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Methamphetamine use remains of  
concern in East and South-East Asia

More than one third (9.9 million people) of the 
estimated global number of users of amphetamines 
are in East and South-East Asia. The increased use 
of methamphetamine, both in the form of tablets 
and crystalline methamphetamine, continues to be 
reported in the subregion.51 

A recent household survey conducted in Indonesia 
in 2017 reported past-year prevalence of the use of 
amphetamines at 0.5 per cent, or roughly 1 million 
past-year users, 850,000 of whom were past-year 
users of methamphetamine.52 Similarly, in the Phil-
ippines, on the basis of a 2016 household survey, 
1.1 per cent of the population aged 10–69, or 
approximately 850,000 people, were estimated to 
be past-year users of methamphetamine,53 while in 
Thailand 1.3 per cent of the population (653,000 
people) aged 12–65 were estimated to be past-year 
users of methamphetamine tablets, whereas 0.7 per 
cent of the population (372,000) used crystal meth-
amphetamine in 2019.54 

51 Manop Kanato and others, eds., ASEAN Drug Monitoring 
Report 2018, 2nd ed. (Bangkok, ASEAN Narcotics Cooper-
ation Centre, 2019).

52 UNODC, responses submitted by Indonesia to the annual 
report questionnaire for 2018.

53 UNODC, responses submitted by the Philippines to the 
annual report questionnaire for 2017.

54 Office of the Narcotics Control Board and Administra-

Quantities of amphetamine and methamphetamine 
found in wastewater over the period 2011–2019 
increased by nearly half and by three quarters, 
respectively, in the participating cities, albeit with 
some fluctuations. The upward trend was more 
marked in the case of methamphetamine. 

Fig. 14 Trends in the use of amphetamines, selected countries in Western and Central Europe

Source: UNODC, responses to the annual report questionnaire.

Note: This figure includes those countries that have reported recent data.
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Fig. 15 Quantities of amphetamine and meth-
amphetamine found in wastewater, 
140 cities in Europe, 2011–2019

Source: UNODC calculations based on wastewater data  
provided by Sewage Analysis CORe group Europe (SCORE).

Note: Average quantity of amphetamine/methamphetamine found 
in wastewater in 140 cities in 33 countries weighted by the popu-
lation of the sites: assumption of gradual increase/decrease in 
years in which no analysis took place in a city and no change since 
latest available data.
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There are also indications of the increasing availabil-
ity of high-purity cocaine at lower prices on the 
United States market: between 2013 and 2017, the 

the United States: Results from the 2018 National Survey on 
Drug Use and Health: Detailed Tables. 

Cocaine use in the other subregions remains much 
lower than the global average.

Use of cocaine is stabilizing in  
North America 

In the United States, 2 per cent of the population 
aged 12 and older, or 5.5 million people, are esti-
mated to have used cocaine in 2018, including 
757,000 people (0.3 per cent of the population) 
who used “crack” cocaine in the past year. 

As a long-term trend, past-year use of cocaine 
reached a low in 2011 but has been increasing ever 
since, stabilizing at a high level since 2016. Cocaine 
use in the past month and daily and near-daily use 
among past-month users has remained stable over 
the past four years. Overall, of the estimated 1.9 
million past-month cocaine users, 6.4 per cent were 
estimated to be daily or near-daily users of cocaine 
in 2018; on average, past-month users had used 
cocaine for 4.8 days in the past month. Moreover, 
as with most other drugs, past-year prevalence of 
cocaine use was reported to be highest among young 
adults (aged 18–25), at 5.8 per cent.75 

75 United States, Substance Abuse and Mental Health Services 
Administration, Center for Behavioral Health Statistics and 
Quality, Key Substance Use and Mental Health Indicators in 

Fig. 19 Use of cocaine, by region and selected subregions, 2018

Source: UNODC, responses to the annual report questionnaire.
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Fig. 20 Trends in the use of cocaine and “crack” 
cocaine, United States, 2002–2018

Source: United States, Substance Abuse and Mental Health 
Services Administration, Key Substance Use and Mental Health 
Indicators in the United States: Results from the 2018 National 
Survey on Drug Use and Health: Detailed Tables (Rockville, 
Maryland, Center for Behavioral Health Statistics and Quality, 
2019).
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Argentina, Bolivia (Plurinational State of ) and Uru-
guay, the countries in South America with new 
information on drug use, report mixed trends in the 
use of cocaine among the general population. In 
Argentina in 2017, 1.5 per cent of the population 
(2.4 per cent of males and 0.7 per cent of females) 
aged 12–65 had used cocaine in the past year.79 The 
highest prevalence of past-year cocaine use (3 per 
cent) was reported among young people aged 18–24 
and, to a lesser extent, among adults aged 25–49. 
Cocaine base paste was estimated to have been used 
by 0.1 per cent of the general population in the past 
year, mainly by males and people aged 25–34, 
although this could be an underestimate. Over the 
period 2010–2017, the number of cocaine users 
nearly doubled in Argentina; an increase that was 
greater among women than among men, and greater 
among adults aged 35–49 than among any other 
age group. 

