact 
James K. Cunningham, Ph.D., Department of Fam­
ily and Community Medicine College of Medicine 
The University of Arizona, 1450 N. Cherry Avenue, 
Tucson, AZ 85719, Phone: 520-615-5080, Fax: 520­
577-1864, E-mail: <jkcunnin@email.arizona.edu>. 

Overview of Findings: This report updates 
data on drug abuse indicators for the Phoenix 
area (including Maricopa County) since the last 
reporting period in June 2007. Much of the data 
covers	the	first	half	or	first	three	quarters	of	2007.	 
Indicators for amphetamine/methamphetamine 
were mixed. The percentage of positive tests for 
amphetamine/methamphetamine among arrest­
ees in Maricopa County declined; methamphet­
amine/amphetamine-related hospital admissions 
were flat; and methamphetamine treatment 
admissions reporting methamphetamine as the 
primary drug increased. Indicators for cocaine 
were also mixed. The percentages of positive 
tests for cocaine among arrestees in Maricopa 
County were flat; the number of hospital admis­
sions related to cocaine declined; and treatment 
admissions reporting cocaine as the primary drug 
increased slightly. All the indicators reported for 
heroin were essentially flat. An emerging issue is 
the growing number of hospital admissions that 
involve both amphetamine/methamphetamine 
and cocaine. 

Updated Drug Trends and Emerging 
Patterns: Amphetamine/methamphetamine­
related hospital admissions changed little in the 

first half of 2007, and they have remained relatively 
flat since the first half of 2005. The percentage of 
Maricopa County Adult Diversion Arrestees test­
ing positive for amphetamine/methamphetamine 
decreased sharply from 34.7 percent in the first 
quarter	of	2007	to	18.8	percent	in	the	third	quar­
ter of 2007. The percentage of Maricopa County 
Juvenile Arrestees testing positive for amphet­
amine/methamphetamine changed slightly, from 
10.5	percent	in	the	first	quarter	of	2007	to	8.7	per­
cent	in	the	third	quarter	of	that	year.	After	rising	 
in	the	first	and	second	quarters	of	2007,	metham­
phetamine arrests reported by the DEA Phoenix 
Division	declined	slightly	in	the	third	quarter	of	 
2007. While 44 clandestine methamphetamine 
labs were seized in 2006, only 12 labs were seized 
in the first half of 2007. Of the items reported by 
NFLIS, methamphetamine was the second most 
common (marijuana was the most common). The 
number of treatment admissions with metham­
phetamine as the primary drug increased from 
542 in the first half of 2006 to 670 in the first 
half of 2007. Methamphetamine constituted 30 
percent of all treatment admissions reporting 
a primary drug, making it the illicit drug most 
often reported by these admissions. Cocaine 
constituted 10 percent of all treatment admis­
sions reporting a primary drug. The number of 
cocaine treatment admissions increased slightly 
from 193 in the first half of 2006 to 227 in the 
first half of 2007. After rising steadily during 2005 
and 2006, cocaine-related hospital admissions 
declined in the first half of 2007. The percentage 
of Adult Diversion Arrestees testing positive for 
cocaine was approximately 18–19 percent dur­
ing	 each	of	 the	first	 three	quarters	of	 2007.	The	 
percentage of Maricopa County Juvenile Arrest­
ees testing positive for cocaine was approximately 
10	 percent	 during	 each	 of	 those	 three	 quarters.	 
Fifty-four MDMA items were reported by NFLIS, 
a small number when compared with that for 
methamphetamine items (n=2,881). Marijuana 
was the primary drug reported by 13 percent of 
the treatment admissions reporting such a drug. 
Marijuana admissions increased from 249 in the 
first half of 2006 to 292 in the first half of 2007. 
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Marijuana	 seizures	 during	 the	 first	 three	 quar­
ters of 2007 exceeded seizures during the first 
three	 quarters	 of	 2006.	The	percentage	 of	 Adult	 
Diversion Arrestees testing positive for marijuana 
increased	 from	 21.9	 percent	 in	 the	 first	 quar­
ter	 of	 2007	 to	 31.7	 percent	 in	 the	 third	quarter.	 
In contrast, the percentage of Maricopa County 
Juvenile Arrestees testing positive for marijuana 
was approximately 76–79 percent during each of 
the	first	 three	quarters	of	 2007.	 Heroin was the 
primary drug reported by 10 percent of the treat­
ment admissions reporting such a drug. During 
the second half of 2005 through the first half of 
2007, heroin treatment admissions were relatively 
flat, staying within a range of about 210 to 230. 
The percentage of Adult Diversion Arrestees test­
ing positive for heroin/opiates was approximately 
16–19	percent	during	each	of	the	first	three	quar­
ters of 2007. The percentage of Maricopa County 
Juvenile Arrestees testing positive for heroin/opi­
ates was approximately 2 percent during each of 
those	three	quarters.	Hospital	admissions	related	 
to heroin/opioids in the first half of 2007 were 
about the same as in the second half of 2006. Mex­
ican black tar is the most common type of heroin 
used in Arizona. The average purity of heroin in 
the area has been relatively stable, ranging from 
45 to 53 percent during 2003 through 2006. Oxy­
codone  (n=91) and hydrocodone  (n=83) were 
the fifth and sixth most common drugs, respec­
tively, reported by NFLIS. New HIV/AIDS data 
were unavailable to update rates reported at the 
June meeting. 

Data Sources: Treatment data are from the 
Arizona Department of Health Services (ADHS), 
Division of Behavioral Health Services (DBHS), 
Division of Clinical Recovery Services, Bureau of 
Grants Management, Training and Administra­
tion, Evaluation Unit for 2005 and 2006. Hospi­
tal admissions (inpatient) data are from analyses 
conducted by the University of Arizona, Depart­
ment of Family and Community Medicine, using 
hospital discharge records from the Arizona Hospi­
tal Discharge Data System operated by the Arizona 
Department of Health Services. Urine screening 

data are from the Treatment Assessment Screen­
ing Center, Inc. (TASC) headquartered in Phoenix, 
Arizona. Law enforcement data, including clan­
destine lab seizure data, are from the DEA and 
the DEA Phoenix Division, Intelligence Quarterly 
Trends Report, second quarter 2007. Forensic drug 
analysis data are from the National Forensic Lab­
oratory Information System (NFLIS), DEA. 

Drug Abuse Patterns and Trends in  
St. Louis—Update: January 2008 

James Topolski, Ph.D. 

For inquires concerning this report, please con­
tact James Topolski, Ph.D., Phone: 314-877-6432, 
E-mail: <jim.topolski@mimh.edu>, or Heidi Israel, 
Ph.D., Saint Louis University, Orthopedic Surgery, 
FDT7N, 3635 Vista, P.O. Box 15250, St. Louis, MO 
63110, Phone: 314- 577-8851, E-mail: <Israelha@ 
slu.edu>. 

Overview of Findings: Within the past year, 
the State of Missouri, Division of Alcohol and 
Drug Abuse, has implemented a new client infor­
mation system. This change has resulted in fewer 
admissions for the first half of 2007 compared 
with the first half of 2006. Therefore, it is diffi­
cult to use admissions data to determine changes 
in drug abuse trends until more is known about 
the effects of the computer system on admissions 
statistics. The admissions data provide key indi­
cators with a relatively short time lag between 
data input and access. For this reporting period, 
the first halves of 2007 and 2006 were compared 
using percentages of admissions instead of the 
more direct change in raw numbers. 

Updated Drug Abuse Trends and Emerg­
ing Patterns: Overall, indicators for cocaine are 
stable. This is the St. Louis Region’s primary drug 
problem, but indicators have remained stable for 
several reporting periods. NDIC has reported 
cocaine shortages in both Kansas City and in St. 
Louis. However, the Quest Diagnostics positiv­
ity rates for cocaine have increased 45.9 percent 
(Kansas City, KS) and 15.8 percent (St. Louis, 
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MO)	from	the	second	quarter	of	2006	to	the	sec­
ond	quarter	of	2007.	It	is	believed	that	Mexican-
controlled distribution chains may be increasing 
in urban areas of St. Louis and moving existing 
marketers to suburban and rural settings. Prices 
in general appeared to be down slightly from 
2005 to 2006. However, NDIC reports 2007 street 
prices for crack to be increased. The Missouri 
Uniform Crime Report shows decreases for Pos­
session of Opium or Cocaine and their Derivatives 
from 2006 to 2007. These decreases hold at the 
State (a decrease of 35.6 percent), St. Louis City 
(a decrease of 29.3 percent), and St. Louis County 
(a decrease of 36.7 percent) areas. Unfortunately, 
this measure combines opiates and stimulants, 
so it is difficult to determine with certainty how 
much this variable measures changes in cocaine 
use. Heroin is edging upwards. The heroin mar­
ket in the St. Louis Region has grown and become 
more complex over the past few reporting peri­
ods. While treatment admissions were substan­
tially down for all substances from the first half 
of 2006 to the first half of 2007, heroin admissions 
stayed almost the same, and heroin was the pri­
mary drug for a larger proportion of admissions. 
In previous years, Mexican black tar was the only 
type of heroin found in this area, entering from 
the Southwest. Now, South American and South­
west Asian heroin are found routinely. Increased 
involvement of Mexican dealers from the South­
west or via Chicago has complicated the mar­
ket. Results from the National HIV Behavioral 
Surveillance Survey for Injection Drug Users in 
the St. Louis metropolitan statistical area indi­
cated that 65 percent of those using heroin used 
powdered heroin. DMP analyses for 2006 reflect 
this growing, competitive heroin market in the 
St. Louis area. Southwest Asian, South Ameri­
can, and Mexican black tar were represented in 
the samples, with more white samples than black 
tar samples. Dropping prices have been the gen­
eral trend since 2004. For example, the Mexican 
samples have dropped in price from $1.89 per 
milligram pure in 2004 to $0.99 per milligram 
pure in 2006, while purity has increased in these 
samples from 14.4 percent to 19.5 percent in this 

period. Other opiates have been stable, but the 
abuse of prescription drugs and narcotic anal­
gesics specifically has been on the rise in this 
region. Marijuana is stable, with some indicators 
decreasing. The Missouri Uniform Crime Report 
provides an excellent database for the analysis of 
county-level indicator data. One measure, pos­
session of marijuana, shows that these arrests are 
down more than 18 percent statewide. However, 
this same indicator is up 65.4 percent in the city 
of St. Louis. This may reflect the recent success 
of the St. Louis Police Department in targeted 
efforts to reduce crime. Cannabis was the most 
frequently	cited	substance	identified	in	the	2007	 
NFLIS report for the St. Louis metropolitan sta­
tistical area. However, St. Louis County data were 
missing from the report. Methamphetamine is 
stable, with some indicators decreasing. It is pos­
sible that the use of methamphetamine is decreas­
ing in Missouri, but it is difficult to tell for several 
reasons. Overall, clandestine lab seizures have 
dropped considerably after enactment of pseu­
doephedrine-access legislation. However, there 
are many reports of increases in “ice” imported 
by Mexican-controlled organizations. While 
clandestine laboratory seizures provided a visible 
indicator of locally produced methamphetamine, 
the amount of imported methamphetamine is 
less	easy	to	quantify	in	a	consistent	manner.	The	 
St. Louis area remains active in locally produced 
methamphetamine and has not seen the large 
increase of Mexican-produced “ice” that the other 
areas of the State have experienced. Prescription 
drug abuse has been growing. However, it has 
been difficult to access data to substantiate this 
trend. There have been multiple reports from key 
informants about increases in prescription drug 
use and in the use of MDMA. Overall, many 
drugs are stable, and with treatment data system 
changes it is difficult to determine significant 
changes that have occurred in the past 6 months. 
However, a synthesis of all data sources leads to 
the conclusion that the heroin problem in St. 
Louis is becoming larger and more complex, with 
the market becoming more competitive. Anec­
dotal reports of increases in prescription abuse 
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and MDMA have not been verified via multiple 
data sources. There are no new HIV/AIDS data 
to report since the June 2007 meeting. 

Data Sources: Treatment data were pro­
vided by the Missouri Treatment Episode Data 
Set for admissions in the first halves of 2006 and 
2007. Criminal justice data were accessed from 
the Missouri Uniform Crime Report for calendar 
years 2006 and 2007. Drug lab submissions data 
were provided by the National Forensic Laboratory 
Information System (NFLIS) 2007 report for the St. 
Louis metropolitan statistical area. Drug overdose 
data were obtained from St. Louis City and County 
medical examiner (ME) data for the first half of 
2007. Drug price and purity data were obtained 
from the 2006 report of the Domestic Monitor Pro­
gram (DMP) and the 2007 National Drug Intelli­
gence Center (NDIC) report. 

Drug Abuse Patterns and Trends in  
San Diego County, California— 
Update: January 2008 

Robin Pollini, Ph.D., M.P.H. 

For inquiries concerning this report, please contact 
Robin Pollini, Ph.D., M.P.H., School of Medicine, 
University of California, San Diego, MC 0622, 9500 
Gilman Drive, San Diego, CA 92093, Phone: 858­
534-0710, Fax: 858-534-4642, E-mail: <rpollini@ 
ucsd.edu>. 

Overview of Findings: San Diego County, 
California, is situated adjacent to the U.S.–Mexico 
border and serves as a principal distribution center 
for both methamphetamine and marijuana ship­
ments from Mexico. Methamphetamine continues 
to be the drug of primary concern in San Diego. 

Updated Drug Abuse Trends and Emerg­
ing Patterns: Almost one-half (46 percent) of all 
primary drug treatment admissions (excluding 
alcohol) between January and June 2007 were for 
methamphetamine, and methamphetamine was 
the most commonly cited illicit drug at ED vis­
its reported to DAWN during the same period. 

In addition, 47 percent of adult female arrestees, 
36 percent of adult male arrestees, and 10 per­
cent of juvenile arrestees surveyed as part of the 
county’s Substance Abuse Monitoring program 
in 2006 tested positive for methamphetamine. An 
examination of recent trends in San Diego, how­
ever, suggests that methamphetamine use may be 
declining, perhaps as the result of reduced avail­
ability. Although the number of primary treat­
ment admissions for methamphetamine in the 
first half of 2007 (n=2,744) was almost identical 
to that reported in the first half of 2006 (n=2,733), 
the proportion of adult female arrestees testing 
positive for methamphetamine in 2006 (47 per­
cent) was down from 2005 (51 percent). The same 
was true for adult male arrestees (36 percent vs. 
44 percent) and juvenile arrestees (10 percent vs. 
21 percent). Arrestees in 2006 were also more 
likely to report that methamphetamine was less 
available (28 percent), its price was higher (51 
percent), and demand for the drug was increasing 
(73 percent) than arrestees surveyed in 2005 (13 
percent, 28 percent, and 65 percent, respectively). 
Further, in its 2007 report on street drug prices, 
the San Diego Law Enforcement Coordination 
Center stated that “ice” methamphetamine avail­
ability is decreasing in some parts of San Diego 
County. Methamphetamine prices appear to 
have risen and purities have decreased. Notably, 
these increases in price appear only at higher vol­
umes (e.g., $9,000–$12,500 per ounce in 2007 vs. 
$3,500–$8,500 in 2005), while the street prices of 
lower	quantities	have	remained	relatively	consis­
tent	since	2005	(e.g.,	one-quarter	gram	for	$20– 
$25). All of these findings are consistent with the 
hypothesis of reduced methamphetamine avail­
ability in San Diego. The reasons for this reduc­
tion in availability warrants further investigation 
and analysis. Indicators regarding other illicit 
drugs in San Diego County at this time are mixed. 
Heroin indicators remain stable. Twenty percent 
of nonalcohol treatment admissions between Jan­
uary and June 2007 were for primary heroin use; 
8 percent and 5 percent of male and female arrest­
ees, respectively, tested positive for heroin/mor­
phine in 2006; and 3 percent of NFLIS samples 
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tested heroin-positive in FY 2007. An upward 
trend in marijuana use among male arrestees 
was observed, with 40 percent testing positive in 
2006, compared with 34 percent in 2005; how­
ever, other marijuana indicators did not display 
similar increases. In contrast, with regard to 
cocaine, the proportion of female arrestees test­
ing positive increased from 15 percent in 2005 to 
21 percent in 2006 but remained relatively stable 
among male and juvenile arrestees. There is also 
evidence of upward pressure on cocaine prices at 
lower	volume	units,	with	the	price	of	one-quarter	 
gram rising from $20–$40 in 2005 to $50–$100 
in 2007. The last drug examined in this update is 
ecstasy (MDMA), for which indicator data are 
limited. Although there were no primary drug 
treatment admissions for ecstasy use, and only 
37 secondary users were admitted for treatment, 
data from the Substance Abuse Monitoring sur­
vey suggest that ecstasy use may be increasing—at 
least among individuals involved in the criminal 
justice system. The number of adult arrestees who 
reported ever using ecstasy rose from 17 percent 
and 15 percent in 2004 and 2005, respectively, to 
21 percent in 2006, and 10 percent reported using 
the drug in the past year. Similarly, the propor­
tion of juveniles who reported ever using ecstasy 
increased from 13 percent in 2004 to 21 percent 
in 2006, and past-year use increased from 7 to 
16 percent over the same time period. This sug­
gests the need for ongoing surveillance of ecstasy 
use—particularly among juveniles—in San Diego 
County. 

Data Sources: Arrestee drug use data for 
2002–2006 and arrestee drug opinion data for 
2000–2006 were provided by the San Diego Asso­
ciation of Governments (SANDAG) Substance 
Abuse Monitoring (SAM) program. Emergency 
department drug mentions data were derived 
for the first 6 months of 2007 from the unweighted 
DAWN Live! restricted-access online query system 
administered by the OAS, SAMHSA. Eligible hos­
pitals in the San Diego area totaled 17; hospitals in 
the DAWN sample numbered 17, with the number 
of emergency departments in the sample totaling 

17. (Some hospitals have more than one emer­
gency department.) During this 6-month period, 
7 EDs reported data each month. The complete­
ness of data reported by participating EDs varied 
by month. Data were accessed December 12, 2007. 
Information on seized drug samples submitted for 
analysis were obtained from the National Forensic 
Laboratory Information System (NFLIS) for FY 
2007. Drug price and purity data for 2005–2007 
were provided by the San Diego Law Enforcement 
Coordination Center. Additional information was 
obtained from the National Drug Intelligence Cen­
ter, National Drug Threat Assessment 2006. 

Drug Abuse Patterns and Trends in  
the San Francisco Bay Area— 
Update: January 2008 

John A. Newmeyer, Ph.D. 

For inquiries concerning this report, please contact 
John A. Newmeyer, Ph.D., Epidemiologist, Haight-
Ashbury Free Clinics, Inc., 2nd Floor, 612 Clayton 
Street, San Francisco, CA 94117, Phone: 415-710­
3632, Fax: 415-776-8823, E-mail: <jnewmeyer@ 
aol.com>. 

Overview of Findings: Indices of prosper­
ity (unemployment, housing costs, and median 
income) have lately been more favorable for the 
three coastal counties (Marin, San Francisco, San 
Mateo) than for the two inland counties (Alameda, 
Contra Costa) of the five-county San Francisco 
Bay area. This augurs continued out-migration 
of substance abusers from the coastal counties. 
Indicators for cocaine suggest a decrease in the 
use of crack and a shift to the powder form of the 
drug. Recent trends for heroin are downward, as 
are some indicators for methamphetamine and 
MDMA. Marijuana indicators are level. 

Updated Drug Abuse Trends and Emerg­
ing Patterns: Recent indicators for cocaine—the 
declining	 frequency	of	 its	presence	 in	ME	cases	 
and the rising cost of “crack” at the wholesale 
and retail level—suggest a fall in usage. How­
ever, there are indications of a shift to the powder 
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(HCl) form of the drug: the wholesale and retail 
cost of this form has fallen, and the proportion 
of Whites among ME reports has risen. Recent 
trends for heroin are downward. San Francisco 
ME reports of the drug fell by two-thirds dur­
ing the first half of this decade; treatment admis­
sions have declined; and wholesale prices have 
increased. The median age of heroin ME cases is 
higher than ever. However, the “street” price of 
heroin is at its lowest point since 1999. Over the 
most recent 3 years, some indicators for meth­
amphetamine—the reported usage among San 
Francisco gay men and the price of the drug at 
the wholesale and retail levels—suggest a decline 
in usage. Marijuana indicators are level, based 
on treatment admissions and arrest data. Among 
other drugs, MDMA treatment admissions are 
declining. AIDS incidence is decelerating among 
heterosexual IDUs, but it is accelerating among 
gay/bisexual male IDUs. Political events in Cali­
fornia may result this year in a turn away from the 
practice of incarcerating people for possession or 
nonviolent trafficking of drugs. 

Data Sources: Treatment admissions data 
were available for all five Bay area counties for 
2000 through the first half of 2005. These data were 
compiled by the California Department of Alcohol 
and Drug Programs. In addition, admissions data 
for San Francisco County were provided by the San 
Francisco Department of Public Health (SFDPH) 
for fiscal years (FYs) 2002 through 2006, and also 
the first half of 2007. Medical Examiner (ME) 
data on drug mentions in decedents were provided 
by the San Francisco County Medical Examiner for 
that county for FYs 2000 through 2005. Reports 
of arrests for drug law violations were provided 
by the San Francisco Police Department for 2001 
through 2006. Price and purity data came from 
the Drug Enforcement Administration, Domestic 
Monitor Program, and referenced heroin “buys” 
mostly made in San Francisco County. Data for 
2006 were compared with those for 1994–2005. 
Data on trafficking in heroin and other drugs were 
available from the National Drug Intelligence Cen­
ter and pertained to wholesale, midlevel, and retail 

prices prevailing in San Francisco in early 2007. 
Acquired immunodeficiency syndrome (AIDS) 
surveillance data were provided by the SFDPH 
and covered the period through September 30, 2007. 
Surveys of drug use by gay and bisexual men in 
San Francisco were conducted by the SFDPH in 
2006. 