In Uruguay, the past-year prevalence of cocaine use 
was reported as 2 per cent of the adult population 
in 2018, a rate that has remained stable since 2006. 
In 2018, the past-year use of cocaine in Uruguay 
was higher among men than among women and, 
by age group, higher among people aged 26–35. 
Around 7 per cent of past-year cocaine users reported 
that they “sometimes” used it weekly, and 1 per cent 
reported that they used it daily. Nevertheless, almost 

79 Ibid. 

retail price per pure gram of cocaine decreased by 
29 per cent, while in that same period average purity 
increased by 32 per cent.76

Mixed trends in cocaine use in  
South America 
In South America, 2.8 million people, or almost 1 
per cent of the population aged 15–64, were esti-
mated to be past-year cocaine users in 2018. With 
nearly 1.5 million past-year cocaine and “crack” 
cocaine users, Brazil is the largest cocaine market in 
South America.77 
The use of cocaine base paste, which was previously 
confined to countries where cocaine is manufac-
tured, has spread to many countries in South 
America. However, such use is difficult to estimate 
since people who use cocaine base paste are usually 
from socially marginalized groups that are not well 
captured by household surveys.78

76 Drug Enforcement Administration, 2019 National Drug 
Threat Assessment.

77 Based on UNODC estimate of 1.0 per cent of the popula-
tion aged 15–64 having used cocaine in the previous year in 
2016.

78 Argentina, SEDRONAR, “Consumo de Cocaína: Estudio 
Nacional en Población de 12 a 65 años sobre Consumo de 
Sustancias Psicoactivas – Argentina, 2017” (Buenos Aires, 
2017).
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Fig. 21 Price and purity of cocaine, United 
States, 2013–2017

Source: United States, Department of Justice, Drug Enforce-
ment Administration, 2019 National Drug Threat Assessment 
(December 2019).
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paste over the years.82 The use of cocaine base paste 
is reportedly common among marginalized popula-
tion groups (in particular the homeless and people 
living in shelters) and among those who had less 
than primary level of education. 

In the Plurinational State of Bolivia in 2018, around 
0.6 per cent of the population aged 15–64 were 
estimated to be past-year users of cocaine and 0.2 
per cent past-year users of cocaine base paste.83 The 
past-year use of cocaine and cocaine base paste have 

82 Ibid.
83 Plurinational State of Bolivia, Consejo Nacional de Lucha 

Contra el Tráfico Ilícito de Drogas (CONALTID) and 
Observatorio Boliviano de Seguridad Ciudadana y Lucha 
Contra las Drogas (OBSCD), 3er Estudio Nacional de Prev-
alencia y Características de Consumo de Drogas en Hogares de 
Ciudades Capitales de Departamento y el Alto (2018). 

43 per cent of past-year cocaine users in that coun-
try were considered to be suffering from cocaine use 
disorders.80 

In 2018, there were an estimated 8,800 regular users 
(around 4 people per 1,000 population aged 15–64) 
of cocaine base paste in Uruguay, which is consider-
ably lower than the previous estimate of 14,000 
regular users in 2012.81 The majority of cocaine base 
paste users were men (86 per cent) aged 26–35 (38 
per cent); however, a higher proportion of younger 
users, aged 18–25, were women. Comparison of 
two studies, which used respondent-driven sampling 
to survey regular cocaine base paste users in 2012 
and 2018, found that there has been a decline in 
the use of the substance among young adults. How-
ever, the proportion of older users – those in the age 
groups 36–45 and older – has increased consider-
ably, indicating an ageing cohort of users who 
initiated use at the age of 18, in around 2002–2004, 
and have progressed with the use of cocaine base 

80 Observatorio Uruguayo de Drogas, VII Encuesta Nacional en 
Hogares sobre Consumo de Drogas.

81 Observatorio Uruguayo de Drogas and Junta Nacional de 
Drogas, Personas, Calle, Consumos: Dos Estudios sobre Uso 
de Pasta base en Uruguay Aproximaciones Cuantitativas y 
Etnográficas (Montevideo, 2019).

Fig. 23 Distribution of people who use cocaine 
base paste by gender and age group, 
Uruguay, 2012 and 2018

Source: Observatorio Uruguayo de Drogas and Junta Nacional 
de Drogas, Personas, Calle, Consumos: Dos Estudios sobre Uso 
de Pasta base en Uruguay – Aproximaciones Cuantitativas y 
Etnográficas (Montevideo, 2019).