Drug Abuse Patterns and Trends in the 
Seattle-King County Area—Update: 
January 2008 

Caleb Banta-Green, T. Ron Jackson, Steve 
Freng, Michael Hanrahan, David H. Albert, 
Susan Kingston, Ann Forbes , Richard Harruff 

For inquiries concerning this report, please contact 
Caleb Banta-Green, M.P.H., M.S.W., Alcohol and 
Drug Abuse Institute, University of Washington, 
1107 NE 45th St., Suite 120; Seattle, WA 98105, 
Phone: 206-685-3919, Fax: 206-543-5473, E-mail: 
<calebbg@u.washington.edu>, Web: <http://adai. 
washington.edu> or Ron Jackson, M.S.W., Ever­
green Treatment Services, Phone: 206-223-3644, 
E-mail: <ronjack@u.washington.edu>. 

Overview of Findings: No major changes 
are evident in data available for the first half of 
2007 compared with prior years, though small 
numbers preclude trend analyses. A summary 
of emergent issues and the relative impact of 
drugs of abuse indicate that prescription-type 
opiates, heroin, and cocaine continue to have 
substantial impact on morbidity and mortality. 
Buprenorphine, a prescription-type opiate used 
for pain and increasingly for opiate substitution 
drug treatment, was identified, for the first time, 
in a polydrug-caused death involving alcohol 
and several prescription sedative medications. 
It is important for patients and physicians to be 
mindful of the potential danger of combining 
buprenorphine with other central nervous sys­
tem depressants. Methamphetamine indicators 
appear to be leveling off in recent years, with 
most negative health indicators at levels generally 
lower than for cocaine, heroin, and prescription-
type opiates. Marijuana use and local growing 
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operations continue to be common. MDMA/ 
ecstasy negative health indicators remain low, 
but law enforcement data indicate a substantial 
volume of MDMA moving across the Canadian 
border through Washington State, with final des­
tinations throughout the United States. 

Updated Drug Abuse Trends and Emerg­
ing Patterns: Cocaine is the most common drug 
identified in ED reports, with the largest group of 
such ED reports aged 35–54. Treatment admis­
sions for cocaine are predominately those in their 
forties, and there has been a notable increase 
in this age group compared with the first half 
of 1999 (the oldest comparable data). Cocaine-
involved, drug-caused deaths were the second 
most common type of drug-caused death in the 
first half of 2007, similar to the prior 18 months. 
Many cocaine-involved deaths are in combina­
tion with heroin, and African-Americans are dis­
proportionately represented in cocaine-involved, 
drug-caused deaths. Cocaine was the most com­
mon drug identified in testing of law enforcement 
evidence for King County in FY 2007, represent­
ing 42 percent of submissions (n=1,673), and it is 
present at somewhat lower levels in the surround­
ing counties. Methamphetamine use is more 
prevalent outside of the urban core of Seattle and 
is used throughout much of Washington State. 
Methamphetamine-positive drug seizures by 
local law enforcement are more prevalent in the 
surrounding counties, though they still consti­
tuted 16 percent (n=658) of tests in King County. 
Methamphetamine incidents, a combination of 
labs and dump sites, totaled 42 in King County 
for 2007, down from 63 the prior year. For Wash­
ington State, the number dropped to 237, down 
from 390. Newly available DMP data from the 
DEA indicate that there is enormous variabil­
ity in the purity of methamphetamine, most of 
which is reported to be crystal/ice. From Novem­
ber 2006 to September 2007, the local DEA made 
33 buys in 12 different cities throughout Wash­
ington, reporting an average purity of 59 percent 
and a range of 0–99 percent. Methamphetamine 
has held steady at about 16 percent of helpline 

calls for adults in recent years, while the propor­
tion of calls for youth has declined somewhat to 
approximately 13 percent. ED data indicate that 
methamphetamine is among the least common 
“major substances of abuse” with approximately 
500 reports, compared with more than 2,000 for 
cocaine (King and Snohomish Counties). Meth­
amphetamine reports in the ED are generally 
among a much younger population compared 
with cocaine, with the modal group of metham­
phetamine users being 25–29 years of age. The 
proportion of Caucasian treatment admissions 
for primary methamphetamine use has declined, 
whereas admissions appear to have increased 
among African-Americans, Asian/Pacific Island­
ers, and Hispanics. Methamphetamine-involved, 
drug-caused deaths totaled 10, similar to the level 
seen over the prior 4 years. Compared with other 
drug-caused deaths involving illegal drugs, meth­
amphetamine fatality cases have the highest pro­
portion of Caucasians and young people and are 
most likely to be single-drug cases. Prescription-
type opiates continue to have substantial impact 
on morbidity and mortality. Trend data for the 
helpline, fatalities, and treatment admissions are 
all at or near highs for prescription-type opiates. 
Drug-caused deaths with prescription-type opi­
ates remain the most common type of overdose 
death. A minority of drug-caused deaths involving 
opioids also involved an illegal drug (36 percent), 
and polydrug cases are the norm (91 percent). 
A polydrug-caused death occurred in the first 
half of 2007 in King County, in which alcohol, 
buprenorphine, and several prescription seda­
tives were detected. This is the first known case 
of a drug-caused death in which buprenorphine 
was detected. It must be noted that toxicological 
testing for buprenorphine is not routinely done 
and	 must	 be	 specifically	 requested.	 The	 patient	 
was receiving buprenorphine for opiate addiction 
treatment. Testing of local law enforcement evi­
dence indicates that the combined class of opioids 
represented 7 percent of tests conducted (n=297). 
The most common substances identified include 
oxycodone (n=144), hydrocodone (n=72), and 
methadone (n=51). Treatment admissions with 
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prescription-type opiates as primary drug totaled 
248, representing 4 percent of all admissions in 
the first half of 2007, up from 46 admissions, or 
1 percent, in the first half of 1999. Individuals in 
their twenties represented the largest age group 
in treatment with prescription-type opiates as a 
primary drug, representing 48 percent of cases 
in the first half of 2007, compared with 15 per­
cent in the first half of 1999. From January to June 
2007, just 12 percent of prescription-type opi­
ate users reported any injection drug use in the 
month prior to treatment, with comparable data 
unavailable for 1999. ED reports for prescription-
type opiates totaled 1,555, the third highest after 
cocaine and alcohol. Heroin ED reports for all 
case types totaled 1,089, approximately one-half 
the number of cocaine cases. More than one-half 
of ED reports for heroin were among those aged 
35–54. Drug-caused deaths involving heroin/ 
opiates have remained steady at lower levels for 
the past 6 years, with 39 deaths in the first half of 
2007. Compared with primary heroin drug treat­
ment admissions in the first half of 1999, those 
in the first half of 2007 were more likely to be in 
their twenties or older than 50, with the relative 
proportion of those in their thirties and forties 
declining. They were also more likely to report 
methamphetamine or prescription-type opiates 
as a secondary drug of abuse (6 and 10 percent, 
respectively, in 2007), although the most com­
mon secondary drug continued to be cocaine (49 
percent in both time periods). Purity data from 
the DEA indicate that the average purity of street 
purchases in Seattle and Tacoma from December 
2006 through July 2007 was 12 percent, similar to 
prior years. However, there was significant vari­
ability, with a median of 10 percent and a range 
from 0 to 62 percent purity. The use of unexpect­
edly high-purity heroin could result in overdoses. 
Marijuana ED reports totaled 918, slightly lower 
than those for heroin. Comparing treatment 
admissions from the first half of 1999 to the first 
half of 2007 reveals that the proportion who were 
Black increased by more than one-third. Admis­
sions among those younger than 18 declined from 
65 percent of marijuana admissions to 36 percent, 

and the proportion of admittees who were cur­
rently on probation or parole increased slightly 
from 35 to 43 percent. Alcohol as a secondary 
drug declined, while cocaine and methamphet­
amine increased to 12 and 7 percent, respectively, 
in 2007. Marijuana from Mexico and Canada, as 
well as that grown locally, are all available in King 
County. There has been a large increase in indoor 
and outdoor grow operations in Washington in 
recent years. MDMA and other hallucinogenic 
drug use continue in the Seattle area. Helpline 
data for youth indicate that 6 percent of calls are 
regarding MDMA, a higher proportion than for 
adults. MDMA is relatively uncommon in area 
EDs, with only a few dozen reports in the first half 
of 2007. MDMA is rarely mentioned as a primary 
drug upon treatment entry. Fatalities involving 
MDMA are still uncommon, with two cases posi­
tive for MDMA in the first half of 2007. Testing 
of local law enforcement evidence indicates that 
MDMA is more common in Seattle-King County 
than the surrounding counties, but that it is still 
present in about 3 percent of tests in Snohomish 
andPierceCounties.ForevidenceobtainedinKing 
County, there were 249 MDMA-positive tests (6 
percent), with 31 tests positive for psilocin/psilo­
cybin (i.e., psychedelic mushrooms) and 22 posi­
tive for PCP. There were also four positive tests for 
“foxy methoxy,” a research chemical, which has 
been present for several years in the Seattle area. 
LSD was detected once. Law enforcement reports 
that MDMA is now being manufactured in British 
Columbia, a shift from manufacturing in North­
ern Europe several years ago. 

Data Sources: Drug trafficking data were 
obtained from the DEA Seattle Field Division 
Quarterly Trends in the Traffic Reports, redacted 
versions for January–June 2007. Heroin price and 
purity data were provided by the DEA Domestic 
Monitoring Program, Seattle Field Division for 
November 2006–September 2007. Drug overdose 
data were obtained from the King County Medical 
Examiner, Public Health—Seattle & King County 
for the first half of 2007. Data on seized drug sam­
ples submitted for analysis were obtained from the 
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National Forensic Laboratory Information System 
(NFLIS), DEA, for FY 2007. Drug testing results for 
law enforcement seizures in King, Pierce, and Sno­
homish Counties were reported by the county where 
the drug was seized. Emergency department drug 
reports data were obtained from DAWN Live!, 
OAS, SAMHSA, for the first half 2007. Data were 
accessed December 10, 2007. Data completeness for 
the first half of 2007 was as follows: 9 to 10 of the 
EDs reported basically complete data (90 percent 
or greater) each month, and 14 to 15 reported no 
data out of 25 eligible EDs. Drug treatment data 
were provided by Washington State Department 
of Social and Health Services (DSHS), Division 
of Alcohol and Substance Abuse (DASA), Treat­
ment and Report Generation Tool (TARGET) 
for the first halves of 1999 and 2007. Treatment 
modalities included outpatient, intensive inpatient, 
recovery house, long-term residential, and opiate 
substitution admissions. Department of Correc­
tions and private-pay admissions are included. 
Methamphetamine incident data were provided 
by the Washington State Department of Ecology 
for 1990–October 2007. Drug helpline data for 
2003–June 2007 were provided by the Washington 
Alcohol and Drug Helpline. 

Drug Abuse Patterns and Trends in 
Texas—Update: January 2008 

Jane C. Maxwell, Ph.D. 

For inquiries concerning this report, please contact 
Jane C. Maxwell, Ph.D., Senior Research Scientist, 
Gulf Coast Addiction Technology Transfer Center, 
University of Texas at Austin, Suite 333, 1717 West 
6th Street, Austin, TX 78703, Phone: 512-232­
0610, Fax: 512-232-0617, E-mail: <jcmaxwell@ 
sbcglobal.net>. 

Overview of Findings: This report updates 
data on drug abuse indicators in Texas since the 
June 2007 report and reports on trends by calen­
dar year from 1998 through 2006–2007. Important 
changes include decreases in methamphetamine 
indicators, with supplies down, price increas­
ing, and purity decreasing. The expected influx 

of Mexican methamphetamine to replace the 
locally produced product has not been as great as 
expected. The other notable trend is the increase 
in heroin inhalation by younger Hispanics. This 
trend was first noticed with the “cheese heroin” 
situation in Dallas, but further investigation has 
found that many of the users are not novices but 
are using other illicit drugs, and the increase in 
inhalation is being seen statewide. 

Updated Drug Trends and Emerging Pat­
terns: Alcohol is the primary drug for which 
Texans enter treatment (25 percent of all admis­
sions), followed by cocaine (13 percent crack and 
11 percent powder cocaine). Cocaine is a major 
problem on the border with Mexico. Indica­
tors of cocaine use remain high and stable, with 
increasing crack use among Whites and Hispan­
ics. The proportion of Black crack admissions has 
dropped from 75 percent in 1993 to 46 percent in 
2007, and the proportion of cocaine deaths who 
were Hispanic has increased from 22 percent in 
1993 to 28 percent in 2006. Heroin indicators 
are level, but the proportion who are inhaling or 
sniffing heroin is growing (up from 1 percent in 
1989 to 20 percent in 2007), with an increasing 
proportion of younger Hispanic inhalers of Mexi­
can brown powder. “Cheese heroin,” a mixture of 
Tylenol PM and heroin (heroin+diphenhydra­
mine+acetaminophen), continues to be a prob­
lem in Dallas. A recent analysis of records from 
the medical examiner, however, has shown that 
only one death involved just “cheese” heroin; 
all the other cheese heroin deaths also involved 
cocaine, alprazolam, hydrocodone, etc. This 
shows that this is not a population of novice 
users but is an emerging problem among more 
experienced heroin users. Hydrocodone is a 
larger problem than oxycodone (374 deaths vs. 
78 deaths in 2006); indicators of problems with 
fentanyl patches or lozenges are low and fluctu­
ate from year to year. Methadone indicators are 
increasing, and most adverse events are related to 
methadone	 pain	 pills	 rather	 than	 liquid	 metha­
done from narcotic treatment programs. In 2006, 
there were 232 death certificates with a mention of 

Proceedings of the Community Epidemiology Work Group, January 2008 61 



EpidEmiologic TrEnds in drug AbusE: HigHligHTs And ExEcuTivE summAry 

methadone; only 14 were clients in narcotic treat­
ment programs. Codeine cough syrup, “lean,” 
continues to be abused. Marijuana indicators 
are mixed, with treatment admissions increasing. 
Treatment admissions referred from the criminal 
justice system are less impaired than those who 
enter treatment voluntarily. Some 79 percent are 
criminal justice admissions. Marijuana treatment 
admissions have increased from 11 percent of all 
admissions in 1989 to 23 percent in 2007, almost 
equal	 to	alcohol	and	cocaine	admissions.	Meth­
amphetamine indicators peaked in 2005 and 
have dropped because of the decreased number 
of laboratories in Texas, and the expected influx 
of Mexican methamphetamine has been limited 
by border security. Ice in Texas is more expensive; 
the price of a pound of Ice in Dallas has increased 
from $4,500–$19,000 in 2005 to $10,900–$19,000 
in 2007. The purity of Ice is lower since it is being cut 
with methylsulfonylmethane (MSM). Fifty-three 
percent of persons entering methamphetamine 
treatment are Ice smokers. Abuse of alprazolam 
and carisoprodol is increasing. Alprazolam is 
widely available, and Mexico may be a source for 
this drug. The proportion of laboratory exhibits 
identified as alprazolam increased from 2.0 per­
cent in 2000 to 6.4 percent in 2007, and 216 of 
the 1,912 drug deaths reported in 2006 specified 
alprazolam as one of the substances found in the 
bodies. Deaths involving a mention of carisopro­
dol and NFLIS exhibits of the drug continue to 
increase. Of the 146 carisoprodol deaths in Texas 
in 2006, all but 1 involved other substances. All 
indicators of ecstasy use are stable or increasing as 
the drug spreads from the club scene to the street. 
The proportion of White ecstasy users entering 
treatment has dropped from 100 percent in 1989 
to 38 percent in 2007. PCP treatment admission 
and toxicology lab indicators continue to rise. 

Data Sources: Poison control center data 
were provided by the Texas Department of State 
Health Services from 1998 through 2007. Treat­
ment data were provided by the Texas Depart­
ment of State Health Services from 1987 through 
2007. Death certificates were provided by the 

Texas Department of State Health Services from 
1998 through 2006. Results of toxicology tests on 
items submitted to the Texas Department of Public 
Safety from 1998 through 2007 were downloaded 
from the National Forensic Laboratory Information 
System. Price, purity, and trafficking informa­
tion came from the 4th Quarter 2007 Intelligence 
Reports from the Dallas, El Paso, and Houston 
DEA Field Divisions. Local drug trend informa­
tion came from reports from HIV Outreach Units 
to the Texas Department of State Health Services. 
Information on use of “cheese” heroin came from 
interviews by the author with 25 clients in 3 drug 
treatment programs in Dallas and from informa­
tion provided by members of the Cheese Heroin 
Task Force in Dallas. The HIV/AIDS information 
presented in the June 2007 report was not updated 
for this report. The 2007 treatment and NFLIS data 
reflect cases submitted as of the time they were 
downloaded by the author. Cases continue to be 
added to these two datasets and total numbers are 
subject to change. 

Drug Abuse Patterns and Trends in 
Washington, DC—Update: January 2008 

Erin Artigiani, M.A.; Lynda Okeke, M.A.; 
Maribeth Rezey, B.A.; Cindy Voss, M.A.; and 
Eric D. Wish, Ph.D. 

For inquiries concerning this report, please contact 
Erin Artigiani, M.A., Deputy Director for Policy, 
Center for Substance Abuse Research, University of 
Maryland, 4321 Hartwick Road, Suite 501, College 
Park, MD 20740, Phone: 301-405-9770, Fax: 301­
403-8342, E-mail: <erin@cesar.umd.edu>. 

Overview of Findings: In 2006 and 2007, 
cocaine/crack, marijuana, and heroin continued 
to be the primary illicit drug problems in Wash­
ington, DC. The use and availability of PCP con­
tinued to fluctuate, and cocaine remained one of 
the most serious drugs of abuse, as evidenced by 
the fact that more adult arrestees tested positive 
for cocaine than for any other drug. The number 
of decedents testing positive for drugs decreased 
20 percent in 2006, from 631 cases in 2005 to 503 
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cases in 2006, although most deaths continued 
to result from natural causes and accidents. One 
hundred fourteen of the 2006 positive drug deaths 
were	 from	drug	overdoses.	 The	 most	 frequently	 
found drugs were cocaine, morphine, and alco­
hol. Most overdose deaths were aged 41 to 50 and 
Black. From 2002 to 2006, all violent and property 
crimes except theft decreased in the District. In 
2006, approximately 1 in 10 homicides and an esti­
mated 6,011 property crimes were drug-related. In 
addition, there were an estimated 1,194 alcohol-
related violent crimes. (Estimates are based on 
attributable fractions, not including homicides.1) 
In contrast, the number of drug arrests (distribu­
tion, possession) increased during this time. Most 
of these arrests were related to possession of mari­
juana or cocaine/crack and involved adults, males, 
and Blacks.2 Items submitted to NFLIS from DC 
were more likely to test positive for illicit street 
drugs (cocaine, heroin, PCP, and methamphet­
amine) than for prescription drugs (methadone, 
oxycodone, hydrocodone, and buprenorphine). 
Items from neighboring Virginia jurisdictions 
were more likely to test positive for the prescrip­
tion drugs listed above than items from either 
DC or Maryland. However, items testing posi­
tive for these prescription drugs accounted for 
less than 2.5 percent of positive items in each of 
the three regions. Preliminary data from the 2007 
Youth Risk Behavior Survey (YRBS) indicate that 
one in three senior high school youths reported 
past-month drinking, and one in five reported 
past-month marijuana use. Increases were also 
reported in lifetime use of ecstasy, heroin, and 
methamphetamine, ranging from 5 to 8 percent 
in 2007. 

Updated Drug Abuse Trends and Emerg­
ing Patterns: In 2007, adult arrestees were 
more likely to test positive for cocaine than for 

any other drug (37.5 percent in January through 
November), but this reflected a slight decrease 
from 2006 (41.0 percent). In addition, more seized 
items tested positive for cocaine (45 percent) 
in FY 2007 than for any other drug, as reported 
by the NFLIS. Overdose deaths were also more 
likely to be related to cocaine (66 percent) than 
to any other drug in the same year. The numbers 
of Whites and females arrested for cocaine/crack 
increased from 2002 to 2006. According to NFLIS 
data, 32 percent of items submitted for analysis 
tested positive for marijuana. Juvenile arrestees 
were more likely to test positive for marijuana 
(55 percent) than for any other drug. The per­
centages of juveniles testing marijuana-positive 
have increased slightly (from 51 to 55 percent) 
over the past 3 years, but the percentages testing 
positive for cocaine (3.5 to 2.9 percent) and PCP 
(3.4 to 2.6 percent) remained about the same. 
Between 2002 and 2006, the number of females 
arrested for marijuana increased. While other 
parts of the country have seen shifts in the use 
of methamphetamine, use remained low and 
confined to isolated communities in the District. 
DC Pretrial Services began testing for amphet­
amines in mid-2006 (August for adults, Septem­
ber for juveniles). The percentages of adults and 
juveniles testing positive for amphetamines were 
considerably lower than the percentages testing 
positive for other drugs, ranging from 1.2 to 4.2 
percent and 0.5 to 4.0 percent, respectively. How­
ever, these percentages showed signs of increas­
ing. Less than 2 percent of items submitted to 
NFLIS tested positive for methamphetamine or 
prescription drugs. Few drug arrests involved 
amphetamines; of the 27 amphetamine arrests in 
2006, nearly all were adult, male, and Black.2 New 
research conducted by the Crystal Meth Working 
Group, and described below, sheds new light on 
the use of methamphetamine in the lesbian/gay/ 

1Attributable fraction percent estimates for alcohol-related violent crimes and drug-related property crimes were provided by 
the State Epidemiological Data System (SEDS) from The Economic Costs of Alcohol and Drug Abuse in the United States—1992 
at www.nida.nih.gov/economiccosts/index.html. Estimates of the percentage of crimes attributable to illicit drugs were 
derived primarily from self-reports of incarcerated offenders. The actual percentages attributable to alcohol or drugs may 
vary across geographic units or subpopulations. 