Fig. 24 Trends in the use of cocaine and  
cocaine base paste, Plurinational State 
of Bolivia, 2014–2018

Source: Plurinational State of Bolivia, 3er Estudio Nacional de 
Prevalencia y Características de Consumo de Drogas en Hoga-
res de Ciudades Capitales de Departamento y el Alto. 
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(high middle- and middle-income groups) than low-
income groups. The use of cocaine base paste was, 
however, reported to be more common among the 
low-income groups. Despite the past-year prevalence 
of cocaine use being lower among women than men 
in the Plurinational State of Bolivia, proportionately 
more women (57 per cent) than men reported regu-
lar use of cocaine in the past year. 

Indications of increasing cocaine use in 
Western and Central Europe 

In Western and Central Europe, 1.4 per cent, or 4.4 
million people aged 15–64, were estimated to be 
past-year cocaine users in 2018. Many countries in 
the subregion, especially those with a high preva-
lence of cocaine use, have reported an increase in 
cocaine use in the past year. There is also evidence 
of an increase in the availability of cocaine of the 
highest reported purity in over a decade in the Euro-
pean Union.85 

The overall increase in cocaine consumption in 
Europe in recent years is even more noticeable in 
wastewater analyses, which indicate an increase of 
more than 50 per cent since 2011 – mostly since 
2015 – in the quantities of cocaine consumed in 
136 cities in 29 countries in Europe over the period 
2011–2019.86 Western Europe not only dominates 

85 EMCDDA and Europol, EU Drug Markets Report 2019 
(Luxembourg, Publications Office of the European Union, 
2019). 

86 UNODC calculations based on Sewage Analysis CORe 
group Europe (SCORE). For details of the calculations, see 
the online Methodology annex to the present report. 

both increased since the last survey in 2014, with 
the past-year increase in cocaine base paste more 
pronounced than that of cocaine.84 Cocaine use in 
the country was more frequent among men than 
women and, by age group, more frequent among 
those aged 16–24 than other age groups, as well as 
being more frequent among middle-income groups 

84 The survey results indicate that between 2014 and 2018 the 
prevalence was stable, since the prevalence estimates in 2014 
and 2018 were within the margins of error.

Fig. 25 Use of cocaine, by gender and age 
group, Plurinational State of Bolivia, 
2018

Source: Plurinational State of Bolivia, 3er Estudio Nacional de 
Prevalencia y Características de Consumo de Drogas en Hoga-
res de Ciudades Capitales de Departamento y el Alto. 
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cocaine use that year the highest estimate since 
2001.89 While the highest estimated prevalence of 
cocaine was among young adults aged 20–29 – both 
past-year use (6.9 per cent) and past-month use (2.4 
per cent), the average age of those who reported 
cocaine use in the past year rose from 28 years in 
2001 to 31 years in 2016. As in other large cocaine 
markets, the majority of cocaine users reported spo-
radic use of cocaine, with 64 per cent of past-year 
cocaine users reporting using the drug once or twice 
a year, around 10 per cent using it about once a 
month, and around 3 per cent using it once a week 
or more. 

The upward trend in cocaine use in Australia shown 
in household survey data up until 2016 may have 
continued in subsequent years. The wastewater anal-
yses undertaken across Australia in 2019 covered 57 
per cent of the population and were conducted at 
22 sites in state capitals and 36 regional areas, cov-
ering a wide range of catchment population sizes in 
the country.90 The estimated amount of cocaine 

89 Australian Institute of Health and Welfare, National Drug 
Strategy Household Survey 2016: Detailed Findings (Can-
berra, 2017).

90 Australian Criminal Intelligence Commission, National 

the region in terms of cocaine use, but also in terms 
of cocaine consumption based on the quantity of 
cocaine metabolites (benzoylecgonine) found in 
wastewater.87 All of the cities with large per capita 
quantities of cocaine metabolites found in their 
wastewater are located in Western Europe, in par-
ticular in Belgium, the Netherlands, France, Spain, 
Switzerland and the United Kingdom. Smaller quan-
tities were found in cities in Northern Europe (most 
notably Finland), countries in Central Europe 
(Czechia and Slovakia) and the Baltic region 
(Lithuania).88 

Despite a high prevalence of cocaine 
use, the quantities of cocaine con-
sumed in Australia and New Zealand 
are small as use is sporadic 

In Australia in 2016, 2.5 per cent of the population 
aged 14 and older were estimated to have used 
cocaine in the past year, making the prevalence of 

87 Benzoylecgonine is the main cocaine metabolite; a substance 
formed in the transformation of cocaine in the body, it is 
expelled through urination.

88 UNODC calculations based on Sewage Analysis CORe 
group Europe (SCORE).

Fig. 27 Benzoylecgonine (cocaine metabolite) found in wastewater, 136 cities in Europe,  
2011–2019

Source: UNODC calculations based on wastewater data provided by Sewage Analysis CORe group Europe (SCORE).