2Approximately 60 percent of the general D.C. population is Black according to 2000 census data. 
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bisexual/transgender (LGBT) community. About 
1 in 10 adult arrestees tested positive for opiates 
and PCP each in 2007. HIV/AIDS: The number 
of new HIV cases decreased steadily from 2002 
through 2006 (from 687 to 403), and they were 
most likely to be male, Black, and aged 20 to 49.2 

The largest decrease by mode of transmission was 
in the proportion of cases attributed to injection 
drug use (61 percent). The number of new AIDS 
cases decreased 30 percent from 2002 to 2005 
(from 975 to 679) then increased slightly in 2006 
(to 700). New AIDS cases were most likely to be 
Black, male, and aged 30–49. The number of new 
AIDS cases attributed to injection drug use fluc­
tuated during this time, with this becoming the 
most	frequent	mode	of	transmission	in	2005.	This	 
number decreased 31 percent in 2006 from 228 to 
158. Injection drug use accounted for more than 
one-third of the deaths and one in four of all liv­
ing AIDS cases in 2006. 

Special Study: In 2006, the Crystal Meth 
Working	 Group	 conducted	 a	 14-question,	 self-
administered survey with 1,109 participants at 
three LGBT events in DC. The data were ana­
lyzed by researchers at the Georgetown Univer­
sity Medical Center. More than one-half of the 
respondents were male (53 percent) and White 
(54 percent); two-thirds (69 percent) were aged 
20–39; and 61 percent identified as gay or lesbian. 
Preliminary results indicate that nearly 1 in 10 
(8 percent) reported using crystal methamphet­
amine at least once. Nearly all (93 percent) of the 
users were gay or bisexual; 69 percent were White 
males; 70 percent were aged 20–39; 23 percent 
were self-reported HIV-positive; and 67 percent 
used other illicit drugs (cocaine, crack, mari­
juana, ecstasy, and poppers). Reasons offered for 
using included the following: 49 percent liked the 
meth “high”; 30 percent wanted “more energy”; 
28 percent wanted “hotter sex”; 25 percent wanted 
“more sex”; and 24 percent wanted to be “more 
sociable.” Two limitations noted by the research­
ers are that this study utilized convenience sam­
pling and is not representative of the general DC 

population and that the venue choices missed 
high-risk groups. 

Data Sources: Crime data were provided 
by the Metropolitan Police Department (MPD), 
National Forensic Laboratory Information System 
(NFLIS), and Drug Enforcement Administration 
(DEA), Office of Diversion Control. Regarding 
crime data provided by the MPD, as part of Chief 
Cathy Lanier’s dedication to improving crime data 
tracking and analysis, in 2008 MPD upgraded key 
data systems. The data provided for the “District of 
Columbia: Community Profile” were disseminated 
prior to these upgrades and should not be compared 
with datasets released thereafter. Geocoded Ana­
lytical Services Application (ASAP) data are as of 
May 7, 2007. All statistics presented here are based 
on preliminary DC Index crime data. The data 
do not represent official statistics submitted to the 
FBI under the Uniform Crime Reporting program 
(UCR). All preliminary offenses are coded based 
on DC criminal code and not the FBI offense clas­
sifications. All statistics are subject to change due 
to a variety of reasons, such as a change in clas­
sification, the determination that certain offense 
reports were unfounded, or late reporting. It should 
be understood that any comparisons between MPD 
preliminary data as published here and the official 
crime statistics published by the FBI under the Uni­
form Crime Reporting Program (UCR) are inaccu­
rate and misleading. All homicide data are verified 
through the Violent Crimes Branch (VCB), Geo­
coded Criminal Justice Information System (CJIS) 
data as of May 7, 2007. Totals are based solely 
on the top arrest charge, as one person may have 
been booked on more than one arrest charge, and 
it excludes arrests for which no address could be 
identified (between 1 and 3 percent of all arrests). 
Mortality data were obtained from the Office of the 
Chief Medical Examiner, Washington, DC, from 
the 2005 and 2006 annual reports. Information on 
substance abuse by offenders was provided by the 
DC Pretrial Services Agency. The agency regularly 
tests adult offenders for cocaine, opiates, PCP, and 
amphetamines and juvenile offenders for cocaine, 
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PCP, marijuana, and amphetamines. Data on sub­
stance abuse by youth was provided by the Wash­
ington, DC, Department of Health, Youth Risk 
Behavior Surveillance System (YRBS). HIV/AIDS 
data were provided by the District of Columbia 
HIV/AIDS Epidemiology Annual Report 2007, DC 
Department of Health. Information on substance 
abuse in the LGBT community was provided by 
the Crystal Meth Working Group. This information 
was provided by Kristen Degan, M.P.H., Michael 
Plankey, Ph.D., and David Schwartz, Ph.D. The 
survey was conducted in 2007 by the Crystal Meth 
Working Group, and preliminary findings were 
released in January 2008. 

INTERNATIONAL PRESENTATIONS: 
CANADA AND SOUTH AFRICA 

Current and Future Drug Surveillance in 
Canada: January 2008 

Colleen Anne Dell, Ph.D., and  
Christopher G. Davis 

For inquiries concerning this report, please contact 
Colleen Dell, Ph.D., University of Saskatchewan, 
Arts Building, #1015, 9 Campus Drive, Saskatoon, 
SK S7N 5A5, Canada, Phone: 306-966-5912, Fax: 
306-966-6950, E-mail: <colleen.dell@usask.ca>, or 
Christopher Davis, Canadian Centre on Substance 
Abuse, Phone: 613-235-4048, Fax: 613-235-8101, 
E-mail: <cdavis@ccsa.ca>. 

Overview of Findings: This report high­
lights drug surveillance systems and data sources 
in Canada and summarizes some of the most cur­
rent data/information available on illicit drug use 
in the country. It is important to point out that 
in response to the 2001 Auditor General’s Report, 
funding was made available in 2003 at the Federal 
level for knowledge generation, including alcohol 
and other drug monitoring. Under a newly elected 
government, Canada’s National Anti-Drug Strat­
egy was announced in 2007, which included con­
tinued support for surveillance activities. Prior to 

2001, and dating back to the 1990s, government 
cutbacks limited the ability to pursue or sustain 
national initiatives. 

Drug Use Trends and Emerging Patterns: 
Acknowledging the absence of national data 
through the Canadian Community Epidemiology 
Network on Drug Use (CCENDU) (i.e., purchased 
and collated), highlights from public access data 
sources are provided below. Prevalence—Accord­
ing to the 2004 Canadian Addiction Survey, 44.5 
percent of Canadians aged 15 and older reported 
using cannabis at least once in their lifetime; 14.1 
percent reported using in the past 12 months. 
The rate of past-year use is higher for males (18.2 
percent) than females (10.2 percent). Almost 30 
percent of youth aged 15–17 reported past-12­
month use of cannabis, and more than 47 percent 
of youth aged 18–19 reported use in the past 12 
months. Excluding cannabis, the most commonly 
reported illicit drugs used in one’s lifetime are 
hallucinogens (11.4 percent), cocaine (10.6 per­
cent), speed (6.4 percent), and ecstasy (4.1 per­
cent). Rates of past-year use are much lower: 
cocaine (1.9 percent), ecstasy (1.1 percent), speed 
(0.8 percent), and hallucinogens (0.7 percent). 
Rates for males tend to be about twice the rates 
for females. Highest rates are found for those in 
the 18–24 age range. Treatment—The most recent 
data available are the 2005–2006 Residential Care 
Facilities survey; however, data specific to addic­
tions could not be publicly accessed. Further-
more,	 these	 data	 are	 inadequate	 for	 monitoring	 
purposes. In 2005, a report undertaken by the 
Canadian Centre on Substance Abuse demon­
strated the value of a national addictions treat­
ment data collection and analysis system for 
Canada	and	outlined	the	steps	required	to	achieve	 
such a system. Enforcement—Data from the Uni­
form Crime Report, Adult Criminal Court Sur­
vey, and the Youth Court Survey were collected 
and reported on by CCENDU in the past. The 
most recent data are not publicly available. In its 
place, The 2006 Drug Situation report, published 
by the Royal Canadian Mounted Police (RCMP), 
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was accessed. Marijuana consumption continues 
to be high among communities across Canada. 
Hashish and hashish oil represent a limited mar­
ket, with concentration in Ontario, Quebec, and 
the Atlantic Provinces. Cocaine remains readily 
available across the country, with crack prevalent 
among street drug-user populations. An emerg­
ing trend of lacing cocaine with methamphet­
amine has been identified in Ontario and British 
Columbia. The pattern of wide availability and 
stable use of methylenedioxymethamphetamine 
(MDMA/ecstasy) reported in 2005 was repeated 
in 2006. Methamphetamine availability contin­
ues to expand eastward. Traffickers continue their 
attempts to capture a wider user group by lacing 
other so-called “softer” drugs like ecstasy and 
marijuana with methamphetamine. Heroin con­
sumption remains one of the lowest of all forms of 
drug use and is concentrated in major metropoli­
tan areas (Vancouver and Toronto). Opium use 
is	quite	common	in	various	segments	of	Middle	 
Eastern communities (primarily older, middle­
to-upper-class males), located primarily in Van­
couver and Toronto. Demand and supply patterns 
for longstanding substances such as lysergic acid 
diethylamide (LSD), phencyclidine (PCP), 
and psilocybin changed dramatically over the 
last decade, yet remained stable in recent years. 
Ketamine and gamma hydroxybutyrate (GHB) 
gained popularity as new “club drugs” that were 
introduced alongside MDMA in the late 1990s 
and continue to have steady supply and demand 
patterns. Mortality—The most recent data avail­
able through CCENDU are the 2003 Vital Statis­
tics Death Database. Given that they are dated, 
data are not presented here. Morbidity—The 
most recent data available through CCENDU 
are the 2001–2002 Hospital Morbidity Database 
and are not presented here. HIV/AIDS/Hepati­
tis C—Up to December 31, 2006, injection drug 
use accounted for 8 percent (1,536) of cumula­
tive adult AIDS cases in Canada and 17 percent 
of cumulative adult positive HIV test reports. 
The proportion of positive HIV tests attributed 
to injection drug use decreased between 2001 
(25 percent) and 2006 (19 percent). This differed, 

however, for female and male adults. The propor­
tions of females with HIV attributed to injection 
drug use were 31 percent in 2002, 26 percent 
in 2003, and 31 percent in 2006, whereas males 
steadily decreased from 22 percent in 2001 to 
15 percent in 2006. The proportion of new HIV 
infections in 2005 among Aboriginal Canadians 
attributable to injection drug use was substantially 
higher (53 percent) compared with all Canadians 
(14 percent), and females make up a large part of 
the Aboriginal HIV epidemic. A baseline positive 
rate of hepatitis C antibodies of between 44 and 
74 percent was found in a cohort of illicit opioid 
users through the “OPICAN” study in five Cana­
dian cities. 

Prescription drug monitoring—There 
is a serious absence of monitoring in Canada; 
however, as mentioned above, work is currently 
underway to begin monitoring with the develop­
ment of the Canadian Alcohol and Other Drug 
Use Monitoring Survey. Highlights from the cur­
rent literature show that Canada has one of the 
highest prescribed drug rates in the world. The 
population that abuses prescription drugs and 
their reasons for doing so vary widely. Those most 
at risk for abuse appear to include adolescents, 
older adults, women, and Aboriginal peoples. 
The abuse of oxycodone in Atlantic Canada (par­
ticularly Nova Scotia) is well-documented, and it 
appears the abuse of opioids is increasing. Women 
are more likely to be prescribed medication (e.g., 
benzodiazepines), and this may contribute to 
greater opportunity for abuse. Individuals who 
abuse prescription drugs are more likely to also 
use alcohol and illicit drugs. Medication abuse 
among the elderly is commonly associated with 
unintentional misuse, but there is also concern 
with over-prescribing again, particularly among 
women. There is also an increase in the general 
use of medication with technological advance­
ments in society and, hence, the increased chance 
for abuse. 

Data Sources: The Canadian Community 
Epidemiology Network on Drug Abuse (CCENDU) 
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was established in response to a 1995 feasibility 
study that identified the need for a Canada-wide 
surveillance system on substance use. Some local 
CCENDU sites across the country are still actively 
collecting data. However, there is national move­
ment toward the establishment of an expanded and 
more comprehensive alcohol and other drug moni­
toring program. Consequently, up-to-date national- 
and provincial-level data that CCENDU had 
purchased and collated in the past are not currently 
available. At present, a pilot study of the alcohol and 
other drug monitoring project is underway in Brit­
ish Columbia. The data sources/indicators include 
general population and student surveys, addic­
tions treatment reports, enforcement data, alcohol 
sales data, drug analysis, high-risk population and 
emergency department surveys, and mortality and 
morbidity data. Health Canada has supported this 
as a pilot project to help design a comprehensive 
nationwide alcohol and other drug monitoring sys­
tem. With Federal support, in recent years Health 
Canada has been working toward the development 
of a national surveillance strategy, with four key 
activities to date. The first, as mentioned, is the pilot 
testing of an epidemiological monitoring system for 
alcohol and other drug use in British Columbia. 
Second, a National Surveillance Advisory Com­
mittee has been set up to help identify information 
needs and propose initiatives to address those needs. 
Third, attention has been focused on the develop­
ment of a new, ongoing national survey (Canadian 
Alcohol and Other Drug Use Monitoring Survey) 
on the use of alcohol and drugs (including prescrip­
tion drugs), to be collected monthly over an initial 
5-year period. The survey is designed to be modular, 
with space to add new topics as they emerge. And 
fourth, collaborative work in initiatives focusing 
on specific populations (e.g., street youth) is being 
undertaken. Note: direct quotes are not indicated in 
this summary even though some wording mirrors 
that in the original source. 

The South African Community 
Epidemiology Network on Drug Use 
(SACENDU): Summary of Latest Findings 

Andreas Plüddemann, Charles D.H. Parry, 
and Arvin Bhana 

For inquiries concerning this report, please contact 
Andreas Plüddemann, Alcohol and Drug Abuse 
Research Unit, Medical Research Council (Cape 
Town), P.O. Box 19070, 7505 Tygerberg, South 
Africa, Phone: +27-21-938-0425, Fax: +27-21­
938-0342, E-mail: <apluddem@mrc.ac.za>. 

Background: The SACENDU3 Project is an 
alcohol and other drug (AOD) sentinel surveil­
lance system now operational in eight provinces 
in South Africa: Western Cape (WC: Cape Town), 
KwaZulu-Natal (KZN: Durban, Pietermaritz­
burg), Eastern Cape (EC), Mpumalanga (MP), 
Gauteng (GT: Johannesburg, Pretoria), Free 
State (FS), Northern Cape (NC), and Northwest 
(NW). The last three provinces form part of what 
is termed the Central Region (CR) and provided 
data from the second half of 2006. The system, 
operational since 1996, monitors trends in AOD 
use	 and	 associated	 consequences	 on	 a	 6-month	 
basis from specialist AOD treatment programs. 
The surveillance system has been expanded to all 
provinces during 2007, with Limpopo collecting 
data from July 2007. This report will focus on data 
on treatment admissions from the 9,414 patients 
seen across the 72 centres/programmes in the first 
half of 2007. 

Latest Key Findings by Substance of 
Abuse: Unless stated otherwise, the findings 
relate to the first half of 2007. Alcohol remains 
the dominant substance of abuse across all sites 
except WC. Between 44 percent (WC) and 70 
percent (CR) of patients in treatment have alco­
hol as a primary or secondary drug of abuse. 
The proportion reporting it as a primary drug of 
abuse continued to decrease in MP (44 percent) 

3SACENDU is funded by the Medical Research Council of South Africa and the South African National Departments of Health 
and Social Development. 
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and KZN (50 percent). Treatment admissions for 
alcohol-related problems in persons younger than 
20 are generally less common, ranging between 4 
percent (WC) and 26 percent (EC) of all patients 
in this age group. Across sites, between 27 per­
cent (EC, CR) and 48 percent (MP) of patients 
attending specialist treatment centres had canna­
bis as their primary or secondary drug of abuse, 
compared with between 2 percent (CR) and 13 
percent (WC, EC) for the cannabis/Mandrax 
(methaqualone)	“white-pipe”	combination.	In	the	 
first half of 2007, treatment admissions for can­
nabis as a primary drug remained fairly stable in 
all sites when compared with the previous period. 
In all sites, except WC, cannabis is reported as 
primary substance of abuse by more than 50 per­
cent of patients who are younger than 20. Treat­
ment admissions for Mandrax remain low in all 
sites, having decreased significantly over the past 
2 years in all sites. In the WC, Mandrax is now 
more commonly reported as a secondary drug of 
abuse (by 10 percent of all patients). Treatment 
admissions for cocaine-related problems have 
shown an increase over the past few reporting 
periods in GT and KZN, and they remain high in 
the EC. Between 10 percent (WC) and 25 percent 
(GT) of patients in treatment have cocaine as a 
primary or secondary drug of abuse. The propor­
tion of patients reporting cocaine as a primary or 
as a secondary substance of abuse has decreased 
over time in the WC (possibly due to the increased 
availability of cheaper methamphetamine). Over 
time, there has been a large increase in treatment 
admissions for heroin as a primary drug of abuse 
in WC, GT, MP, and, more recently, in KZN. In 
these sites, between 12 percent (WC) and 32 per­
cent (MP) of patients have heroin as a primary or 
secondary drug of abuse. Mostly heroin is smoked, 
but of patients with heroin as their primary drug 
of abuse in WC, GT, and MP, 8 percent, 35 per­
cent, and 20 percent, respectively, report injection 
use. This reflects a decrease in all three provinces 
as compared with the second half of 2006. One 
patient in KZN reported injecting heroin. The 
proportion of heroin patients who are Black/Afri­
can continues to increase in GT and MP. In MP, 

52 percent of patients in treatment with heroin as 
a primary drug of abuse are Black/African (vs. 39 
percent in GT). Furthermore, 68 percent of heroin 
patients in GT and 75 percent of heroin patients 
in MP younger than 20 were Black/African (also 
increasing). Treatment admissions related to use 
of	“Sugars”	(low	quality	heroin	and	cocaine	mixed	 
with cannabis) continue to increase among young, 
Indian males in South Durban. Treatment admis­
sions for methylenedioxymethamphetamine 
(ecstasy), lysergic acid diethylamide (LSD), or 
methamphetamine as primary drugs of abuse 
are low except in Cape Town. Across sites, only 2 
to 4 percent of patients had ecstasy as a primary 
or secondary drug of abuse. Treatment admis­
sions for methamphetamine remain high in Cape 
Town in the first half of 2007. About one-half 
(49 percent) of patients in WC now have meth­
amphetamine as a primary or secondary drug of 
abuse (n=1413), with 60 percent reporting daily 
use. Methamphetamine (aka “Tik”) has now 
emerged as the main substance of abuse among 
both young and older patients in treatment in 
Cape Town. Among patients younger than 20, 70 
percent have methamphetamine as a primary or 
secondary	substance	of	abuse.	Three-quarters	(74	 
percent) of patients with methamphetamine as a 
primary drug of abuse were male, and 91 percent 
were coloured. Treatment admissions related to 
methamphetamine use as a primary or second­
ary drug remain low in EC (n=17), GT (n=28), 
CR (n=6), MP (n=5), and KZN (n=0). The abuse 
of over-the-counter (OTC) and prescription 
medicines, such as slimming tablets, analgesics, 
and benzodiazepines (e.g., diazepam and fluni­
trazepam) continues to be an issue across sites. 
Treatment admissions for these substances as a 
primary or secondary drug of abuse were between 
2 percent (MP) and 8 percent (CR, GT). Inhal­
ant/solvent use among young persons continues 
to be an issue across sites, especially in the NC, 
where 14 percent of patients reported inhalants 
as their primary substance of abuse. Methcathi­
none (“CAT”) use was noted in all sites, especially 
in GT, where 6 percent of patients (n=198) had 
CAT as a primary or secondary drug of abuse. 
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Use of khat was reported by four patients in the 
CR. Polysubstance abuse remains high, with 
between 22 percent (CR) and 48 percent (MP) 
of patients indicating more than one substance 
of abuse. Other Key Findings: The proportion of 
patients younger than 20 ranged from 19 percent 
(CR) to 28 percent (WC). In all sites, the pro­
portion of Black/African patients in treatment 
is still substantially less than would be expected 
from the underlying population demographics, 
and the situation does not appear to be improv­
ing except among patients younger than 20 and 
in MP. Between 14 percent (MP, CR) and 27 per­
cent (GT) of patients reported that they had been 
tested for HIV in the past 12 months, although 
some	 patients	 declined	 to	 answer	 this	 question,	 
and these data have not yet been collected in the 
EC. Selected implications for policy/practice, 
including voluntary counseling and testing for 

HIV (VCT), should be provided at drug treat­
ment services; barriers to treatment for Black/ 
Africans should be addressed; there should be 
better marketing of drug treatment services; and 
drug and HIV service providers should receive 
cross-training. Among selected issues to moni­
tor are increases in methcathinone (“CAT”) use 
outside of GT; increases in cocaine use in GT and 
EC; use of methamphetamine and heroin together 
in Cape Town; and methamphetamine use among 
groups other than coloured in WC and possible 
increases in use in other sites. Finally, selected 
topics for further research are the extent of nee­
dle sharing among injecting drug users and the 
reasons for this; how many patients who report 
to drug treatment for the first time are “treatment 
ready”; and the long-term mental health impact 
of methamphetamine use and the role of duration 
of methamphetamine use. 
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Section IV. Across CEWG Areas: 
Treatment Admissions, Forensic 
Laboratory Analysis Data, and 
Average Drug Price and Purity Data 

Cocaine/Crack 
•	 Treatment	admissions	data	for	FY	2007	or	H1	CY	2007	reveal	that	treatment	admissions	for	 

primary cocaine/crack, as a percentage of drug treatment admissions excluding primary alcohol 
admissions, ranked first in frequency in six CEWG areas: Texas, Atlanta, Philadelphia, Detroit, St. 
Louis, and Seattle. 
•	 Several	CEWG	representatives	noted	in	their	reports	that	cocaine	is	often	identified	as	a	 

secondary or tertiary drug among treatment admissions. 
•	 Crack	continued	to	be	the	predominant	form	used	by	cocaine	abusers,	as	judged	by	the	 

proportions of primary treatment admissions who smoked the drug (between 56 and 95 percent 
of cocaine/crack treatment admissions in eleven CEWG areas). 
•	 Cocaine	was	the	drug	most	frequently	identified	by	forensic	laboratories	in	10	CEWG	areas.	 

Based on forensic laboratory analysis of drug items identified in FY 2007, cocaine/crack ranked 
first in every area in the southern region (Miami; Atlanta; Washington, DC; and Texas), in all but 
one area in the northeastern region (New York City and Philadelphia), in one of five areas in the 
midwestern region (Cincinnati), and in three of seven areas in the western region (Seattle, Los 
Angeles, and Denver). 

Treatment Admission Data on  
Cocaine/Crack 

Table 4 presents preliminary 2007 data from 
15 CEWG areas on primary cocaine treatment 
admissions as a proportion of total admissions, 
including and excluding those for alcohol (see 
also Appendix Table 1). Detroit and Philadelphia 
had the highest percentages (29 percent and 26 
percent, respectively) of primary cocaine admis­
sions, followed by Texas and Atlanta (23 percent 
each), St. Louis (22.5 percent), and New York 
City (approximately 21 percent). Percentages of 
primary cocaine treatment admissions ranged 

between approximately 16 and 18 percent in Den­
ver, Los Angeles, Seattle, and Cincinnati. In the 
range of 4 to 8 percent of total admissions, the 
lowest proportions were observed for Hawai’i, 
San Diego, and Boston. 

Route of Administration of Cocaine. Data 
from 11 CEWG areas indicate that cocaine treat­
ment admissions in 2007 (preliminary data) were 
most likely to smoke the drug.4 Smoking was the 
most common mode of cocaine administration 
among primary cocaine treatment admissions in 
the 11 areas shown in Table 5 and Figure 19. The 

4SAMHSA’s Treatment Episode Data Set report (2003) notes that “Smoked cocaine primarily represents crack or rock cocaine, 
but can also include cocaine hydrochloride (powder cocaine) when it is free-based.”TEDS uses smoked cocaine (crack). 
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Table 4. Primary Cocaine Treatment Admissions in 15 CEWG Areas as a Percentage of Total Admissions 
Including and Excluding Primary Alcohol Admissions: FY 2007 or H1 CY 2007 

Primary 
Cocaine 

Admissions 

Total Admissions 
with Primary Alcohol  
Admissions Excluded1 

Total Admissions 
with Primary Alcohol 
Admissions Included 

CEWG Areas # # % # % 
Atlanta2 2,419 5,558 43.5 10,447 23.2 
Boston 840 7,038 11.9 10,705 7.8 
Cincinnati3 957 3,521 27.2 5,325 18.0 
Denver 952 3,932 24.2 6,071 15.7 
Detroit 1,231 3,152 39.1 4,219 29.2 
Hawai’i 169 2,917 5.8 3,994 4.2 
Los Angeles 4,281 21,716 19.7 26,657 16.1 
Mpls./St. Paul 1,112 4,775 23.3 9,543 11.7 
New York City 8,547 29,847 28.6 40,941 20.9 
Philadelphia 2,020 5,951 33.9 7,691 26.3 
Phoenix 227 1,534 14.8 2,261 10.0 
San Diego 512 5,927 8.6 7,277 7.0 
Seattle 879 3,067 28.7 5,019 17.5 
St. Louis 1,195 3,448 34.7 5,342 22.5 
Texas 10,478 33,644 31.1 44,710 23.4 

1Percentages of primary cocaine admissions are obtained from primary admissions excluding primary alcohol for comparability with past data.
 
2Data are for fiscal year 2007 (October 2006–September 2007).
 
3Data are for July 2006–June 2007; all other data are for the first half of CY 2007.
 
SOURCE: January 2008 CEWG reports
 

Table 5. Major Routes of Administration of Cocaine among Treatment Admissions in 11 CEWG Areas as a 
Percentage1 of Primary Cocaine Treatment Admissions: FY 2007 or H1 CY 2007 

Smoked Inhaled Injected Other/Unknown 

CEWG Areas # % # % # % # % Total N 
Atlanta2 1,843 76.2 459 19.0 40 1.7 77 3.1 2,419 
Boston 605 72.0 157 18.7 47 5.6 31 3.7 840 
Denver 539 56.6 345 36.2 53 5.6 15 1.6 952 
Detroit 1,174 95.4 43 3.5 0 - 14 1.1 1,231 
Los Angeles 3,694 86.3 459 10.7 24 0.6 104 2.4 4,281 
Mpls./St. Paul 799 71.8 279 25.1 13 1.2 21 1.9 1,112 
New York City 5,169 60.5 3,130 36.6 141 1.7 107 1.2 8,547 
Phoenix 153 67.4 59 26 8 3.5 7 3.1 227 
San Diego 408 79.6 91 17.8 8 1.6 5 1.0 512 
St. Louis 1,053 88.1 89 7.4 17 1.4 36 3.0 1,195 
Texas 5,860 55.9 3,915 37.4 554 5.3 149 1.4 10,478 

1Percentages may not sum to 100 due to rounding.
 
2Atlanta reports FY 2007 (October 2006–September 2007) data; all others report first half of CY 2007 data.
 
SOURCE: January 2008 CEWG reports
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Figure 19. Major Routes of Administration of Cocaine among Treatment Admissions in 11 CEWG Areas as a 
Percentage1 of Primary Cocaine Treatment Admissions: FY 2007 or First Half of CY 20072
 

Atlanta 

Boston 

Denver 

Detroit 

Los Angeles 

Mpls./St. Paul 

New York 

Phoenix 

San Diego 

St. Louis 

Texas 

Injection Sniffing/Intranasal Smoking Other/Multiple/Unknown 

2
 
19
 

76
 
3
 

6
 
19
 

72
 
4
 

6
 
36
 

57
 
2
 

<1
 
4
 

1
 

<1
 
11
 

86
 
2
 

1
 
25
 

72
 
2
 

2
 
37
 

60
 
1
 

4
 
26
 

67
 
3
 

2
 
18
 

80
 
1
 

1
 
7
 

88
 
3
 

5
 
37
 

56
 
1
 

1Percentages rounded to nearest integer.
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range is from approximately 56 percent in Texas 
to 95 percent in Detroit. The highest percentages 
of smoking cocaine were reported for Detroit, St. 
Louis, and Los Angeles. 

Inhaling or sniffing cocaine was the major 
route of administration in approximately 36 to 37 
percent of cocaine admissions in Texas, New York 
City, and Denver and in 25 to 26 percent in Min­
neapolis/St.Paul and Phoenix. The lowest propor­
tions reporting inhaling or sniffing cocaine as the 
major administration route, were in Detroit (3.5 
percent), St. Louis (7 percent), and Los Angeles 
(11 percent). Across the CEWG areas reporting 
data on mode of administration of cocaine, the 

proportions of cocaine admissions who reported 
injecting the drug as the major route tended to be 
low, with the highest proportions being in Den­
ver and Boston (5.6 percent each) and Texas (5.3 
percent). 

Gender of Cocaine/Crack Admissions. 
Across all 14 reporting CEWG areas in H1 2007, 
primary cocaine admissions were more likely to 
be male than female (Table 6). The highest pro­
portions of male cocaine admissions were in 
Philadelphia (73 percent) and New York City (69 
percent), while the lowest percentages were in 
Texas (51 percent) and Atlanta (52 percent). 

Table 6. Demographic Characteristics of Primary Cocaine Treatment Admissions in 14 CEWG Areas as a 
Percentage1: FY 2007 or H1 CY 20072 

Gender Race/Ethnicity3 Age Group 

CEWG Areas Male Female 
White  

Non-Hispanic 
Afr.-Amer. 

Non-Hispanic Hispanic Under 25 
35–36 or 

Older 

Atlanta 52 48 28 66 2 NR NR 

Boston 60 40 37 43 16 14 65 

Cincinnati 58 42 42 58 NR4 11 69 

Denver 60 40 41 22 32 16 57 

Detroit 56 44 8 91 1 4 83 

Los Angeles 64 36 16 56 24 8 75 

Mpls./St. Paul 62 38 46 44 3 16 62 

New York City 69 31 15 58 24 7 77 

Philadelphia 73 27 29 60 10 11 62 

Phoenix 64 36 42 32 24 14 65 

San Diego 67 33 26 55 12 14 695 

Seattle 61 39 * * * 10 586 

St. Louis 59 41 28 70 1 6 76 

Texas 51 49 34 32 32 21 49 

1Percentages rounded to the nearest integer.
 
2Atlanta reports FY 2007 (October 2006–September 2007) data, while Cincinnati reports FY 2007 (July 2006–June 2007) data. All other areas 

report H1 CY 2007 data.
 
3CEWG areas differ in the racial/ethnic composition of the general population, which should be taken into account when interpreting these 

data. Some areas (Philadelphia, Boston, St. Louis) allow more than one race/ethnicity to be coded per case.
 
4NR=Not reported by the CEWG representative.
 
5Represents admissions age 36 or older (San Diego only).
 
6Data from Seattle are for ages 30–39 and 40 and older. 

*Seattle reports using noncensus categories: 36 percent White, 44 percent African-American, and 5 percent Hispanic.
 
SOURCE: January 2008 CEWG reports 
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Race/Ethnicity of Cocaine/Crack Admis­
sions. Racial/ethnic distributions of cocaine 
admissions should be interpreted in light of the 
facts that CEWG areas differ in the racial/ethnic 
composition of the general population; census 
categories are not always used in reporting the 
data; and three areas allow reporting of multiple 
race/ethnicity categories for one case (so that race/ 
ethnicity counts total more than total cocaine 
admissions). As shown in Table 6, White non-His­
panics represented less than one-half of cocaine 
treatment admissions in all 14 areas reporting 
preliminary 2007 data. The highest percentages 
of White non-Hispanic cocaine admissions were 
reported in Minneapolis/St. Paul (46 percent), 
followed by Cincinnati and Phoenix (42 percent 
each), and Denver (41 percent). The lowest per­
centages were in Detroit (8 percent), New York 
City (15 percent), and Los Angeles (16 percent). 
African-American non-Hispanics represented 
22 to 91 percent of cocaine treatment admissions 
in the 14 reporting areas. Denver cocaine admis­
sions had the lowest representation from this 
racial/ethnic group, while Detroit had the highest. 
Also relatively high were St. Louis, at 70 percent, 
and Atlanta, at 66 percent, for cocaine treatment 
admissions classified as African-American non-
Hispanic. Finally, Hispanics represented from 
1 percent (Detroit and St. Louis) to 32 percent 
(Texas and Denver) of primary cocaine treat­
ment admissions. Three CEWG areas, Los Ange­
les, New York City, and Phoenix, reported the 
percentage of Hispanics at approximately one- 
quarter	of	cocaine	treatment	admissions.	 

Age of Cocaine/Crack Admissions. In 13 
of 14 reporting CEWG areas in H1 2007, more 
than one-half of the primary cocaine treatment 
admissions were aged 35–36 or older (or 40 and 

older in Seattle), with the largest proportions 
reported in Detroit (83 percent), followed by New 
York City (77 percent), St. Louis (76 percent), 
and Los Angeles (75 percent) (Table 6). In Texas, 
Denver, and Seattle, proportions of older cocaine 
admissions were lowest at 49, 57, and 58 percent, 
respectively. The highest percentages of cocaine 
treatment admissions younger than 25 were in 
Texas (21 percent) and Minneapolis/St. Paul and 
Denver (16 percent each). 

Forensic Laboratory Data on  
Cocaine/Crack 

In	FY	2007,	cocaine	was	the	drug	most	frequently	 
reported for 10 of the 19 CEWG areas shown on 
the map in Figure 16. Cocaine items as a percent­
age of the total drug items reported in the NFLIS 
system were particularly high in Miami-Dade (67 
percent) and Atlanta (approximately 55 percent) 
(see Figure 20). 

Based on rankings shown in Table 1, in all 
four of the southern region CEWG areas (Miami, 
Texas, Atlanta, and Washington, DC), cocaine 
ranked	as	the	most	frequently	identified	drug	in	 
forensic laboratories in FY 2007. In two of the 
three CEWG areas in the northeast region, Phila­
delphia and New York City, cocaine ranked first 
among drug items identified, as in one of five 
areas in the midwestern region (Cincinnati) and 
three of seven areas in the western region (Los 
Angeles, Seattle, and Denver). 

DEA Price Data on Cocaine 

Across 12 CEWG areas in 2006, the lowest mini­
mum street prices per gram of powder cocaine 
were in Miami ($13–$110) (Table 7). 
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Figure 20. Cocaine Items Identified as a Percentage of Total NFLIS Drug Items, 19 CEWG Areas: FY 2007 
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SOURCE: NFLIS, DEA; FY 2007=October 2006–September 2007 
See Appendix Table 2. 

Table 7. Powder Cocaine Retail (Street) Price in 12 CEWG Areas, 
Ordered by Lowest Minimum Price: 2006 

CEWG Areas Price per Gram 

Miami $13 – $110 

San Francisco $20 – $67 

Washington, DC $20 – $200 

Los Angeles $20 – $350 

Boston $24 – $100 

New York City $25 – $150 

St. Louis $25 – $200 

Dallas $50 – $100 

Chicago $50 – $150 

Detroit $50 – $150 

Atlanta $50 – $170 

Philadelphia $70 – $125 

SOURCE: DEA, Office of Domestic Intelligence, Domestic Strategic Intelligence Unit report 
2005–2006 Price and Purity Data National Ranges in U.S. Dollars, published October 4, 2007 
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Heroin 
•	 Heroin	primary	treatment	admissions,	as	a	percentage	of	total	admissions	(excluding	primary	 

alcohol admissions), were particularly high in Boston (approximately 74 percent), followed by 
New York City (38 percent) and Detroit (36 percent). 
•	 Injection	continued	to	be	the	most	frequently	reported	route	of	heroin	administration	among	 

primary heroin admissions in most (9 of 11) CEWG areas, particularly areas west of the Mississippi 
River, where black tar heroin is the most available form of the drug. In New York City and 
Detroit, the majority of heroin treatment admissions reported inhalation as the major mode of 
administration in this time period. 
•	 In	16	of	19	CEWG	areas,	heroin	items	accounted	for	less	than	9	percent	of	total	drug	items	 

identified in forensic laboratories in FY 2007 by NFLIS or local/State laboratories; proportions 
were highest in Chicago and New York City (12 and 11 percent, respectively). 
•	 Average	purity	of	South	American	white	powder	heroin	increased	in	2006,	as	in	2005,	in	one	 

CEWG area (Miami), declined in five in 2006 from 2005 levels, and remained stable in two areas 
across 8 CEWG areas reporting data for both years. The average purity of Mexican black tar 
heroin varied across the 10 CEWG areas reporting data for both 2005 and 2006, increasing in 3 
areas, decreasing in 5 areas, and remaining stable in 2 areas. DEA average price and purity data 
continue to show predominance of South American heroin in areas east of the Mississippi River 
and of Mexican heroin west of the Mississippi. The average price of heroin varied inversely with 
average purity; Boston and Washington, DC, showed the sharpest declines in average purity 
levels from 2005 to 2006. 

Treatment Admission Data on Heroin 

In the first half of 2007, primary heroin treatment 
admissions, as a proportion of total admissions for 
substance abuse treatment, ranged from approxi­
mately 2 percent in Hawai’i to 49 percent in Bos­
ton. After Boston, New York City and Detroit had 
the highest proportions of heroin admissions, at 
approximately 27 percent of all admissions in H1 
2007 (Table 8). After Hawai’i, the lowest percent­
ages of primary heroin admissions of total admis­
sions were in Atlanta (4 percent) and in Denver 
and Minneapolis/St. Paul (6 percent each). 

When all admissions, including those for 
whom alcohol was the primary drug, are exam­
ined (Table 2), heroin ranked first in Boston and 
New York City and second in Detroit. When 
treatment admissions excluding primary alcohol 
admissions are examined (Table 3), the same two 
areas rank first, but San Diego is added to Detroit 
among the areas ranking second in heroin treat­
ment admissions. 

Primary heroin admissions, excluding pri­
mary alcohol admissions, ranged from 3 percent 
to 74 percent (Table 8). As with total admissions, 
Boston, New York City, and Detroit led the CEWG 
areas in percentages of heroin admissions, exclud­
ing primary alcohol admissions, in H1 2007. 

Boston reported by far the highest percentage 
of heroin admissions in the reporting period at 
close	to	three-quarters	of	all	admissions,	exclud­
ing primary alcohol admissions. New York City 
had the second highest proportion of such heroin 
admissions (38 percent), followed by Detroit (36 
percent). Primary heroin admissions excluding 
primary alcohol admissions represented approxi­
mately one-fourth of such admissions in Phila­
delphia and St. Louis. In Los Angeles and San 
Diego, where methamphetamine is the dominant 
drug, primary heroin admissions, excluding alco­
hol admissions were at similar levels—at around 
23 percent and close to 20 percent, respectively. 
Hawai’i reported the lowest proportion of primary 
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heroin admissions (approximately 3 percent of 
primary treatment admissions excluding primary 
alcohol admissions). 

Route of Administration of Heroin. Injec­
tion	 was	 the	 most	 frequently	 reported	 mode	 of	 
heroin administration by primary heroin admis­
sions in all but 2 of the 11 CEWG areas reporting 
(Detroit and New York City) (Table 9 and Figure 
21). Proportions of heroin admissions injecting 
ranged from a low of 38 percent in New York City 
to a high of 84 percent in Los Angeles. Boston 
and San Diego followed Los Angeles very closely 
in the percentage of injection heroin treatment 

admissions, at 83 percent and 82 percent, respec­
tively. Denver reported 77 percent and Phoenix 
reported 76 percent for injection heroin treatment 
admissions in H1 2007. The lowest proportions 
of injection heroin treatment admissions were in 
New York City and Detroit. 

Inhalation or intranasal use was the most fre­
quent	mode	of	heroin	administration	reported	by	 
heroin admissions in New York City, at 60 percent, 
and Detroit, at 58 percent, followed distantly by 
St. Louis, at 41 percent. This mode was relatively 
rarely reported among treatment admissions in 
Los Angeles, San Diego, and Phoenix (5 percent, 
5 percent, and 7 percent, respectively). 

Table 8. Primary Heroin Treatment Admissions in 15 CEWG Areas as a Percentage of Total Admissions, 
Including and Excluding Primary Alcohol Admissions: FY 2007 and H1 CY 20071 

Primary Heroin 
Admissions 

Total Admissions with Primary 
Alcohol Admissions Excluded1 

Total Admissions with Primary 
Alcohol Admissions Included 

CEWG Areas # # % # % 

Atlanta2 385 5,558 6.9 10,447 3.7 

Boston 5,220 7,038 74.2 10,705 48.8 

Cincinnati3,4 586 3,521 16.6 5,325 11.0 

Denver 391 3,932 9.9 6,071 6.4 

Detroit 1,141 3,152 36.2 4,219 27.0 

Hawai’i 82 2,917 2.8 3,994 2.1 

Los Angeles 4,908 21,716 22.6 26,657 18.4 

Mpls./St. Paul 587 4,775 12.3 9,543 6.2 

New York City 11,264 29,847 37.7 40,941 27.5 

Philadelphia 1,442 5,951 24.2 7,691 18.7 

Phoenix 231 1,534 15.1 2,261 10.2 

San Diego 1,174 5,927 19.8 7,277 16.1 

Seattle 577 3,067 18.8 5,019 11.5 

St. Louis 819 3,448 23.8 5,342 15.3 

Texas4 6,261 33,644 18.6 44,710 14.0 

1Percentages of primary heroin admissions are obtained from admissions excluding primary alcohol admissions for comparability with past 

data.
 
2Data are for fiscal year 2007 (October 2006–September 2007).
 
3Data are for July 2006–June 2007.
 
4Other opiates are combined with heroin in classifying primary drug treatment admissions for Texas and Cincinnati. 