Note: Average quantity of benzoylecgonine found in wastewater in 136 cities (150 sites), weighted by the population of the sites: assump-
tion of gradual increase/decrease in years in which no analysis took place in a city and there was no change since latest available data. 
Owing to the change in number of cities and sites, the information presented here is not comparable with that presented in the World 
Drug Report 2019.
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criminal justice system or by their families, for exam-
ple) but also the extent of the availability of and 
access to drug treatment services.

Over the past decade and a half, all regions other 
than Africa have seen an increasing proportion of 
drug treatment being provided for cases of cannabis 
use disorders. In most of the regions, among people 
entering treatment for cannabis use disorders, nearly 
half were first-time entrants, with a mean age of 26 
years.92 In Africa, although the proportion of people 
treated for cannabis as the primary drug of concern 
has been decreasing, it remains significant (50 per 
cent in 2018). In West and Central Africa, for 
instance, between 2014 and 2017 more than 7 out 
of 10 people in drug treatment underwent treatment 
for cannabis use disorders. In Africa, the increasing 
proportion of people treated for opioid use disorders 
likely reflects the increasing use of opioids, especially 
tramadol, in West and Central Africa. In that sub-
region, opioids (heroin and tramadol) were, after 
cannabis, the second most common drug type for 
which people accessed drug treatment services over 
the period 2014–2017.93 

92 This calculation, and those for other drugs presented in this 
section, are based on data for treatment provided covering 
2014 to 2018 as submitted by Member States in the annual 
report questionnaire. 

93 UNODC and ECOWAS, West African Epidemiology Net-

consumed per year has increased by 50 per cent 
since 2016/17 to an estimated 4,636 kg of cocaine 
consumed in the country in 2018/19.91 Overall, 
cocaine consumption was reported to be lower at 
regional sites than in the state capitals. On average, 
500 mg of cocaine per 1,000 population per day 
was estimated to be consumed in Australia. New 
South Wales had a higher consumption than other 
regions, although some sites in Queensland, the 
Northern Territory and the Australian Capital Ter-
ritory also had a relatively high consumption. 

People in drug treatment
For people with drug use disorders, the availability 
of and access to treatment services remains limited 
at the global level, as only one in eight people with 
drug use disorders receives drug treatment each year. 
Moreover, while one in three drug users is a woman, 
women continue to account for only one in five or 
less people in treatment. Information on those in 
drug treatment can provide useful insight into trends 
and geographical variations with respect to drug use 
disorders. However, that information not only 
reflects the level of demand for drug treatment (the 
number of people seeking help or referred by the 

Wastewater Drug Monitoring Program: Report No. 9.
91 Ibid.

Fig. 28 Trends in the primary drug of concern in drug treatment, by region and selected subregions, 
2003, 2009, 2014 and 2018

Source: UNODC, responses to the annual report questionnaire.
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who actually need treatment; changes in the treat-
ment referral system; changes in awareness of 
potential problems associated with cannabis use dis-
orders; and changes in the availability of and access 
to treatment for cannabis use disorders.95

Opioids (predominantly heroin) remain the main 
drug for which people undergo drug treatment in 
Europe (in particular Eastern and South-Eastern 
Europe) and Asia, accounting for nearly 50 per cent 
of all treatment admissions in 2018. Compared with 
users of other drugs, those with opioid use disorders 
entering treatment tend to be older, in their mid-
thirties, and between one quarter and one third of 
them are first-time entrants.96 This corresponds to 
findings published in scientific literature, for 
instance studies from Europe, which suggest that 
there is an ageing cohort of opioid users in Europe.97 

Treatment for the use of amphetamine-type stimu-
lants is more common in Asia (predominantly for 
the use of methamphetamine) and Oceania (based 
on data from Australia and New Zealand) than in 
other regions. As is the case with cannabis users,  
people who are in treatment for disorders related to 
the use of amphetamines tend to be younger – in 
their mid-twenties – than users of opioids in treat-
ment, and the majority of them also tend to be 
first-time entrants.98 People receiving treatment for 
the use of methamphetamine account for more than 
three quarters of those in treatment in Brunei Darus-
salam, Cambodia, the Lao People’s Democratic 
Republic, the Philippines, Singapore and 
Thailand.99

The provision of treatment in which cocaine is the 
primary drug of concern represents a large share of 
drug treatment in the Americas, in particular in 
Latin America and the Caribbean. In Latin America, 

95 For a detailed discussion on this, see World Drug Report 
2016 (United Nations publication, Sales No. E.16.XI.7).

96 Based on analysis of data for treatment provision reported 
by countries in the annual report questionnaire for the years 
2015–2018.

97 Anne Marie Carew and Catherine Comiskey, “Treatment 
for opioid use and outcomes in older adults: a systematic 
literature review”, Drug and Alcohol Dependence, vol. 182, 
(2018), pp. 48–57.

98 Based on analysis of data for treatment provision reported 
by countries in the annual report questionnaire for the years 
2015–2018.