SOURCE: January 2008 CEWG reports
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Phoenix, San Diego, and Denver reported the 
highest proportions of heroin treatment admis­
sions whose major mode of administration was 
smoking, at 13 percent, 12 percent, and 11 per­
cent, respectively. Smoking represented 2 percent 
or less of the heroin modes of administration in 6 
of 11 CEWG areas reporting. 

Gender of Heroin Admissions. There were 
proportionally more male than female heroin 
admissions in 13 of 14 CEWG areas represented 
in Table 10. The largest proportions of male her­
oin admissions were in New York City (77 per­
cent), Philadelphia (75 percent), and Boston and 
Los Angeles (74 percent each), while the largest 
proportions of females were in Cincinnati (54 
percent), followed by St. Louis and Detroit (46 
percent and 45 percent, respectively) (Table 10). It 
should be noted that heroin is reported with other 
opiates in Cincinnati treatment admissions data. 

Race/Ethnicity of Heroin Admissions. 
Racial/ethnic distributions of heroin admissions 
should be interpreted in light of the facts that 
CEWG areas differ in the racial/ethnic compo­
sition of the general population; census catego­
ries are not always used in reporting the data; 
and three areas allow reporting of multiple race/ 
ethnicity categories for one case (so that race/ 
ethnicity counts total more than total heroin 
admissions). More than one-half of heroin 
admissions were White non-Hispanic in 9 of the 
14 CEWG sites reporting in H1 2007 (Table 10). 
The highest percentages of African-American 
non-Hispanic heroin admissions were in Detroit 
(89), followed by Atlanta (51) and St. Louis (47), 
consistent with racial/ethnic distributions in 
those areas. African-American non-Hispanics 
were least represented among heroin treatment 
admissions in San Diego (4 percent) and Phoe­
nix (5 percent), while Hispanics figured less 

Table 9. Major Routes of Administration of Heroin Among Treatment Admissions in 11 CEWG Areas as a 
Percentage1 of Primary Heroin Treatment Admissions: FY 2007 and H1 CY 2007 

Smoked Inhaled Injected Other/Unknown 

CEWG Areas2 # % # % # % # % Total N 

Atlanta3 9 2 45 25 261 68 20 5 385 

Boston 32 <1 769 15 4,304 83 115 2 5,220 

Denver 43 11 42 11 302 77 4 1 391 

Detroit 8 <1 657 58 472 41 4 <1 1,141 

Los Angeles 453 9 255 5 4,416 84 84 2 4,908 

Mpls./St. Paul 28 5 167 29 381 66 0 0 5764 

New York City 58 <1 6,768 60 4,322 38 116 1 11,264 

Phoenix 30 13 17 7 176 76 8 3 231 

San Diego 146 12 59 5 959 82 10 <1 1,174 

St. Louis 17 2 333 41 962 56 7 <1 819 

Texas5 71 1 856 14 3,344 53 1,9906 32 6,261 

1Percentages may not sum to 100% due to rounding.
 
2Data were not reported for Cincinnati, Philadelphia, and Seattle.
 
3Atlanta reports FY 2007 (October 2006–September 2007) data; all others report first half of CY 2007 data.
 
4 Minneapolis/St. Paul’s total is 576, not 587, due to missing data
 
5Other opiates are combined with heroin in classifying primary drug treatment admissions for Texas. 

6In the “Other/Unknown” category, 1,984 cases of  “oral” mode of administration are included.
 
SOURCE: January 2008 CEWG reports
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Figure 21. Major Routes of Administration of Heroin Among Treatment Admissions in 11 CEWG Areas as a 
Percentage of Primary Heroin Treatment Admissions1: FY 2007 or First Half of CY 20072
 

Injection Sniffing/Intranasal Smoking Other/Multiple/Unknown 

68
 
25
Atlanta 2
 

5
 

83
 
15
Boston <1
 

2
 

77
 
11
Denver 11
 

1
 

41
 
58
Detroit <1 

<1 

84
 
5
Los Angeles 9
 

2
 

66
 
29
Mpls./St. Paul 5
 

0
 

38
 
60
New York <1
 

1
 

76
 
7
Phoenix 13
 

3
 

82
 
5
San Diego 12
 

<1
 

56
 
41
St. Louis 2
 

<1
 

53
 
14
Texas 1
 

32
 

1Percentages rounded to the nearest integer.
 
2Atlanta reports FY 2007 data; all other areas report half-year CY 2007 data.
 
SOURCE:  January 2008 CEWG reports
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prominently in heroin admissions in Detroit, St. 
Louis, and Cincinnati at 1 percent or less. On the 
other hand, Hispanics represented approximately 
equal	 proportions	 of	 heroin	 treatment	 admis­
sions in New York City and Los Angeles, at nearly 
one-half each (47–48 percent of admissions, not 
including primary alcohol admissions). Texas and 
San Diego also had moderately high percentages 
of Hispanic heroin treatment admissions exclud­
ing primary alcohol admissions (39 percent and 
38 percent, respectively). As in Cincinnati, heroin 
is reported with other opiates in Texas treatment 
admissions data. 

Age of Heroin Admissions. In 8 of 14 
reporting CEWG areas, more than one-half of 
the primary heroin admissions in H1 2007 were 
35–36 or older, with the highest proportion in 
Detroit (91 percent). In St. Louis, 29 percent of 
heroin treatment admissions were younger than 
25, while in Cincinnati, 28 percent were in this 
younger age group (Table 10). As noted, Cincin­
nati’s treatment admissions data combine heroin 
with other opiates. 

Table 10. Demographic Characteristics of Primary Heroin Treatment Admissions in 14 CEWG Areas as a 
Percentage1: FY 2007 or First Half of CY 2007 

Gender Race/Ethnicity3 Age Group 

CEWG Areas2 Male Female 
White  

Non-Hispanic 
African.-Amer. 
Non-Hispanic Hispanic 

Under 
25 

35–36 
 or Older 

Atlanta 66 34 43 51 2 NR4 NR 

Boston 74 26 67 12 18 24 41 

Cincinnati7 46 54 86 14 - 28 34 

Denver 68 32 64 7 25 18 56 

Detroit 55 45 10 89 <1 2 91 

Los Angeles 74 26 38 10 47 9 73 

Mpls./St. Paul 69 31 65 28 3 23 51 

New York City 77 23 20 28 48 5 79 

Philadelphia 75 25 58 22 12 24 41 

Phoenix 70 30 61 5 31 20 62 

San Diego5 72 28 51 4 38 16 52 

Seattle 61 39 * * * 12 536 

St. Louis 54 46 49 47 1 29 32 

Texas7 57 43 52 9 39 26 43 

1Percentages are rounded to the nearest integer.
 
2Boston, Philadelphia, and St. Louis reported more race/ethnicity admissions than total primary heroin admissions because a case can be 

classified in more than one race/ethnicity category. Detroit reported four fewer race/ethnicity cases than total primary heroin cases.
 
3The racial/ethnic population distribution varies across CEWG areas.
 
4NR=Not reported by the CEWG representative.
 
5San Diego reports age categories as 26–35 and 36 and older.
 
6 Data from Seattle are for age 26–39 and 40 and older. 

7Other opiates are combined with heroin in classifying primary drug treatment admissions for Texas and Cincinnati.
 
*Seattle reports using noncensus categories with 65 percent White, 18 percent African-American, and 4 percent Hispanic. 

SOURCE:  January 2008 CEWG reports
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Forensic Laboratory Data on Heroin 

In 16 of the 19 CEWG areas shown earlier in the 
map in Figure 16, heroin items accounted for less 
than 9 percent of the total drug items reported 
by NFLIS. As a proportion of total drug items, 
heroin items were higher in Chicago (12.2 per­
cent), New York City (10.9 percent), and Phila­
delphia (9.7 percent) than in other CEWG areas. 
In Washington, DC; Boston; and Detroit, heroin 
items accounted for approximately 8 percent of all 
drug items identified, while heroin items repre­
sented between 4 and 5 percent of all drug items 
in Denver, Seattle, Phoenix, and Cincinnati (see 
Appendix Table 2). 

Heroin was not ranked as the number one 
most	 frequently	 identified	 drug	 in	 any	 of	 the	 
CEWG areas in FY 2007 (Table 1). 

Domestic Monitoring Program Price and 
Purity Data on Heroin 

The map below (Figure 22) depicts the most recent 
data on the average price per milligram pure and 
the average percentage of heroin purity across 
CEWG areas, as reported by the DEA’s Domestic 
Monitor Program for 2006. The data continue to 
illustrate the predominance of South American 
heroin in areas east of the Mississippi River and 
the predominance of Mexican heroin in areas 

Figure 22. Domestic Monitor Program—Average Heroin Purity, Price, and Predominant Source in CEWG 
Areas:1 2006 
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SOURCE: DMP, DEA 

Proceedings of the Community Epidemiology Work Group, January 2008 82 



Section IV. Across CEWG Areas: Treatment Admissions, Forensic Laboratory Analysis Data, and Average Drug Price and Purity Data 

west of the Mississippi. In 2005, South Ameri­
can rather than Mexican heroin emerged for the 
first time as the predominant form of heroin in 
St. Louis. However, in 2006, Mexican heroin re­
established itself as the predominant form. 

Trend data on the average purity of South 
American heroin per milligram pure are shown in 
Table 11 for eight CEWG areas. Across the 4 years 
shown, the average purity per milligram pure was 
at peak levels in 2003 for the majority of CEWG 
areas presented in this table (six CEWG areas: 
Philadelphia, New York City, Detroit, Atlanta, 
Miami, and Boston). 

Across the eight CEWG areas where 2003– 
2006 data were reported, the average price per 
milligram pure for South American heroin tended 
to be inversely related to the average purity of the 
drug. This occurred, for example, in Atlanta and 
Boston, where average purity levels were high 
and average prices low in 2003, as compared with 
2006, when average purity was lower and average 
prices higher. 

From 2005 to 2006, average purity lev­
els for South American heroin remained stable 
or declined in most areas. Miami was the one 

exception; there, average purity levels increased 
from 19.4 percent in 2005 to 24.4 percent in 2006 
(Table 11). Among those areas with declining 
average purity, Boston and Washington, DC, rep­
resented the sharpest declines (29.4 to 18.2 and 
20.2 to 11.7 percent, respectively). 

Similar data on Mexican black tar heroin 
are presented in Table 12 for another 11 CEWG 
areas. The data illustrate a different pattern than 
that reported for South American heroin over 
the 4-year period. For Mexican black tar, average 
purity levels per milligram pure rose or remained 
relatively unchanged from 2003 to 2006 in 8 of the 
11 CEWG areas. Decreases in average purity over 
the time period were considerable (greater than 
or	 equal	 to	5	percentage	points)	 in	Los	Angeles	 
(29.7 to 24.7 percent) and Houston (28.2 to 18.1 
percent), with a slight decrease in San Francisco 
(11.1 to 9.7 percent) 

The increase in average purity of Mexican 
black tar heroin was particularly striking in Den­
ver, up 27 percentage points. Average purity levels 
in Denver increased 15 percentage points from 
2003 to 2004 and another 10 percentage points 

Table 11. Average Percent Purity and Average Price in Dollars of South American Heroin in 8 CEWG Areas, 
Ordered by Highest Purity in 2006:  2003–2006 

2003 2003 2004 2004 2005 2005 2006 2006 
CEWG Avg. Avg. Avg. Avg. Avg. Avg. Avg. Avg. 
Areas Purity1 Price Purity Price Purity Price Purity Price 

Philadelphia 59.6 $.60 51.6 $.71 54.9 $.58 54.9 $.63 

New York City 53.5 $.48 43.3 $.62 49.4 $.46 44.5 $.67 

Detroit 47.9 $.80 38.9 $.86 46.6 $.76 41.4 $.76 

Atlanta 56.8 $1.29 40.9 $2.30 39.3 $2.04 39.1 $2.34 

Miami 25.8 $.90 15.7 $1.53 19.4 $1.36 24.4 $1.75 

Boston 40.3 $.73 27.8 $.87 29.4 $.88 18.2 $1.63 

Chicago 16.6 $.45 13.8 $.56 17.1 $.45 12.6 $.49 

Wash., DC 20.0 $.73 15.6 $1.06 20.2 $.95 11.7 $1.42 

1The “peak year,” based on the 4-year period, was 2003 (6 areas). 

SOURCE:  DEA, 2006 Heroin Domestic Monitor Program (DMP), published September 2007
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from 2004 to 2005, before stabilizing in the most 
recent period, 2005 to 2006. 

The average price per milligram pure of Mex­
ican black tar heroin tended to be lower in areas 
where average purity of the drug was higher, as 
was the pattern with South American heroin. 

One dramatic example of the inverse relationship 
of average price and average purity was seen in 
Houston, where average price per milligram pure 
increased 322 percent from 2003 to 2006, while 
purity levels fell from 28.2 to 18.1 percent (Table 
12). 

Table 12. Average Percent Purity and Average Price of Mexican Heroin per Milligram Pure in 11 CEWG 
Areas, Ordered by Highest Average Purity in 2006:  2003–2006 

CEWG 
Areas 

2003 
Avg. 

Purity 

2003 
Avg. 
Price 

2004 
Avg. 

Purity 

2004 
Avg. 
Price 

2005 
Avg. 

Purity 

2005 
Avg. 
Price 

2006 
Avg. 

Purity 

2006 
Avg. 
Price 

San Diego 44.9 $0.25 49.7 $0.20 55.9 $0.15 48.6 $0.37 

Phoenix 45.3 $0.42 47.7 $0.49 53.1 $0.22 45.4 $0.36 

Denver 18.7 $0.81 34.4 $0.46 44.3 $0.42 45.3 $0.30 

El Paso 44.7 $0.40 50.5 $0.27 44.7 $0.40 44.8 $0.33 

Los Angeles 29.7 $0.34 31.4 $0.23 31.1 $0.33 24.7 $0.33 

Houston 28.2 $0.45 24.8 $0.44 23.7 $1.14 18.1 $1.90 

St. Louis 14.0 $1.54 14.4 $1.89 NR1 NR 19.5 $0.99 

Dallas 13.3 $0.98 16.3 $0.90 11.6 $1.11 17.7 $1.10 

San Antonio 8.2 $1.97 6.4 $2.24 11.2 $0.56 17.4 $0.79 

Seattle 10.4 $1.18 10.4 $1.18 10.8 $1.23 10.9 $1.48 

San Francisco 11.1 $0.98 11.1 $0.98 12.3 $0.89 9.7 $0.69 

1NR=Not reported because South American heroin was the most dominant form of heroin reported in 2005 in St. Louis. 
SOURCE:  DEA, 2006 Heroin Domestic Monitor Program (DMP), published September 2007 

Proceedings of the Community Epidemiology Work Group, January 2008 84 



Section IV. Across CEWG Areas: Treatment Admissions, Forensic Laboratory Analysis Data, and Average Drug Price and Purity Data 

 Other Opiates/Narcotic Analgesics 
•	 Treatment	admissions	for	primary	abuse	of	other	opiates,	as	a	percentage	of	total	admissions	 

excluding primary alcohol admissions, ranged from less than 1 to approximately 9 percent in 
12 reporting CEWG areas; they were highest in Minneapolis/St. Paul. 
•	 Of	total	drug	items	identified	in	forensic	laboratories	in	CEWG	areas,	oxycodone	and	 

hydrocodone often appeared in the top 10 ranked drug items in terms of frequency in FY 2007. 
In Philadelphia, Boston, and Cincinnati, oxycodone ranked fourth in drug items identified, and it 
ranked fifth in Phoenix and Minneapolis. Hydrocodone ranked fifth in frequency of drug items 
identified in Atlanta, Texas, San Diego, and Cincinnati. 
•	 Methadone	ranked	fifth	in	drug	items	identified	in	forensic	laboratories	in	New	York	City;	eighth	 

in Atlanta, San Francisco, Seattle, and Washington, DC; ninth in Cincinnati; and tenth in Boston. 
•	 Buprenorphine	ranked	sixth	in	drug	items	identified	in	Boston,	and	both	methadone	and	 

buprenorphine were among the top 10 drug items in Washington, DC, although numbers are 
small. 

Treatment Admission Data on 
Other Opiates 

In the FY 2007 and H1 2007 reporting periods, 12 
CEWG areas provided data on treatment admis­
sions for primary abuse of opiates other than her­
oin (2 more areas, Cincinnati and Texas, provided 
combined heroin and other opiates data, which 
is reported in the heroin section above). When 
primary alcohol admissions are included among 
total admissions, alcohol’s dominance as the most 
frequent	drug	of	abuse	in	8	of	12	reporting	areas	 
diminishes the impact of other opiates on total 
admission percentages. These range from 0.5 per­
cent in Philadelphia to nearly 5.0 percent in Min­
neapolis/St. Paul (Table 13). 

Excluding primary alcohol admissions, the 
other opiates admissions group accounted for 
more than 9 percent of the primary treatment 
admissions in Minneapolis/St. Paul and for less 
than 1 percent of such drug admissions in Phila­
delphia (Table 13). Between these two extremes, 
the representation of primary admissions for 
other opiates accounted for between 4 and 5 
percent of drug admissions (excluding primary 
alcohol admissions) in five CEWG areas (Bos­
ton, Seattle, San Diego, Denver, and Phoenix) and 
for around 2 to 3 percent of such admissions in 
another four CEWG areas (Detroit, Hawai’i, Los 

Angeles, and St. Louis) (Table 13). The Seattle 
area reports much higher percentages of treat­
ment opiates primary among private payment 
treatment admissions. 

Gender of Other Opiate Admissions. 
Females were more prominent in this admission 
group than in any other drug admission group in 
9 of 11 reporting CEWG areas. Males predomi­
nated in all but two areas, Detroit and Phoenix, 
where percentages of females were 62 and 53 per­
cent, respectively (Table 14). However, the gender 
differences were relatively small in all other areas, 
except New York City and Boston, where 87 and 
63 percent of other opiate admissions, respec­
tively, were male. Philadelphia had less than 50 
other opiate treatment admissions in the first 
half of 2007. Females predominated among these 
admissions, at 74 percent, but it must be noted 
that these demographic patterns are based on low 
numbers. 

Race/Ethnicity of Other Opiate Admis­
sions. Racial/ethnic distributions of other opiate 
admissions should be interpreted in light of the 
facts that CEWG areas differ in the racial/ethnic 
composition of the general population; census 
categories are not always used in reporting the 
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data; and three areas allow reporting of multiple 
race/ethnicity categories for one case (so that 
race/ethnicity counts total more than total other 
opiate admissions). In the first half of 2007, the 
majority of other opiate admissions in CEWG 
areas were White non-Hispanic. The exceptions 
were Detroit, where a majority (65 percent) of 
other opiate treatment admissions were African-
American non-Hispanic, and Los Angeles, where 
a relatively high percentage was Hispanic (21 per­
cent). The proportions of White non-Hispanic 
other opiate admissions ranged from 24 percent 
(Detroit) to 89 percent (Boston). 

Besides Detroit, the highest percentages of 
African-American non-Hispanics were reported 
among other opiate admissions in St. Louis (20 
percent). Philadelphia reported 24 percent based 
on small numbers of admissions. Besides Los 

Angeles, the highest proportions of Hispanics 
were reported among other opiate admissions in 
New York City, San Diego, Phoenix, and Denver, 
at 12 percent (Table 14). (Philadelphia reported 
15 percent Hispanics in this primary drug admis­
sions category with small numbers.) 

Age of Other Opiate Admissions. In 
Detroit, Los Angeles, New York City, Minneapo­
lis/St. Paul, St. Louis, and Denver, a majority of 
the primary other opiate admissions were aged 35 
or older (51–73 percent), led by Detroit. The age 
group younger than 25 was more highly repre­
sented among other opiate admissions in Seattle 
(37 percent) and Phoenix and Boston (28 percent 
each). Philadelphia also had higher percentages 
(36 percent) of younger other opiate admissions, 
despite small numbers (n=39) (Table 14). 

Table 13. Treatment Admissions for Primary Other Opiate Abuse in 12 CEWG Areas1 as a Percentage of 
Total Admissions Including and Excluding Primary Alcohol Admissions: FY 2007 or H1 CY 2007 
(January–June 2007) 

Primary 
Other Opiate 
Admissions 

Total Admissions 
with Primary Alcohol 
Admissions Excluded2 

Total Admissions 
with Primary Alcohol 
Admissions Included 

CEWG Areas # # % # % 

Boston 364 7,038 5.2 10,705 3.4 

Denver 179 3,932 4.6 6,071 2.9 

Detroit 55 3,152 1.7 4,219 1.3 

Hawai’i 97 2,917 3.3 3,994 2.4 

Los Angeles 621 21,716 2.9 26,657 2.3 

Mpls./St. Paul 443 4,775 9.3 9,543 4.6 

New York City 368 29,847 1.2 40,941 0.9 

Philadelphia 39 5,951 0.7 7,691 0.5 

Phoenix 65 1,534 4.2 2,261 2.9 

San Diego 276 5,927 4.7 7,277 3.8 

Seattle 157 3,067 5.1 5,019 3.1 

St. Louis 83 3,448 2.4 5,342 1.6 

1Atlanta did not report primary other opiates treatment admission data for fiscal year 2007 (October 2006–September 2007). Other opiates, 

which were combined with heroin for Texas and Cincinnati, are reported for these sites in the heroin section of this report. 

2Percentages of other opiate admissions are obtained from admissions excluding primary alcohol admissions for comparability with past 

data.
 