99 UNODC, responses to the annual report questionnaire.

 

The increase in treatment demand related to can-
nabis use disorders in some regions warrants special 
attention. There is great variability in the definition 
and practice of what constitutes treatment of can-
nabis use disorders. Treatment at present consists of 
behavioural or psychosocial interventions, such as 
cognitive behavioural therapy (in which irrational, 
negative thinking styles are challenged and the devel-
opment of alternative coping skills is promoted) and 
motivational interviewing (in which a user’s personal 
motivation to change their own behaviour is facili-
tated and engaged).94 These interventions may vary 
from one-time online contact or screening and brief 
intervention in an outpatient setting, to a more com-
prehensive treatment plan including treatment of 
other comorbidities in an outpatient or inpatient 
setting. Some of the factors that may influence the 
number of people in treatment for cannabis use 
disorders include changes in the number of people 

work on Drug Use (WENDU) Report: Statistics and Trends on 
Illicit Drug Use and Supply, 2014–2017 (2018).

94 Jonathan Schettino and others, Treatment of Cannabis-re-
lated Disorders in Europe, EMCDDA Insights Series, No. 
17 (Luxembourg, Publications Office of the European 
Union, 2015).
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Fig. 29 People in treatment for drug use  
disorders, West Africa, 2014–2017

Source: UNODC and ECOWAS, West African Epidemiology 
Network on Drug Use (WENDU) Report: Statistics and Trends 
on Illicit Drug Use and Supply, 2014–2017 (2018).

Note: The data in this figure exclude people in treatment for  
cannabis use disorders.
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Achieving target 3.5 of the Sustainable Development Goals 
“Strengthen the prevention and treatment of substance abuse, 
including narcotic drug abuse and harmful use of alcohol”:  
a review of the global indicator on the coverage of treatment 
interventions for drug use disorders
A global indicator framework has been developed for 
monitoring progress towards the 2030 Agenda for Sus-
tainable Development. Under Sustainable Development 
Goal 3, dedicated to good health and well-being, and 
target 3.5 “Strengthen the prevention and treatment of 
substance abuse, including narcotic drug abuse and 
harmful use of alcohol”, one of the two indicators des-
ignated for the monitoring of the target, indicator 3.5.1, 
is dedicated to measuring the coverage of treatment 
interventions (including pharmacological, psychosocial 
and rehabilitation and aftercare services) for substance 
use disorders. It has been operationalized as the propor-
tion of people who received treatment for their drug use 
disorders in a given year over the total estimated number 
of people with drug use disorders. Over the period 
2015-2017, data on this indicator were reported to 
UNODC by 30 countries in Africa, Americas, Asia and 
Europe.

Available data show that drug treatment coverage varies 
widely between drug types and countries, ranging from 
less than 1 per cent to 86 per cent. Caution is required 
in interpreting differences in the coverage of drug treat-

ment between countries as they may, at least partly, 
result from differences in methodologies for estimating 
the number of people with drug use disorders and in the 
recording and reporting of people receiving treatment 
for their drug use disorders. Overall, it remains challeng-
ing to identify whether or not general progress towards 
achieving the target has been made.

When focusing on opioids, which are responsible for the 
highest estimated number of DALYs attributed to drug 
use disordersa worldwide, data also show a similar vari-
ation in the coverage of drug treatment between coun-
tries. Progress in achieving the target for opioid use 
disorders is visible in a few countries. In the United 
States, for example, such coverage increased by 68 per 
cent in the period 2016–2017, probably as a result of 
the health system reform of 2017a and in response to the 
opioid crisis affecting that country in recent years.

The coverage of drug treatment is influenced by a 
number of factors related to the availability and acces-
sibility of the services, including: national policy for the 
provision and cost of drug treatment (health insurance, 
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2 Extent of drug use

Trends in the drug treatment coverage of people with opioid use disorders, selected countries, 
2015-2017

Source: UNODC, responses to the annual report questionnaire.

Note: Trends are independent of the level of the treatment coverage of people with opioid use disorders. Caution is thus required when interpret-
ing such trends, as marked increases/decreases in the index may result from changes in very low treatment coverage estimates.
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government-provided treatment, out of own pocket 
expenses); the extent of integration of drug treatment 
services within the health care delivery system, including 
a system of treatment referrals at various levels within 
the system and across the criminal justice system; the 
number, settings and geographical coverage of available 
drug treatment facilities; the capacity or the number of 
drug treatment slots available in a treatment facility in a 
given period; the nature and range of interventions pro-
vided, for instance, long-term opioid agonist treatment 
for opioid use disorders as opposed to management of 
withdrawals and other psychosocial interventions pro-
vided; the existence of a national treatment reporting 
system and of reliable estimates of both the number of 
people with drug use disorders (or of those in need of 
drug treatment) and of the number of those receiving 
drug treatment. Understanding of these contextual fac-
tors is therefore key when interpreting data on coverage 
of drug treatment services.

It is also important to acknowledge that the nature of 
treatment interventions differs by drug type. This may 
have an impact on the provision of and referrals to treat-
ment for the use of different drugs and on retention into 
treatment, all of which directly influence drug treatment 
coverage by drug type. For the treatment of disorders 

related to the use of cannabis and psychostimulants, 
there are currently no pharmacological interventions 
available, thus behavioural interventions are the only 
available and effective treatment, whereas for opioid use 
disorders, pharmacological treatment – opioid agonist 
and antagonist treatment – along with psychosocial 
interventions, are the mainstay.b Data show, for exam-
ple, that the higher the level of provision of opioid 
substitution treatment, the better the coverage of treat-
ment for opioid use disorders.

a  Nicole Kravitz-Wirtz and others, “Association of Medicaid expan-
sion with opioid overdose mortality in the United States”, JAMA 
Network Open, vol. 3, No. 1 (January 2020). 

b  WHO and UNODC, International Standards for the Treatment of 
Drug Use Disorders, Revised Edition Incorporating Results of Field-
Testing (Geneva; Vienna, 2020).
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Average drug treatment coverage of people with opioid use disorders, in countries grouped by 
level of opioid substitution treatment provision, average 2015–2017

Source: UNODC, responses to the annual report questionnaire.

Note: The level of opioid substitution treatment (OST) provision is based on qualitative assessments reported by Member States: low coverage is 
defined as lower than 20 per cent, medium as between 20 and 40 per cent and high coverage as higher than 40 per cent.
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 Health consequences of drug use 2
injecting drug use, owing to the risk of acquiring 
HIV or hepatitis C through unsafe injecting 
practices. 

An estimated 11.3 million 
people worldwide inject drugs
PWID are often subject to marginalization and stig-
matization, which create social and economic 
barriers to accessing public health services especially 
services for the prevention of the adverse health con-
sequences of injecting drug use.100 

Injecting drug use is a significant public health con-
cern and causes morbidity and mortality owing to 
the risk of overdose and blood-borne infections 
(mainly HIV and hepatitis B and C),101 transmitted 
through the sharing of contaminated needles and 
syringes and other drug paraphernalia or risky sexual 
behaviour in some groups102, 103, 104, 105, 106, 107 and 
subsequent severe immunosuppression, cirrhosis, 
neoplastic disease and inflammation sequelae. Social 
and physical effects can further aggravate potential 
underlying mental health conditions. 

The joint UNODC/WHO/UNAIDS/World Bank 

100 D. Richardson and C. Bell, “Public health interventions 
for reducing HIV, hepatitis B and hepatitis C infections in 
people who inject drugs”, Public Health Action, vol. 8, No. 4 
(December 2018). 

101 WHO, Guidance on Prevention of Viral Hepatitis B and C 
among People Who Inject Drugs (Geneva, 2012).

102 UNODC. HIV Prevention, Treatment, Care and Support for 
People Who Use Stimulant Drugs: Technical Guide (Vienna, 
2019).

103 Vic Arendt and others, “Injection of cocaine is associated 
with a recent HIV outbreak in people who inject drugs in 
Luxembourg”, PLOS One, vol.14, No. 5 (May 2019). 

104 Naomi Braine and others, “HIV risk behavior among 
amphetamine injectors at U.S. syringe exchange programs”, 
AIDS Education and Prevention, vol. 17, No. 6, (December 
2005). 

105 Catherine Mwangi and others, “Depression, injecting drug 
use, and risky sexual behavior syndemic among women 
who inject drugs in Kenya: a cross-sectional survey”, Harm 
Reduction Journal, vol. 16, No.1 (May 2019).

106 Bach Xuan Tran and others, “Factors associated with sub-
stance use and sexual behavior among drug users in three 
mountainous provinces of Vietnam”, International Journal 
of Environmental Research and Public Health, vol. 15, No. 9 
(August 2018). 

107 Erica Pufall and others, “Sexualized drug use (‘chemsex’) and 
high-risk sexual behaviours in HIV-positive men who have 
sex with men”, HIV Medicine, vol. 19, No. 4 (April 2018). 

as in other subregions, people entering treatment 
for cocaine use disorders tend to be in their mid-
thirties, and 30 to 40 per cent are first-time entrants. 