SOURCE: January 2008 CEWG reports
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Forensic Laboratory Data on  
Other Opiates 

Of the narcotic analgesic/opiate items identified 
by forensic laboratories across CEWG areas in FY 
2007, oxycodone and hydrocodone were the two 
most	frequently	reported	in	most	areas.	However,	 
they generally accounted for approximately 1 per­
cent or less of all drug items reported in each area 
(Table 15 and Appendix Table 2). 

Oxycodone ranked fourth in drug items 
identified in Boston (4.0 percent), Philadelphia 
(3.0 percent), and Cincinnati (2.2 percent), after 
heroin	 (Table	 1).	 It	 ranked	fifth	 in	 frequency	of	 
drug items identified in forensic laboratories 
in Minneapolis/St. Paul and Phoenix (although 

representing 1.4 and 1.0 percent of drug items, 
respectively, in those areas). 
Oxycodone	 ranked	 sixth	 in	 frequency	 of	 

drugs identified by NFLIS in FY 2007 in Seattle, 
high relative to other sites, at 3.6 percent of drug 
items identified. In Texas, hydrocodone ranked 
fifth (before MDMA and heroin and after meth­
amphetamine and alprazolam) among drugs iden­
tified in NFLIS FY 2007 data, with 4.1 percent of 
drug items found to contain hydrocodone. In four 
other areas, relatively high percentages of hydro­
codone items were identified, namely Atlanta, at 
2.7 percent; Seattle, at 1.8 percent; San Diego, at 
1.5 percent; and Cincinnati, at 1.4 percent (Table 
15). 

Table 14. Demographic Characteristics of Primary Treatment Admissions for Opiates Other than Heroin 
in 11 CEWG Areas, by Percent1: FY 20072 

Gender Race/Ethnicity3 Age Group 

CEWG Areas Male Female 
White 

Non-Hispanic 
African.-Amer. 
Non-Hispanic Hispanic 

Under 
25 

35–36 
or Older 

Boston 

Denver 

Detroit 

Los Angeles 

Mpls./St. Paul 

New York City 

Philadelphia 

Phoenix 

San Diego4 

Seattle5 

St. Louis 

63 

57 

38 

60 

53 

87 

74 

47 

58 

57 

58 

37 

43 

62 

40 

47 

13 

26 

53 

42 

43 

42 

89 

83 

24 

62 

84 

74 

57 

82 

80 

* 

67 

6 

3 

65 

9 

4 

11 

24 

3 

4 

* 

20 

4 

12 

9 

21 

3 

12 

15 

12 

12 

* 

9 

28 

12 

7 

13 

22 

20 

36 

28 

25 

37 

18 

44 

51 

73 

65 

54 

59 

33 

40 

454 

245 

51 

1Percentages are rounded to the nearest integer.
 
2All areas report H1 CY 2007 data. 

3CEWG areas differ in the racial/ethnic composition of the general population, which should be taken into account when interpreting these 

data. Some areas (Philadelphia, Boston, St. Louis) allow more than one race/ethnicity to be coded per case.
 
4 Represents admissions age 36 or older (San Diego only).
 
5 Data from Seattle are for age 30–39 and 40 and older. 

*Seattle reports race in noncensus categories; these are 74 percent White, 8 percent African-American, and 3 percent Hispanic.
 
SOURCE:  January 2008 CEWG reports
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Table 15. Number and Percentage of Selected Narcotic Analgesic Items Reported by Forensic 
Laboratories in 19 CEWG Areas to Total Items Identified:  FY 20071 

CEWG 
Areas 

Oxycodone 
Number (%) 

Hydrocodone 
Number (%) 

Methadone 
Number (%) 

Fentanyl 
Number (%) 

Bupre 
norphine 

Number (%) 
Total 
Items 

Atlanta 243 (1.7) 381 (2.7) 100* 0 (–) 0 (–) 14,317 

Boston 992 (4.0) 220* 151* 36* 380 (1.5) 24,934 

Chicago 57* 255* 88* 9* 31* 82,010 

Cincinnati 315 (2.2) 211 (1.4) 64* 0 (–) 0 (–) 14,618 

Denver 71 (1.0) 87 (1.2) 8* 0 (–) 2* 7,132 

Detroit 62* 37* 6* 21* 5* 7,391 

Honolulu 11* 12* 9* 0 (–) 0 (–) 3,213 

Los Angeles 93* 413* 57* 5* 14* 59,768 

Miami 116* 49* 16* 0 (–) 1* 30,014 

Mpls./St. Paul 65 (1.4) 49 (1.1) 12* 1* 2* 4,600 

New York City 415* 359* 566 (1.1) 17* 50* 51,356 

Philadelphia 782 (3.0) 195* 149* 148* 43* 25,949 

Phoenix 91 (1.0) 83* 15* 3* 6* 9,412 

San Diego 130* 298 (1.5) 33* 7* 12* 20,382 

San Francisco 52* 53* 57* 0 (–) 0 (–) 10,695 

Seattle 144 (3.6) 72 (1.8) 51 (1.3) 0 (–) 8* 4,026 

St. Louis 106 (1.0) 100 (1.0) 14* 16* 10* 10,522 

Wash., DC 40 (1.2) 4* 8* 1* 6* 3,251 

Texas 216* 2,323 (4.1) 171* NR2 NR 56,537 

1 FY 2007 is October 2006–September 2007.
 
2NR = Not reported.
 
*Only percentages of 1.0 or higher are reported in this table.
 
NOTE: All data were requested from NFLIS between 12/10/07 and 12/13/07. See Appendix Table 2.
 
SOURCE: Texas NFLIS data were provided by the Texas Department of Public Safety, accessed by the Texas area member; data for the other 

areas were provided by NFLIS, DEA 
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Benzodiazepines/Depressants 

Treatment Admission Data on 
Benzodiazepines 

In most CEWG area treatment data systems, 
benzodiazepines are included with other depres­
sants, barbiturates, and sedative/hypnotics; these 
admissions continued to account for small pro­
portions of total treatment admissions. However, 
some CEWG areas note that benzodiazepines or 

sedative/hypnotics are secondary drugs of abuse 
among some treatment admissions. 

Forensic Laboratory Data on 
Benzodiazepines 

In FY 2007, 3 benzodiazepine-type items were the 
most	frequently	reported	benzodiazepines	identi­
fied by forensic laboratories in 19 CEWG areas. 
Table 16 shows the numbers and percentages of 

Table 16. Number and Percentage of Selected Benzodiazepine Items Reported by Forensic Laboratories 
in 19 CEWG Areas to Total Items Identified:  FY 20071 

CEWG 
Areas Alprazolam 

Percent 
of Total Clonazepam 

Percent 
of Total Diazepam 

Percent 
of Total 

Total 
Items 

Atlanta 436 3.0 66 * 47 * 14,317 

Boston 242 1.0 473 1.9 120 * 24,934 

Chicago 136 * 37 * 44 * 82,010 

Cincinnati 131 * 55 * 73 * 14,618 

Denver 25 * 25 * 24 * 7,132 

Detroit 90 1.2 14 * 19 * 7,391 

Honolulu 10 * 4 * 9 * 3,213 

Los Angeles 146 * 116 * 117 * 59,768 

Miami 380 1.3 29 * 27 * 30,014 

Mpls./St. Paul 15 * 13 * 14 * 4,600 

New York City 732 1.4 234 * 77 * 51,356 

Philadelphia 758 2.9 121 * 86 * 25,949 

Phoenix 40 * 32 * 18 * 9,412 

San Diego 80 * 78 * 93 * 20,382 

San Francisco 17 * 36 * 55 * 10,695 

Seattle 17 * 23 * 21 * 4,026 

St. Louis 198 1.9 35 * 43 * 10,522 

Wash., DC 5 * 1 * 1 * 3,251 

Texas 3,497 6.2 470 * 344 * 56,537 

1 FY 2007 is October 2006–September 2007.
 
*Only percentages of 1.0 or higher are reported in this table.
 
NOTE: All data were requested from NFLIS between 12/10/07 and 12/13/07. See Appendix Table 2.
 
SOURCE: Texas NFLIS data were provided by the Texas Department of Public Safety, accessed by the Texas area member; data for the other 

areas were provided by NFLIS, DEA 
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drug items containing alprazolam, clonazepam, 
and diazepam in each of the 19 CEWG areas. 

Alprazolam. In the 19 CEWG areas for 
which NFLIS data were reported for FY 2007, 
the highest percentages of alprazolam drug items 
identified were in Texas (6 percent), Atlanta and 
Philadelphia (approximately 3 percent each), and 
St. Louis, with approximately 2 percent. Alprazo­
lam drug items were reported at approximately 
1 percent in New York City, Miami, Detroit, and 
Boston, and they totaled less than 1 percent in the 
remaining CEWG metropolitan areas (Table 16). 

In Table 1, which shows the rankings of the 
most	 frequently	 reported	 drugs	 in	 NFLIS	 FY	 
2007	data,	alprazolam	ranked	fourth	in	frequency	 
among the top 10 drug items identified in 3 
CEWG areas: Texas, Atlanta, and New York City. 

At the same time, clonazepam figured as the fifth-
ranked drug identified in Boston. 

Clonazepam. Drug items containing clo­
nazepam accounted for approximately 2 percent 
of all drug items in Boston and nearly 1 percent 
in Texas. Its presence was minimal in all other 
CEWG areas (Table 16). 

Diazepam. Drug items containing diazepam 
accounted for less than 1 percent of all drug items 
in each of the 19 CEWG areas (Table 16). How­
ever, diazepam ranked eighth in San Diego and 
Cincinnati, ninth in Los Angeles, and tenth in 
Texas and San Francisco among drug items iden­
tified in NFLIS forensic laboratories in FY 2007 
(Table 1). 
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Methamphetamine 
•	 The	proportions	of	primary	treatment	admissions	(excluding	primary	alcohol	admissions)	for	 

methamphetamine abuse in 15 reporting CEWG areas were especially high in Hawai’i, San Diego, 
and Phoenix, at 53, 46, and 44 percent, respectively. They were also relatively high in Los Angeles 
(30 percent) and Denver (23 percent). 
•	 Methamphetamine	ranked	first	in	treatment	admissions	as	a	percentage	of	all	treatment	 

admissions (including primary alcohol admissions) in three areas: Hawai’i, Los Angeles, and 
San Diego. The rank of first applied to an additional area, Phoenix, when treatment admissions 
excluding primary alcohol admissions were considered. 
•	 Methamphetamine	ranked	first	among	all	drugs	in	proportions	of	forensic	laboratory	items	 

identified in three areas—Honolulu, San Francisco, and Minneapolis/St. Paul—in FY 2007. The 
largest proportions of methamphetamine items identified by forensic laboratories were reported 
in Honolulu (52 percent), followed by San Francisco and Minneapolis/St. Paul (37 and 33 
percent, respectively). Conversely, less than 1 to 2 percent of drug items identified as containing 
methamphetamine were reported in most CEWG metropolitan areas east of the Mississippi River, 
including Washington, DC; Chicago; Philadelphia; New York City; Cincinnati; Miami; Detroit; and 
Boston. 

Treatment Admission Data on 
Methamphetamine 

Specific data on primary methamphetamine 
treatment admissions in the first half of 2007 were 
reported for 15 CEWG areas. As a percentage of 
total treatment admissions, including primary 
alcohol admissions, Hawai’i and San Diego had 
the highest proportions of methamphetamine 
admissions, at 38–39 percent, followed by Phoe­
nix (30 percent), and Los Angeles (24 percent) 
(Table 17). 

When primary alcohol admissions are 
excluded, five CEWG areas, all east of the Mis­
sissippi River, reported that either no admissions 
(Cincinnati, Detroit, and Philadelphia) or less 
than 1 percent (Boston and New York City) were 
for primary methamphetamine abuse (Table 17). 

In the first half of 2007, more than one-half 
of treatment admissions excluding primary alco­
hol admissions in Hawai’i (53 percent) were for 
primary methamphetamine abuse. In the same 
period, primary methamphetamine admissions 
accounted for approximately 46 and 44 percent 
of primary admissions excluding primary alcohol 
admissions in San Diego and Phoenix, respectively, 

approximately 30 percent in Los Angeles, and 23 
percent in Denver. St. Louis, Boston, and New 
York City reported the lowest percentages of such 
admissions (Table 17). 

Route of Administration of Methamphet­
amine. In the 10 CEWG areas represented in 
Table 18, smoking was the most common mode 
of administering methamphetamine among pri­
mary methamphetamine admissions. Smoking 
was reported at levels ranging from approximately 
55–56 percent in New York City, Texas, and St. 
Louis to 81 percent in Phoenix. Texas and St. 
Louis had the largest proportions of methamphet­
amine admissions who injected the drug (approx­
imately 31 percent and 25 percent, respectively), 
while the highest percentage reporting inhalation 
as the major administration mode for metham­
phetamine was in New York City, at 17 percent, 
followed by Denver, at approximately 16 percent 
(Table 17). 

Gender of Methamphetamine Admis­
sions. In 11 CEWG areas reporting on the gen­
der of primary methamphetamine admissions, 
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females predominated in Atlanta (61 percent), 
while	the	gender	split	was	nearly	equal	in	Phoe­
nix. The largest proportions of male methamphet­
amine admissions were in New York City, at 87 
percent, and Boston, at 85 percent. In eight other 
metropolitan CEWG areas reporting gender data, 
females represented between 13 and 43 percent of 
the primary methamphetamine admissions, with 
Texas reporting that 56 percent of methamphet­
amine admissions in H1 2007 were female (Table 
19). 

Race/Ethnicity of Methamphetamine Ad­
missions. Racial/ethnic distributions of meth­
amphetamine admissions should be interpreted 
in light of the facts that CEWG areas differ in the 
racial/ethnic composition of the general popula­
tion; census categories are not always used in re­
porting the data; and three areas allow reporting 
of multiple race/ethnicity categories for one case 
(so that race/ethnicity counts total more than to­
tal methamphetamine admissions). The racial/ 
ethnic distribution of primary methamphetamine 

Table 17.	 Primary Methamphetamine Treatment Admissions in 15 CEWG Areas as a Percentage of Total 
Admissions Including and Excluding Primary Alcohol Admissions: FY 2007 and H1 CY 2007 
(January–June 2007) 

Primary 
Methamphetamine 

Admissions 

Total Admissions  
with Primary Alcohol 
Admissions Excluded1 

Total Admissions  
with Primary Alcohol 
Admissions Included 

CEWG Areas # # % # % 

Atlanta2 854 5,558 15.4 10,447 8.2 

Boston 55 7,038 0.8 10,705 0.5 

Cincinnati3,4 – 3,521 – 5,325 – 

Denver 898 3,932 22.8 6,071 14.8 

Detroit4 – 3,152 – 4,219 – 

Hawai’i 1,546 2,917 53.0 3,994 38.7 

Los Angeles 6,410 21,716 29.5 26,657 24.0 

Mpls./St. Paul 727 4,775 15.2 9,543 7.6 

New York City 117 29,847 0.4 40,941 0.3 

Philadelphia4 – 5,951 – 7,691 – 

Phoenix 670 1,534 43.7 2,261 29.6 

San Diego 2,744 5,927 46.3 7,277 37.7 

Seattle 503 3,067 16.4 5,019 10 

St. Louis 151 3,448 4.4 5,342 2.8 

Texas5 5,380 33,644 16.0 44,710 12.0 

1Percentages of primary methamphetamine admissions are obtained from admissions, excluding primary alcohol admissions, for 

comparability with past data.
 
2Data are for fiscal year 2007 (October 2006–September 2007).
 
3Data are for July 2006–June 2007.
 
4Cincinnati, Detroit, and Philadelphia report no primary methamphetamine treatment admissions and minimal primary amphetamine 

admissions.
 
5Texas does not separate methamphetamine from amphetamine when classifying primary drug in treatment admissions.
 
SOURCE:  January 2008 CEWG reports
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treatment admissions in 10 CEWG metropolitan 
areas reporting for H1 2007 showed that nearly all 
(99 percent) of the methamphetamine treatment 
admissions in St. Louis were White non-Hispanic, 
as were between 82 and 87 percent in Minneapo­
lis/St. Paul, Texas, Atlanta, and Boston (Table 19). 
At the low end of the distribution, a little more 
than one-third of methamphetamine admissions 
were White non-Hispanic in Los Angeles, and a 
little more than one-half of such admissions were 
White non-Hispanic in San Diego (52 percent). 

While African-American non-Hispanics 
accounted for only a small percentage of pri­
mary methamphetamine admissions in report­
ing CEWG areas (zero to 10 percent), the largest 
percentage of African-American non-Hispanic 
methamphetamine treatment admissions was in 
New York City (10 percent). The highest propor­
tions of Hispanic methamphetamine treatment 
admissions were reported in Los Angeles (55 
percent) and San Diego (32 percent), followed by 

Denver and New York City (15 and 14 percent, 
respectively). Proportions of African-American 
methamphetamine admissions were lowest in 
Minneapolis/St. Paul, while proportions of His­
panics among primary methamphetamine treat­
ment admissions were lowest in St. Louis, Atlanta, 
and Minneapolis/St. Paul (Table 19). 

Age of Methamphetamine Admissions. 
In the 10 CEWG areas for which age of metham­
phetamine admissions was reported, the majority 
of methamphetamine admissions were 35 years of 
age or older in Boston and New York City (65 per­
cent and 57 percent, respectively). Minneapolis/ 
St. Paul had the highest proportions of meth­
amphetamine admissions younger than 25 (37 
percent), followed by Los Angeles, at 32 per­
cent, and Seattle, at 31 percent. Texas, Phoenix, 
Denver, and San Diego reported that between 20 
and 29 percent of methamphetamine admissions 
were younger than 25, while Boston, New York 

Table 18.	 Major Routes of Administration of Methamphetamine Among Treatment Admissions in 10 
CEWG Areas as a Percentage1 of Primary Methamphetamine Treatment Admissions: FY 2007 or 
H1 CY 20072 

CEWG Smoked Inhaled/Snorted Injected Other/Unknown 

Areas # % # % # % # % Total N 

Atlanta 516 60.4 126 14.8 101 11.8 111 13.1 854 

Boston 34 61.8 2 3.6 11 20 8 14.5 55 

Denver 556 61.9 142 15.8 173 19.3 27 3.0 898 

Los Angeles 4,876 76.1 971 15.1 380 5.9 183 2.9 6,410 

Mpls./St. Paul 516 73.1 84 11.9 78 11 28 4.0 706 

New York City 64 54.7 20 17.1 23 19.7 10 8.5 117 

Phoenix 544 81.2 50 7.5 57 8.5 19 2.8 670 

San Diego 2,024 73.8 290 10.6 382 13.9 48 1.7 2,744 

St. Louis 85 56.3 23 15.2 38 25.2 5 3.3 151 

Texas3 2,945 54.7 493 9.2 1,687 31.3 2554 4.6 5,380 

1Percentages may not sum to100 due to rounding.
 
2Atlanta reports FY 2007 (October 2006–September 2007) data; all others report H1 CY 2007 data.
 
3Includes amphetamine as well as methamphetamine.
 
4Some 248 “oral” administration for Texas were classified as “Other.”
 
SOURCE: January 2008 CEWG reports
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City, and St. Louis had relatively low percentages 
of young methamphetamine treatment admis­
sions (less than 15 percent each younger than 25) 
(Table 19). 

Forensic Laboratory Data on 
Methamphetamine 

In the FY 2007 forensic laboratory data for 
CEWG areas, shown earlier in Figure 16, meth­
amphetamine was the drug identified most fre­
quently	 in	 Honolulu	 (approximately	 52	 percent	 
of total drug items) and San Francisco (37 per­
cent). Items containing methamphetamine were 
next	most	frequently	identified	among	total	drug	 

items in Minneapolis/St. Paul (33 percent) and 
Phoenix (around 31 percent). Methamphetamine 
items	were	nearly	equal	as	a	proportion	of	drug	 
items identified in Los Angeles and San Diego, at 
approximately 25–26 percent (Figure 23). In eight 
of the CEWG reporting areas, less than 2 percent 
of the total drug items contained methamphet­
amine; all were in areas east of the Mississippi 
River (Appendix Table 2). 

Methamphetamine ranked first in drug items 
seized in Minneapolis/St. Paul, Honolulu, and San 
Francisco in the first half of 2007 (Table 1). Drug 
items containing methamphetamine ranked sec­
ond	in	frequency	of	identification	in	forensic	lab­
oratories in Atlanta, San Diego, and Phoenix. 

Table 19. Demographic Characteristics of Primary Methamphetamine Treatment Admissions in 11 CEWG 
Areas by Percent1: FY 2007 or First Half of CY 20072 

Gender Race/Ethnicity3 Age Group 

CEWG 
Areas Male Female 

White 
Non-Hispanic 

African-Amer. 
Non-Hispanic Hispanic 

Under 
25 

35–36 
or Older 

Atlanta 

Boston 

Denver 

Los Angeles 

Mpls./St. Paul 

New York City 

Phoenix 

San Diego 

Seattle6 

St. Louis 

Texas7 

39 

85 

57 

60 

61 

87 

47 

58 

57 

58 

44 

61 

15 

43 

40 

39 

13 

53 

42 

43 

42 

56 

84 

82 

80 

35 

87 

68 

69 

52 

* 

99 

85 

2 

4 

2 

4 

1 

10 

3 

6 

* 

0 

2 

<1 

11 

15 

55 

4 

14 

22 

32 

* 

0 

12 

NR4 

11 

26 

32 

37 

13 

28 

21 

31 

14 

29 

NR 

65 

38 

33 

29 

57 

34 

485 

226 

46 

34 

1Percentages rounded to the nearest integer.
 