HEALTH CONSEQUENCES 
OF DRUG USE

The health consequences of drug use can include a 
range of negative outcomes such as drug use disor-
ders, mental health disorders, HIV infection, 
hepatitis-related liver cancer and cirrhosis, overdose 
and premature death. The greatest harms to health 

are those associated with the use of opioids and with 

Psychiatric comorbidities 
among people with  
substance use disorders
In recent decades, recognition of co-occur-
ring mental health disorders among people 
with substance use disorders has been grow-
ing. Although substance use disorders com-
monly occur together with other mental 
illnesses, it is often unclear whether one is a 
cause of the other or if common underlying 
risk factors contributed to both disorders. 
The relevance of the comorbidity of sub-
stance use and mental health disorders is 
related not only to the high prevalence of 
that comorbidity but also to the difficulty of 
managing it, particularly given the lack of 
integration of drug treatment and mental 
health services in many countries. People 
with co-occurring mental health disorders 
and substance use disorders also report 
lower rates of treatment success, a higher 
rate of psychiatric hospitalizations and a 
higher prevalence of suicide than those 
without comorbid mental disorders.a

a EMCDDA, Comorbidity of Substance Use and 
Mental Health Disorders in Europe, EMCDDA 
Insights Series, No. 19 (Luxembourg, Publications 
Office of the European Union, 2015).
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The Global Burden of Disease Study 2017: mortality and  
morbidity attributable to the use of drugs
The Global Burden of Disease Studya provides an indi-
cation as to which substances and causes of injury and 
disease are responsible for the greatest negative health 
consequences of drug useb in terms of deaths and years 
of “healthy” life lost, also called “disability-adjusted life 
years” or DALYs. DALYs measure the burden of disease 
from the combination of both the number of years of 
life lost as a result of premature death and the number 
of years of life lived with disability (any form of impair-
ment).

The Study estimated that globally, in 2017, there were 
42 million years of “healthy” life lost as a result of disa-
bility and premature death and 585,000 deaths attrib-
uted to the use of drugs. Half of the DALYs were due to 
premature death and the other half to disability. Most of 
the burden of disease is among males, who account for 
72 per cent of drug-related deaths and 70 per cent of 
DALYs. Opioid use disorders result in the highest 
burden of disease in terms of DALYs and account for 
half of the “healthy” years of life lost as a result of disa-

bility and premature death attributed to the use of 
drugs. 

Globally, over the past decade (2008–2017) the number 
of DALYs attributed to the use of drugs has increased by 
17 per cent, with a major increase seen in DALYs attrib-
uted to liver cancer resulting from hepatitis C (40 per 
cent increase), followed by opioid use disorders (28 per 
cent) and cirrhosis and other chronic diseases related to 
hepatitis C (19 per cent increase). The increase in 
DALYs attributed to liver cancer and cirrhosis is mainly 
the result of untreated hepatitis C among PWID, as 
observed in most subregions. 

Of the estimated 585,000 deaths attributed to drug use 
in 2017, half are attributed to liver cancer, cirrhosis and 
other chronic liver diseases related to hepatitis C, which 
remains mostly untreated among PWID. Deaths attrib-
uted to drug use disorders (167,000) account for 28 per 
cent of all deaths resulting from drug use; 110,000 or 66 
per cent of those deaths are attributable to opioids. Over 
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DALYs in 2017, and changes over the period 
2008–2017

Source: Institute for Health Metrics and Evaluation, “Global 
Burden of Disease Study 2017 (GBD 2017) Data Resources:  

GBD Results Tools”, 2018.

Note: DALYs for drug use disorders include all drugs.

Drug-related deaths in 2017, and changes over 
the period 2008–2017

Source: Institute for Health Metrics and Evaluation, “Global 
Burden of Disease Study 2017 (GBD 2017) Data Resources:  

GBD Results Tools”, 2018.

Note: Deaths for drug use disorders include all drugs.
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network scale-up method and multiplier method).109 
Owing to the criminalization of drug use, punitive 
laws, stigma and discrimination against people who 
use or inject drugs in many parts of the world, con-
ventional survey methods have been found to 
underestimate the actual population size because of 
the hidden nature of PWID;110, 111, 112 therefore, 
only indirect methods have been shown to reflect 
the situation of PWID with greater accuracy. Over-
all, new or updated estimates of PWID were 
available for 40 countries in 2018. 

Although the exact extent of injecting drug use is 
not known, estimates are more precise in some 
regions than others as a result of better data cover-
age and/or methodologies and the use of more recent 
data. Data on PWID vary between the regions in 
terms of coverage of the total population aged 
15–64, with Asia having the highest coverage, at 95 
per cent, and Africa having the lowest, at 68 per 
cent. At the subregional level, North America, 
South-West Asia, South Asia, Eastern Europe and 
South-Eastern Europe are fully covered, whereas 
data on PWID in the Caribbean only covers just 
over one third of the total population; therefore, 
data from that subregion must be interpreted with 
caution. Compared with 2017, coverage of the pop-
ulation in Africa increased substantially overall, from 
58 to 68 per cent in 2018. 