2Atlanta reports FY 2007 (October 2006–September 2007) data; all other areas report H1 CY 2007 data.
 
3CEWG areas differ in the racial/ethnic composition of the general population, which should be taken into account when interpreting these 

data. Some areas (Philadelphia, Boston, St. Louis) allow more than one race/ethnicity to be coded per case.
 
4NR=Not reported by the CEWG representative.
 
5Represents admissions age 36 or older.
 
6Data from Seattle are for age 30–39, and 40 and older.
 
7Includes amphetamine as well as methamphetamine. 

*Seattle does not use census categories to report race/ethnicity; the percentages are 76 percent White, 3 percent  African-American, and 5 

percent Hispanic.
 
SOURCE:  January 2008 CEWG reports
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DEA Average Price Data on lowest in Miami ($15–$150) and Chicago ($15– 
Methamphetamine $200). The highest minimum prices per gram 

were in Boston ($100–$200) and Detroit ($100– Across 12 CEWG areas in 2006, the average street $175) (Table 20). price per gram of powder methamphetamine was 

Table 20.	 Powder Methamphetamine Retail (Street) 
Average Price in 12 CEWG Areas, Ordered 
by Lowest Minimum Price: 2006 

CEWG Areas Average Price per Gram 

Miami $15–$150 

Chicago $15–$200 

Philadelphia $20–$200 

Phoenix $25–$100 

Atlanta $30–$200 

Los Angeles $35–$120 

Washington, DC $40–$150 

St. Louis $50–$250 

Dallas $70–$100 

New York City $80–$250 

Detroit $100-$175 

Boston $100-$200 

SOURCE:  DEA, Office of Domestic Intelligence, Domestic Strategic 
Intelligence Unit report 2005–2006 Price and Purity Data National 
Ranges in U.S. Dollars, published October 4, 2007 
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Figure 23. Methamphetamine Items Identified as a Percentage of Total NFLIS Drug Items, 19 CEWG Areas: 
FY 2007 

Honolulu 51.8 

San Francisco 37.4 

Minneapolis 33.4 

Phoenix 30.6 

San Diego 26.1 

Los Angeles 24.7 

Atlanta 23.1 

Texas 19.9 

Seattle 16.3 

Denver 16 

St. Louis 7.2 

Washington, DC 1.9 

Chicago 0.6 

Philadelphia 0.5 

NYC 0.4 

Cincinnati 0.4 

Miami 0.4 

Detroit 0.3 

Boston 0.3 

0% 10% 20% 30% 40% 50% 60% 

SOURCE: NFLIS, DEA; FY 2007=October 2006–September 2007 
See Appendix Table 2. 
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Marijuana 
•	 Percentages	of	primary	marijuana	treatment	admissions	exceeded	those	for	other	nonalcohol	 

drug admissions groups in Denver (36.5 percent), Cincinnati (36 percent), and Atlanta (34 
percent). The lowest proportion of such admissions was in Boston (6 percent). 
•	 In	no	CEWG	area	did	marijuana	rank	first	as	the	primary	drug	in	total	drug	admissions	(including	 

alcohol admissions); however, when only treatment admissions excluding primary alcohol 
admissions are considered, marijuana ranked first in H1 CY 2007 in three areas: Cincinnati, 
Minneapolis/St. Paul, and Denver. 
•	 Cannabis	also	ranked	first	in	frequency	in	proportions	of	drug	items	identified	in	forensic	 

laboratories in FY 2007 in six CEWG  areas—St. Louis (57 percent), Chicago (54 percent), San 
Diego (48 percent), Boston (45 percent), Detroit (42 percent), and Phoenix (36 percent). 

Treatment Admission Data on Marijuana 

In the first half of 2007, marijuana ranked in 
second	 place	 to	 alcohol	 as	 the	 most	 frequently	 
reported drug by primary treatment admissions 
in Cincinnati, Denver, and Texas (Table 2). It 
accounted for 23–24 percent of total admissions, 
including primary alcohol admissions, in those 
CEWG areas (Table 21). 

As shown in Table 21, Denver and Cincin­
nati had the highest percentages of primary mari­
juana treatment admissions excluding primary 
alcohol admissions. In all, six CEWG areas had 
percentages of marijuana treatment admissions 
close to one-third or slightly higher: Denver (36.5 
percent), Cincinnati (35.9 percent), Atlanta (34.2 
percent), Minneapolis/St. Paul (32.7 percent), St. 
Louis (32.5 percent), and Hawai’i (32.1 percent). 
The lowest proportion of marijuana treatment 
admissions was reported in Boston, at approxi­
mately 6 percent. 

Gender of Marijuana Admissions. In 14 
CEWG areas reporting on the gender of primary 
marijuana admissions in H1 2007, males predom­
inated in all areas (Table 22). The proportion of 
males ranged from a high of 82 percent of mari­
juana admissions in Philadelphia to a low of 65 
percent in Phoenix. Atlanta, at 32 percent, had 
the largest percentage of female marijuana admis­
sions, after Phoenix (35 percent). 

Race/Ethnicity of Marijuana Admis­
sions. Racial/ethnic distributions of marijuana 
admissions should be interpreted in light of the 
facts that CEWG areas differ in the racial/ethnic 
composition of the general population; census 
categories are not always used in reporting the 
data; and three areas allow reporting of multiple 
race/ethnicity categories for one case (so that 
race/ethnicity counts total more than total mari­
juana admissions). The proportions of marijuana 
treatment admissions who reported White non-
Hispanic race/ethnicity ranged from 4 percent 
in Detroit and 7 percent in New York City to 61 
percent in Minneapolis/St. Paul and 53 percent 
in Phoenix. The highest percentage of African-
American non-Hispanic marijuana admissions 
was in Detroit (94 percent), followed by Philadel­
phia and Cincinnati, each at around two-thirds. 
San Diego, Phoenix, and Denver had the lowest 
percentages of African-American non-Hispanic 
marijuana admissions in H1 2007. Hispanics pre­
dominated among marijuana treatment admis­
sions in Los Angeles, at 51 percent, and they 
represented 42 percent of that group in both San 
Diego and Texas (Table 22). 

Age of Marijuana Admissions. Primary 
marijuana treatment admissions tended to be 
younger than other treatment admission groups 
in H1 2007 (Table 22). Close to one-half of mari­
juana treatment admissions (47 percent) were 
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younger than 18 in Los Angeles; 42 percent were 
in that age group in both Cincinnati and Seattle. 
This younger group (younger than 18) accounted 
for the highest proportions of marijuana treat­
ment admissions in San Diego, Seattle, Denver, 
Detroit, Cincinnati, and Los Angeles. Minne­
apolis/St. Paul had the same proportions in both 
the younger–than-18 and the 18–25-year age 
groups, with no clear majority among marijuana 
admissions. 

Across 13 of the 14 reporting CEWG areas for 
which age distributions were reported, the major­
ity of primary marijuana admissions were age 25 
or younger, ranging from 33 percent in Philadel­
phia, to 50 percent in New York City and Phoenix, 

to 72–73 percent in Seattle, Texas, and Los Ange­
les. In Phoenix, Boston, New York City, Texas, 
and St. Louis, marijuana admissions were more 
likely to be aged 18–25 than in other age groups 
(50, 48, 39, 37, and 30 percent, respectively). In 
Minneapolis/St. Paul, marijuana admissions were 
equally	represented	at	35	percent	each	in	two	age	 
categories: 17 and younger and 18–25 (Table 22). 

Forensic Laboratory Data on Marijuana 

Cannabis	 was	 the	 drug	 item	 most	 frequently	 
reported in FY 2007 by NFLIS for St. Louis (56.6 
percent) and Chicago (53.7 percent) (Table 1 and 
Appendix Table 2). The proportions of cannabis 

Table 21.	 Primary Marijuana Treatment Admissions in 15 CEWG Areas as a Percentage of Total 
Admissions Including and Excluding Primary Alcohol Admissions: FY 2007 and H1 CY 2007 
(January–June 2007) 

CEWG 

Primary 
Marijuana 

Admissions 

Total Admissions 
with Primary Alcohol  
Admissions Excluded1 

Total Admissions 
with Primary Alcohol 
Admissions Included 

Areas # # % # % 

Atlanta2 1,900 5,558 34.2 10,447 18.2 

Boston 415 7,038 5.9 10,705 3.9 

Cincinnati3 1,264 3,521 35.9 5,325 23.7 

Denver 1,434 3,932 36.5 6,071 23.6 

Detroit 715 3,152 22.7 4,219 16.9 

Hawai’i 935 2,917 32.1 3,994 23.4 

Los Angeles 4,913 21,716 22.6 26,657 18.4 

Mpls./St. Paul 1,562 4,775 32.7 9,543 16.4 

New York City 8,725 29,847 29.2 40,941 21.3 

Philadelphia 1,646 5,951 27.7 7,691 21.4 

Phoenix 292 1,534 19.0 2,261 12.9 

San Diego 1,159 5,927 19.6 7,277 15.9 

Seattle 787 3,067 25.7 5,019 15.7 

St. Louis 1,122 3,448 32.5 5,342 21.0 

Texas 10,289 33,644 30.6 44,710 23.0 

1Percentages of primary marijuana admissions are obtained from admissions with primary alcohol admissions excluded for comparability 

with past data.
 
2Data are for FY 2007 (October 2006–September 2007).
 
3Data are for July 2006–June 2007.
 
SOURCE:  January 2008 CEWG reports
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drug items identified in the other 17 CEWG areas 
were highest in San Diego, Boston, Detroit, and 
Cincinnati—ranging from approximately 40 to 
48 percent of drug items. Phoenix, Philadelphia, 
and Washington, DC, reported between 32 and 
36 percent of drug items identified contained 
cannabis in FY 2007. The remaining CEWG sites 
had percentages ranging from approximately 2 
percent (Atlanta) to 28 percent (Los Angeles) for 
cannabis drug items identified. 

Cannabis	was	the	most	 frequently	 identified	 
drug in Boston, Detroit, Chicago, St. Louis, San 
Diego, and Phoenix. It was the second most fre­
quently	 identified	 drug	 item	 in	 FY	 2007	 NFLIS	 
data for Miami/Dade County; Texas; Washington, 
DC; Philadelphia; New York City; Cincinnati; 
Seattle; Honolulu; San Francisco; Los Angeles; 
and Denver (see Table 1). 

Table 22. Demographic Characteristics of Primary Marijuana Treatment Admissions in 14 CEWG Areas, as 
a Percentage1: FY 2007 or H1 CY 20072 

Gender Race/Ethnicity3 Age Group 

CEWG 
Areas Male Female 

White 
Non-Hispanic 

Afr.-Amer. 
Non-Hispanic Hispanic ≤ 17 

18– 
25 

26– 
34/35 

35–36 
or Older 

Atlanta 68 32 35 48 2 NR4 NR NR NR 

Boston 78 22 26 45 25 5 48 27 20 

Cincinnati 72 28 34 65 – 42 28 18 12 

Denver 77 23 42 21 33 36 32 18 14 

Detroit 72 28 4 94 1 37 24 22 17 

Los Angeles 70 30 13 31 51 47 26 14 13 

Mpls./St. Paul 77 23 61 25 4 35 35 17 13 

New York City 79 21 7 58 29 11 39 29 21 

Philadelphia 82 18 21 66 10 1 32 33 33 

Phoenix 65 35 53 19 23 0 50 28 22 

San Diego 74 26 32 17 42 40 30 18 135 

Seattle 74 26 * * * 42 30 196 96 

St. Louis 77 23 40 56 1 28 30 26 17 

Texas 71 29 31 26 42 35 37 19 10 

1Percentages rounded to the nearest integer.
 
2Atlanta reports FY 2007 (October 2006–September 2007) data, while Cincinnati reports FY 2007 (July 2007–June 2008) data. All other areas 

report H1 CY 2007 data.
 
3CEWG areas differ in the racial/ethnic composition of the general population, which should be taken into account when interpreting these 

data. Some areas (Philadelphia, Boston, St. Louis) allow more than one race/ethnicity to be coded per case.
 
4NR=Not reported by the CEWG representative.
 
5Represents admissions age 36 or older.
 
6 Data from Seattle are for age 30–39 (32 percent) and 40 and older (58 percent).
 
*Seattle does not use census categories for race/ethnicity; their percentages are 41 percent White, 26 percent African-American, and 12 

percent Hispanic.
 
SOURCE:  January 2008 CEWG reports
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Club Drugs (MDMA, GHB/GBL, LSD, Ketamine) 

Treatment Admission Data on  
Club Drugs 

The club drugs in this section include MDMA 
(methylenedioxymethamphetamine, or ecstasy), 
GHB (gamma hydroxybutyrate), GBL (gamma 
butyrolactone), LSD (lysergic acid diethylamide), 
and ketamine. Admissions for primary treatment 
of club drugs or MDMA are not captured in all 

treatment data systems, but they appear below in 
those that do. 

Forensic Laboratory Data on Club Drugs 

MDMA. MDMA was the club drug most fre­
quently	reported	in	the	19	CEWG	areas	depicted	 
in Table 23. As shown, MDMA exceeded 2 per­
cent of all drug items in Atlanta; Seattle; Minne­
apolis/St. Paul; Washington, DC; Detroit; and San 

Table 23. Number of MDMA Items Identified and MDMA Items as a 
Percentage of Total Items Identified by Forensic Laboratories  
in 19 CEWG Areas:  FY 20071 

CEWG Areas MDMA Items Total Items 
Percentage of 

Total Items 

Atlanta 902 14,317 6.3 

Seattle 249 4,026 6.2 

Mpls./St. Paul 184 4,600 4.0 

Wash., DC 123 3,251 3.8 

Detroit 247 7,391 3.3 

San Francisco 325 10,695 3.0 

St. Louis 215 10,522 2.0 

Honolulu 57 3,213 1.8 

Denver 123 7,123 1.7 

Los Angeles 830 59,768 1.4 

Cincinnati 198 14,618 1.4 

Miami 398 30,014 1.3 

Chicago 943 82,010 1.2 

San Diego 223 20,382 1.1 

Boston 208 24,934 0.8 

New York City 315 51,356 0.6 

Phoenix 54 9,412 0.6 

Philadelphia 142 25,949 0.6 

Texas 1,084 56,537 1.9 

1FY 2007 data are reported covering the period from October 2006 through September 2007. 
SOURCE:  Texas NFLIS data were provided by the Texas Department of Public Safety and were 
accessed by the Texas CEWG representative; data for all other areas were provided by NFLIS, DEA 
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Francisco, with the highest percentage (6.3) being 
in Atlanta, followed by Seattle (6.2). 

As shown in Table 1, MDMA was the third 
most	 frequently	 identified	drug	 item	 in	Atlanta,	 
and it ranked fourth in Miami/Dade County, 
Detroit, Chicago, Minneapolis/St. Paul, Seattle, 
and Honolulu. 

Ketamine. Ketamine items were reported 
from all areas except 1, although 12 areas reported 
cases numbering fewer than 30. Among the 6 
sites for which 30 cases or more were identified 
(Atlanta, Chicago, Los Angeles, New York City, 
Texas, and San Francisco), ketamine accounted 
for the highest percentage of club drug items iden­
tified in San Francisco (0.7 percent). However, 

ketamine represented less than 1 percent of the 
total drug items in all reporting CEWG areas 
(including Texas). 

LSD. LSD was reported in 13 CEWG met­
ropolitan areas. None, however, had 30 or more 
cases. LSD was not among the top 25 drugs 
reported from Texas, and no LSD items were 
reported from Detroit, Honolulu, Philadelphia, 
Phoenix, and Washington, DC. 

GHB. GHB items represented 1.9 percent of 
club drugs identified in forensic laboratories in 
FY 2007. These items accounted for much less 
than 1 percent of all items in 10 CEWG areas in 
FY 2007. 

Phencyclidine (PCP) 

Forensic Laboratory Data on PCP 

Regarding NFLIS data, no PCP items were docu­
mented in 5 CEWG areas, and fewer than 30 such 
items were identified in 7 areas. The areas report­
ing 30 or more PCP items were Washington, DC; 
Philadelphia; Miami; New York City; Los Angeles; 
Texas; and Chicago. As a percentage of all iden­
tified items, PCP items were highest in Wash­
ington, DC, at 4 percent, and Philadelphia, at 3 
percent. In Miami and New York City, percentages 

approached 1 percent, while in Los Angeles, Texas, 
and Chicago, they were less than 1 percent. 

Other Hallucinogens: A total of 734 psilo­
cin and psilocybin drug items were reported in 18 
CEWG areas. In 11 areas, 30 or more such items 
were reported. Denver had the highest percent­
age of such reports at 1.3 percent (n=91) (no data 
shown). 
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Appendix Table 1.  Total Admissions, by Primary Substance of Abuse Including Primary Alcohol 
Admissions and CEWG Area: FY 2007 and First Half of CY 2007 

Number of Total Admissions 

CEWG Areas Alcohol 
Cocaine/ 

Crack Heroin 
Other 

Opiates Marijuana 
Metham­

phetamine 
Other 
Drugs 

Total 
(N) 

FY 2007 

Atlanta 

Cincinnati2 

4,889 

1,804 

2,419 

957 

385 

5862 

NR1 

NR 

1,900 

1,264 

854 

–3 

– 

714 

10,447 

5,325 
First Half of CY 2007 

Boston 3,667 840 5,220 364 415 55 144 10,705 

Denver 2,139 952 391 179 1,434 898 78 6,071 

Detroit 1,067 1,231 1,141 55 715 –3 10 4,219 

Hawai’i4 1,077 169 82 97 935 1,546 88 3,994 

Los Angeles 4,941 4,281 4,908 621 4,913 6,410 583 26,657 

Mpls./St. Paul 4,768 1,112 587 443 1,562 727 344 9,543 

New York City 11,094 8,547 11,264 368 8,725 117 826 40,941 

Philadelphia 1,740 2,020 1,442 39 1,646 –3 804 7,691 

Phoenix5 727 227 231 65 292 670 49 2,2615 

San Diego 1,350 512 1,174 276 1,159 2,744 62 7,277 

Seattle 1,952 879 577 157 787 503 164 5,019 

St. Louis 1,894 1,195 819 83 1,122 151 78 5,342 

Texas2 11,066 10,478 6,2612 NR 10,289 5,3803 1,236 44,710 

1 NR=Not Reported.
 
2Heroin is combined with other opiates under the category, “opiates”, by Texas and Cincinnati; their data are reported under “heroin” in this 

and other treatment admissions data tables.
 
3Texas data combines methamphetamine under “Amphetamine.” Cincinnati (n=14), Detroit (n=2), and Philadelphia (n=29) report no 

methamphetamine, only amphetamine.
 
4Hawai’i data report total admissions of 4,069, of which 75 did not report using any drugs at admission for substance abuse treatment;  

the N of 3,994 includes cases where a primary drug was reported.      

5Phoenix data report total admissions of 5,857, of which 3,596 did not report using any drugs at admission for substance abuse treatment; 

the N of 2,261 includes cases where a primary drug was reported.
 
SOURCE:  January 2008 State and local reports
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Appendix Table 2.1.  Top 10 Most Frequently Appendix Table 2.2.  Top 10 Most Frequently 
Identified Drugs of Total Analyzed Drug Items, Identified Drugs of Total Analyzed Drug Items, 
Atlanta:  FY 20071 Boston: FY 20071 

Drug Number Percentage 

Cocaine 7,928 55.4% 

Methamphetamine 3,304 23.1% 

MDMA 902 6.3% 

Alprazolam 436 3.0% 

Hydrocodone 381 2.7% 

Cannabis 264 1.8% 

Oxycodone 243 1.7% 

Methadone 100 0.7% 

Carisoprodol 96 0.7% 

Heroin 87 0.6% 

Other2 576 4.0% 

Total 14,317 100.0% 

Drug Number Percentage 

Cannabis 11,208 45.0% 

Cocaine 6,837 27.4% 

Heroin 2,051 8.2% 

Oxycodone 992 4.0% 

Clonazepam 473 1.9% 

Buprenorphine 380 1.5% 

Alprazolam 242 1.0% 

Hydrocodone 220 0.9% 

MDMA 208 0.8% 

Methadone 151 0.6% 

Other2 2,172 8.7% 

Total 24,934 100.0% 
1October 2006–September 2007. 
2All other analyzed items; n=35. 
NOTES: 
1. Data are for 13 of the 28 counties in the Atlanta-Sandy Springs-
Marietta, GA MSA including Barrow, Bartow, Carroll, Cherokee, 
Clayton, Cobb, Coweta, DeKalb, Forsyth, Fulton, Gwinnett, 
Spalding, and Walton. DeKalb represents 97.8% of items seized. 
2. Percentages may not add to the total due to rounding. 
SOURCE:  NFLIS, DEA, November 5, 2007 

Appendix Table 2.3.  Top 10 Most Frequently 
Identified Drugs of Total Analyzed Drug Items, 
Chicago: FY 20071 

Drug Number Percentage 

Cannabis 44,020 53.7% 

Cocaine 24,447 29.8% 

Heroin 10,015 12.2% 

MDMA 943 1.1% 

Clonidine 611 0.7% 

Methamphetamine 459 0.6% 

Hydrocodone 255 0.3% 

Alprazolam 136 0.2% 

Phencyclidine 115 0.1% 

Acetaminophen 101 0.1% 

Other2 908 1.1% 

Total 82,010 100.0% 
1 October 2006–September 2007. 
2 All other analyzed items; n=80. 
NOTES: 
1. Data include all counties in the Chicago-Napierville-Joliet, 
IL-IN-WI MSA including Cook, DeKalb, DuPage, Grundy, Kane, 
Kendall, McHenry, and Will Counties in IL; Jasper, Lake, Newton, 
and Porter in IN; and Kenosha in WI.  Cook County represents 
88.1% of total items seized. 
2. Percentages may not add to the total due to rounding. 
SOURCE:  NFLIS, DEA, November 5, 2007 

1October 2006–September 2007. 
2All other analyzed items; n=131. 
NOTES: 
1. Data are for all counties in the MSA—Essex, Middlesex, 
Norfolk, Plymouth, and Suffolk, MA, and Rockingham and 
Strafford, NH. 
2. Items seized include 38.4% in Suffolk, 27.5% in Middlesex, 
15.2% in Essex, 12.4% in Plymouth, and 9.8% in Norfolk, with 
only 31 items seized in the two NH counties in the MSA. 
3. “Noncontrolled Nonnarcotic” drugs represent 803 cases or 
3.2% of the total and are included as “Other.” 
4. Percentages may not add to the total due to rounding. 
SOURCE: NFLIS, DEA, November 5, 2007 

Appendix Table 2.4.  Top 10 Most Frequently 
Identified Drugs of Total Analyzed Drug Items, 
Cincinnati: FY 20071 

Drug Number Percentage 

Cocaine 6,648 45.5% 

Cannabis 5,860 40.1% 

Heroin 732 5.0% 

Oxycodone 315 2.2% 

Hydrocodone 211 1.4% 

MDMA 198 1.4% 

Alprazolam 131 0.9% 

Diazepam 73 0.5% 

Methadone 64 0.4% 

Methamphetamine 60 0.4% 

Other2 326 2.2% 

Total 14,618 100.0% 
1 October 2006–September 2007. 
2 All other analyzed items; n=30. 
NOTES: 
1. Data are for Hamilton County, OH only, which total 77.9% 
of items seized in the Cincinnati-Middletown, OH-KY-IN MSA 
consisting of 15 counties. 
2. Percentages may not sum to the total due to rounding. 
SOURCE:  NFLIS, DEA, November 5, 2007 

Proceedings of the Community Epidemiology Work Group, January 2008 104 



Appendix Tables 

Appendix Table 2.5.  Top 10 Most Frequently Appendix Table 2.6.  Top 10 Most Frequently 
Identified Drugs of Total Analyzed Drug Items, Identified Drugs of Total Analyzed Drug Items, 
Denver: FY 20071 Detroit: FY 20071 

Drug Number Percent 

Cocaine 2,739 38.4% 

Cannabis 1,710 24.0% 

Methamphetamine 1,139 16.0% 

Heroin 285 4.0% 

MDMA 123 1.7% 

Psilocin 91 1.3% 

Hydrocodone 87 1.2% 

Oxycodone 71 1.0% 

Alprazolam 25 0.4% 

Clonazepam 25 0.4% 

Other2 837 11.7% 

Total 7,132 100.0% 

Drug Number Percentage 

Cannabis 3,077 41.6% 

Cocaine 2,692 36.4% 

Heroin 575 7.8% 

MDMA 247 3.3% 

Dihydrocodeine 152 2.1% 

Alprazolam 90 1.2% 

Oxycodone 62 0.8% 

Hydrocodone 37 0.5% 

Codeine 23 0.3% 

Methamphetamine 22 0.3% 

Other2 414 5.6% 

Total 7,391 100.0% 
1 October 2006–September 2007. 
2 All other analyzed items; n=62. 
NOTES: 
1. The Denver-Aurora, CO MSA includes 9 counties of which only 
three are included here— Arapahoe, Denver, and Jefferson, CO; 
of the 3 represented, Denver accounts for 69.5% of items seized. 
2. 624 “Noncontrolled Nonnarcotic” drug items were reported by 
NFLIS (8.7% of the total) and were included under “Other.” 
3. Percentages may not sum to the total due to rounding. 
SOURCE:  NFLIS, DEA, November 5, 2007 

Appendix Table 2.7.  Top 10 Most Frequently 
Identified Drugs of Total Analyzed Drug Items, 
Honolulu: FY 20071 

Drug Number Percentage 

Methamphetamine 1,663 51.8% 

Cannabis 804 25.0% 

Cocaine 445 13.8% 

MDMA 57 1.8% 

Heroin 42 1.3% 

Morphine 20 0.6% 

MDA 18 0.6% 

Hydrocodone 12 0.4% 

Oxycodone 11 0.3% 

Alprazolam 10 0.3% 

Other2 131 4.1% 

Total 3,213 100.0% 
1 October 2006–September 2007. 
2 All other analyzed items; n=40. 
NOTES: 
1. Data are for Honolulu, HI. 
2. Eighteen cases of “Noncontrolled Nonnarcotic” drug items, so 
classified by NFLIS, are included under “Other,” they represent 
0.6% of the total. 
3. Percentages may not add to the total due to rounding. 
SOURCE:  NFLIS, DEA, November 5, 2007 

1 October 2006–September 2007. 
2 All other analyzed items; n=50. 
NOTES: 
1. Data are for Wayne County only, which accounts for 71.6% of 
items analyzed in the 6-county Detroit-Warren-Livonia, MI MSA. 
2. Only named drugs are included in the top 10 ranking; 
“Noncontrolled Nonnarcotic” drugs number 179 or 2.4% for 
Wayne County and are included under “Other.” 
3. Percentages may not add to the total due to rounding. 
SOURCE:  NFLIS, DEA, November 5, 2007 

Appendix Table 2.8.  Top 10 Most Frequently 
Identified Drugs of Total Analyzed Drug Items, 
Los Angeles: FY 20071 

Drug Number Percent 

Cocaine 22,582 37.8% 

Cannabis 16,610 27.8% 

Methamphetamine 14,790 24.7% 

Heroin 2,263 3.8% 

MDMA 830 1.4% 

Hydrocodone 413 0.7% 

Phencyclidine 404 0.7% 

Alprazolam 146 0.2% 

Diazepam 117 0.2% 

Codeine 117 0.2% 

Other2 1,496 2.5% 

Total 59,768 100.0% 
1 October 2006–September 2007. 
2 All other analyzed items; n=137. 
NOTES: 
1. Data are for LA County only, which accounts for 92.9% of the 
items seized in the 2-county MSA. 
2. MSA is Los Angeles-Long Beach-Santa Ana, CA. 
3. “Noncontrolled Nonnarcotic” drug items, classified as such by 
NFLIS, total 196 or 0.3%  and are reported under “Other.” 
4. Percentages may not sum to the total due to rounding. 
SOURCE:  NFLIS, DEA, November 5, 2007 
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Appendix Table 2.9.  Top 10 Most Frequently Appendix Table 2.10.  Top 10 Most Frequently 
Identified Drugs of Total Analyzed Drug Items, Identified Drugs of Total Analyzed Drug Items, 
Miami MSA: FY 20071 Minneapolis/St. Paul: FY 20071 

Drug Number Percentage 
Cocaine 20,115 67.0% 

Cannabis 5,960 19.9% 

Heroin 688 2.3% 

MDMA 398 1.3% 

Alprazolam 380 1.3% 

Hallucinogens 286 1.0% 

Oxycodone 116 0.4% 

Methamphetamine 109 0.4% 

Hydrocodone 49 0.2% 

Clonazepam 29 0.1% 

Other2 1,884 6.3% 

Total 30,014 100.0% 

Drug Number Percentage 

Methamphetamine 1,535 33.4% 

Cocaine 1,263 27.5% 

Cannabis 1,165 25.3% 

MDMA 184 4.0% 

Oxycodone 65 1.4% 

Heroin 54 1.2% 

Hydrocodone 49 1.1% 

Psilocin 27 0.6% 

Acetaminophen 26 0.6% 

Codeine 24 0.5% 

Other2 208 4.5% 

Total 4,600 100.0% 
1 October 2006–September 2007. 
2 All other analyzed items; n=79. 
NOTES: 
1. Data are for the Miami-Fort Lauderdale-Pompano Beach, FL 
MSA and include Broward, Dade, and Palm Beach Counties, FL; 
67.4% of items seized are for Dade County and 32% for Broward. 
2. Percentages may not sum to the total due to rounding. 
SOURCE: NFLIS, DEA, November 5, 2007 

Appendix Table 2.11.  Top 10 Most Frequently 
Identified Drugs of Total Analyzed Drug Items, 
New York City: FY 20071 

Drug Number Percentage 

Cocaine 25,285 49.2% 

Cannabis 13,186 25.7% 

Heroin 5,574 10.9% 

Alprazolam 732 1.4% 

Methadone 566 1.1% 

Phencyclidine 452 0.9% 

Oxycodone 415 0.8% 

Hydrocodone 359 0.7% 

MDMA 315 0.6% 

MDA 273 0.5% 

Other2 4,199 8.2% 

Total 51,356 100.0% 
1 October 2006–September 2007. 
2 All other analyzed items; n=79. 
NOTES: 
1. The geographical unit includes five counties in the MSA : 
Bronx, Kings, Queens, NY and NYPD, Richmond. 
2. The 2,856 analyzed items included in the total are reported by 
NFLIS as “No Drug Found.”These are included under “Other”; all 
are reported by NYPD labs. 
3. Items seized and analyzed by the NYPD represent 97.7% of the 
total. 
4. Percentages may not add to the total due to rounding. 
SOURCE: NFLIS, DEA, November 5, 2007 

1 October 2006–September 2007. 
2 All other analyzed items; n=50. 
NOTES: 
1. Data are for 7 MN counties including Anoka, Carver, Dakota, 
Hennepin, Ramsey, Scott, and Washington in the 13-county 
Minneapolis-St. Paul-Bloomington, MN-WI MSA.  These seven 
counties account for 87% of seized items in the MSA. 
2. Thirty-four items were reported by NFLIS as “Noncontrolled 
Nonnarcotic” drugs or 0.8% of the total; these were included 
under “Other.” 
3. Percentages may not add to the total due to rounding. 
SOURCE:  NFLIS, DEA, November 5, 2007 

Appendix Table 2.12.  Top 10 Most Frequently 
Identified Drugs of Total Analyzed Drug Items, 
Philadelphia: FY 20071 

Drug Number Percentage 

Cocaine 10,794 41.6% 

Cannabis 8,939 34.4% 

Heroin 2,506 9.7% 

Oxycodone 782 3.0% 

Alprazolam 758 2.9% 

Phencyclidine/PCP 751 2.9% 

Hydrocodone 195 0.8% 

MDMA 142 0.5% 

Clonazepam 121 0.5% 

Methamphetamine 117 0.5% 

Other2 844 3.3% 

Total 25,949 100.0% 
1 October 2006–September 2007. 
2 All other analyzed items; n=52. 
NOTES: 
1. Of items seized in the MSA, 66.8% were reported for 
Philadelphia County. 
2. Percentages may not add to the total due to rounding. 
SOURCE: NFLIS, DEA, November 5, 2007 
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Appendix Table 2.13. Top 10 Most Frequently Appendix Table 2.14.  Top 10 Most Frequently 
Identified Drugs of Total Analyzed Drug Items, Identified Drugs of Total Analyzed Drug Items, 
Phoenix: FY 20071 San Diego: FY 20071 

Drug Number Percent 

Cannabis 3,417 36.3% 
Methamphetamine 2,881 30.6% 
Cocaine 2,048 21.8% 
Heroin 460 4.9% 
Oxycodone 91 1.0% 
Hydrocodone 83 0.9% 
MDMA 54 0.6% 
Carisoprodol 52 0.6% 
Alprazolam 40 0.4% 
Morphine 33 0.4% 
Other2 253 2.7% 
Total 9,412 100.0% 

Drug Number Percentage 

Cannabis 9,783 48.0% 
Methamphetamine 5,321 26.1% 
Cocaine 2,775 13.6% 
Heroin 559 2.7% 
Hydrocodone 298 1.5% 
MDMA 223 1.1% 
Oxycodone 130 0.6% 
Diazepam 93 0.5% 
Alprazolam 80 0.4% 
Clonazepam 78 0.4% 
Other2 1,042 5.1% 
Total 20,382 100.0% 

1October 2006–September 2007. 
2 All other analyzed items; n=47. 
NOTES: 
1. Data represent only Maricopa County in the two-county 
Phoenix-Mesa-Scottsdale, AZ MSA. 
2. “Noncontrolled Nonnarcotic” drugs number 29 as reported by 
NFLIS and are included under “Other.” 
3. Percentages may not sum to the total due to rounding. 
SOURCE:  NFLIS, DEA, November 5, 2007 

Appendix Table 2.15.  Top 10 Most Frequently 
Identified Drugs of Total Analyzed Drug Items, 
San Francisco: FY 20071 

Drug Number Percentage 

Methamphetamine 3,999 37.4% 
Cannabis 2,811 26.3% 
Cocaine 2,174 20.3% 
Heroin 395 3.7% 
MDMA 325 3.0% 
Dihydroxycodeinone 144 1.3% 
Ketamine 79 0.7% 
Methadone 57 0.5% 
Psilocin 56 0.5% 
Diazepam 55 0.5% 
Other2 600 5.6% 
Total 10,695 100.0% 

1 October 2006–September 2007. 
2 All other analyzed items; n=55 
NOTES: 
1. The geographical unit is the San Francisco-Oakland-Fremont 
MSA, including Alameda, Contra Costa, Marin, San Francisco, and 
San Mateo Counties. 
2. Total includes 14 cases for Marin County where “Result Not 
Reported”; these are included under “Other.” 
3. ”Some Other Substance” (n=70) was excluded from the list of 
top 10 named drugs and included under “Other.” 
4. 61.1% of items were seized in Contra Costa County, 26.2% in 
San Mateo, 8.2% in Marin, 2.4% in San Francisco, and 2.1% in 
Alameda. 
5. Percentages may not sum to the total due to rounding. 
SOURCE: NFLIS, DEA, November 5, 2007 

1 October 2006–September 2007. 
2 All other analyzed items; n=102. 
NOTES: 
1. Data are for San Diego County, which constitutes the San 
Diego-Carlsbad-San Marcos, CA MSA. 
2. “Noncontrolled Nonnarcotic” drug items number 167 or 0.8% 
of the total and “Plant Material, Other” is reported by NFLIS at 
159 or 0.8%. These categories are included under “Other.” 
3. Five cases were classified as “Results Not Reported” and were 
included in the total of 20,382. 
4. Percentages may not add to the total due to rounding. 
SOURCE:  NFLIS, DEA, November 5, 2007 

Appendix Table 2.16.  Top 10 Most Frequently 
Identified Drugs of Total Analyzed Drug Items, 
Seattle: FY 20071 

Drug Number Percentage 

Cocaine 1,673 41.6% 
Cannabis 754 18.7% 
Methamphetamine 658 16.3% 
MDMA 249 6.2% 
Heroin 189 4.7% 
Oxycodone 144 3.6% 
Hydrocodone 72 1.8% 
Methadone 51 1.3% 
Clonazepam 23 0.6% 
Phencyclidine/PCP 22 0.5% 
Other2 191 4.7% 
Total 4,026 100.0% 

1 October 2006–September 2007. 
2 All other analyzed items; n=39. 
NOTES: 
1. Data are for King County only in the 3-county Seattle-Tacoma-
Bellevue MSA. 
2. King County represents 58.2% of total items seized and 
analyzed in the MSA. 
3. One case of “Noncontrolled Nonnarcotic” drugs is reported by 
NFLIS and included under “Other.” 
4. Percentages may not add to the total due to rounding. 
SOURCE:  NFLIS, DEA, November 5, 2007 
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Appendix Table 2.17.  Top 10 Most Frequently Appendix Table 2.18.  Top 10 Most Frequently 
Identified Drugs of Total Analyzed Drug Items, Identified Drugs of Total Analyzed Drug Items, 
St. Louis: FY 20071 Texas: FY 20071 

Drug Number Percentage 

Cannabis 5,954 56.6% 

Cocaine 1,842 17.5% 

Methamphetamine 754 7.2% 

Heroin 240 2.3% 

MDMA 213 2.0% 

Alprazolam 198 1.9% 

Acetaminophen 186 1.8% 

Pseudoephedrine 168 1.6% 

Oxycodone 106 1.0% 

Hydrocodone 100 1.0% 

Other2 761 7.2% 

Total 10,522 100.0% 

Drug Number Percentage 

Cocaine 19,097 33.8% 

Cannabis 13,430 23.8% 

Methamphetamine 11,247 19.9% 

Alprazolam 3,497 6.2% 

Hydrocodone 2,323 4.1% 

MDMA 1,084 1.9% 

Heroin 734 1.3% 

Carisoprodol 583 1.0% 

Clonazepam 470 0.8% 

Diazepam 344 0.6% 

Other2 3,728 6.6% 

Total 56,537 100.0% 
1 October 2006–September 2007. 
2 All other analyzed items; n=98. 
1. St. Louis, MO-IL MSA counties include Bond, Calhoun, Clinton, 
Jersey, Macoupin, Madison, Monroe, and St. Clair, IL; and 
Crawford, Franklin, Jefferson, Lincoln, St. Charles, St. Louis City, 
Warren, and Washington, MO, a total of 16 counties.  
2. “Noncontrolled Nonnarcotic” drugs, classified as such by NFLIS, 
equal 114 or 1.1% of the total and are reported under “Other.” 
3. Percentages may not add to the total due to rounding. 
SOURCE:  NFLIS, DEA, January 24, 2008 

Appendix Table 2.19.  Top 10 Most Frequently 
Identified Drugs of Total Analyzed Drug Items, 
Washington, DC: FY 20071 

Drug Number Percentage 

Cocaine 1,479 45.5% 

Cannabis 1,034 31.8% 

Heroin 268 8.2% 

Phencyclidine 143 4.4% 

MDMA 123 3.8% 

Methamphetamine 61 1.9% 

Oxycodone 40 1.2% 

Methadone 8 0.2% 

MDA 7 0.2% 

Buprenorphine 6 0.2% 

Other2 82 2.5% 

Total 3,251 100.0% 
1 October 2006–September 2007. 
2 All other analyzed items; n=39. 
NOTES: 
1. Data are for the District of Columbia only out of the 22 
counties constituting the Washington-Arlington-Alexandria 
DC-VA-MD MSA ; DC items represent 19% of the MSA total. 
2. A total of 5 items were reported as “Noncontrolled 
Nonnarcotic” drugs by NFLIS and are included under “Other.” 
3. Percentages may not add to the total due to rounding. 
SOURCE:  NFLIS, DEA, November 5, 2007 

1 October 2006–September 2007 
2 All other analyzed items; n=unknown  
NOTES: 
1. Data are for the State of Texas. 
2. Percentages may not sum to the total due to rounding. 
SOURCE: NFLIS, DEA, November 5, 2007 
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 Appendix Table 3.1.  DAWN ED Samples and Reporting Information, by CEWG Area: January–June 2007 

CEWG Areas 
Total EDs in  

DAWN Sample 

Number of EDs Reporting per Month: 
Completeness of Data (%) Number of EDs  

Not Reporting ≥90% <90% 
Boston 37 18–22 2–4 12–16 

Chicago 80 26–29 4–6 46–48 

Denver 15 8–9 0–1 6 

Detroit 31 14–18 1–5 12–14 

Miami-Dade 19 6–9 0–3 10–11 

Mpls./St. Paul 26 9–10 0–1 15–16 

New York City 63 29–34 5–9 24–26 

Phoenix 28 10–12 2–4 14 

San Diego 17  5–7 0–2 10 

San Francisco 35 14–15 0–1 20 

Seattle 25 9–10 0–1 14–15 

SOURCE: DAWN Live!, OAS, SAMHSA, updated 12/10–12/13, 2007 

Appendix Table 3.2.  Number of Cocaine, Heroin, Methamphetamine (MA), Marijuana (MJ), 
Methylenedioxymethamphetamine (MDMA), Phencyclidine (PCP), and Lysergic Acid Diethylamide (LSD) 
ED Reports in 11 CEWG Areas (Unweighted1): January–June 2007 

CEWG Areas Cocaine Heroin MA MJ MDMA PCP LSD 

Boston 2,614 2,066 41 1,301 48  6 16 

Chicago 4,726 3,035 28 1,703 53 53  7 

Denver 1,592  461 451 1,088 79  9 26 

Detroit 3,640 1,464 6 1,688 73 11  6 

Miami-Dade 2,133  350 16  915 49  5 24 

Mpls./St. Paul  884  306 255 1,068 71 11 13 

New York City 8,866 4,167  70 3,996 118 265 22 

Phoenix 1,020  458 808  654 23 21  8 

San Diego  293  185 468  409 29 13  9 

San Francisco 2,286  692 695  505 85 36 26 

Seattle 2,326 1,089 543  918 71 55 19 

1All DAWN cases are reviewed for quality control and, based on review, may be corrected or deleted.  Therefore, these data are subject to 

change.
 
NOTES:
 
1. The classification of drugs used in DAWN is derived from the Multum Lexicon, © 2005, Multum Information Services,  Inc.  The classification 
was modified to meet DAWN’s unique requirements (2006).  The Multum Licensing  Agreement governing use of the Lexicon can be found on 
the Internet at http://www.multum.com. 
2. Unweighted data with values less than 30, while not suppressed, are not reported in the text, as they may be unstable and should be 
interpreted with caution.  
SOURCE: DAWN Live!, OAS, SAMHSA, updated 12/10–12/13, 2007 
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