The prevalence of PWID aged 15–64 in 2018 con-
tinues to be the highest in Eastern Europe (1.26 per 
cent) and Central Asia and Transcaucasia (0.63 per 
cent). Those percentages are, respectively, 5.5 and 
2.8 times higher than the global average. More than 
a quarter of all PWID reside in East and South-East 
Asia, although the prevalence itself is relatively low 
(0.19 per cent). The three subregions with the larg-
est numbers of PWID (East and South-East Asia, 
North America and Eastern Europe) together 
account for over half (58 per cent) of the global 
number of PWID. It is noteworthy that, as in 

109 Ibid.
110 Bradley M. Mathers and others, “Global epidemiology of 

injecting drug use and HIV among people who inject drugs: 
a systematic review”, Lancet, vol. 372, No. 9651 (November 
2008), pp. 1733–1745.

111 Matthew Hickman and Colin Taylor, “Indirect methods to 
estimate prevalence”, in Epidemiology of Drug Abuse, Zili 
Sloboda, ed. (Boston, Massachusetts, Springer, 2005). 

112 UNAIDS, The GAP Report (Geneva 2014). 

the past decade, the total number of deaths 
attributed to drug use has increased by a quarter, 
with a major increase in deaths caused by opioid 
use disorders (71 per cent increase), followed by 
cirrhosis and other chronic liver diseases (55 per 
cent increase) and liver cancer (46 per cent) 
resulting from hepatitis C. 

The comparison of deaths attributed to drug use 
among men and women over the past decade 
shows that the number of deaths attributed to 
drug use disorders, in particular opioid use disor-
ders, has increased disproportionately among 
women, with a 92 per cent increase in deaths 
attributed to opioid use disorders among women 
compared with a 63 per cent increase among 
men. 

a Institute for Health Metrics and Evaluation, “Global 
Burden of Disease Study 2017 (GBD 2017) Data 
Resources: GBD Results Tools”. 

b In the study, the use of drugs is defined as dependency 
upon opioids, cannabis, cocaine or amphetamines, or a 
history of injecting drug use.

estimate of the number of PWID worldwide in 2018 
is 11.3 million (range: 8.9 million to 15.3 million), 
corresponding to 0.23 per cent (range: 0.18 to 0.31 
per cent) of the population aged 15–64. This esti-
mate is based on the most recent information 
available and assessment of the methodologies of 
the different sources.108 

There is no change between the 2017 and 2018 
estimates of PWID; however, any trend data must 
be viewed with caution, as methodologies may have 
changed. The 2018 global estimate of PWID is 
based on 122 countries, representing almost 90 per 
cent of the global population aged 15–64, compared 
with 110 countries in 2017. Of all the available 
sources in 2018, the estimates for at least 74 coun-
tries (61 per cent) were based on a “class A 
methodology” such as indirect prevalence estimation 
methods (e.g., the capture-recapture method, 

108 See the online Methodology annex to the present report.
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 Health consequences of drug use 2
The subregional prevalence of HIV among PWID 
continues to be the highest by far in South-West 
Asia (29.5 per cent) and Eastern Europe (25.2 per 
cent), followed by Southern Africa (21.4 per cent). 
In Africa, the HIV prevalence among PWID aged 
15–64 was estimated at 11.3 per cent, compared 
with 3.9 per cent among the general population 
(aged 15–49) for the same year. In Europe, the HIV 
prevalence among PWID was 20.2 per cent, com-
pared with 0.4 per cent among the general 
population.118 HIV prevalence in PWID in East 
Africa and the Caribbean was also higher than the 
global average, at 17.4 and 14.0 per cent, 
respectively.

The largest number of PWID living with HIV reside 
in Eastern Europe, East and South-East Asia and 
South-West Asia, which together account for 67 per 
cent of the global total. Although the prevalence of 
HIV among PWID (9.3 per cent) is below the global 
average, a fifth of the global number of PWID living 
with HIV reside in East and South-East Asia. A 
small number of countries continue to account for 
a large proportion of the total global number of 
PWID living with HIV. In 2018, for example, 
PWID living with HIV in China, Pakistan and the 
Russian Federation accounted for almost half of the 
global total (49 per cent), while PWID in those 
three countries comprise only a third of all PWID 
worldwide. 

Coverage of interventions to prevent 
and manage HIV and hepatitis C 
among people who inject drugs 

A systematic review undertaken in 2017 of the cov-
erage of interventions to prevent and manage HIV 
and hepatitis C among PWID showed that needle 
and syringe programmes were available in only 52 
per cent of countries where injecting drug use was 
reported, while opioid substitution therapy was con-
firmed to be available in 48 per cent of countries 
worldwide. In addition, only 34 countries were iden-
tified as providing HIV-testing programmes for 
PWID.119 Besides providing an opportunity to 

118 WHO, Data, Global Health Observatory, Indicator Meta-
data Register List, “Prevalence of HIV among adults aged 
15-49 (%)”. 

119 Sarah Larney and others, “Global, regional, and coun-
try-level coverage of interventions to prevent and manage 
HIV and hepatitis C among people who inject drugs: a 

previous years, while three countries – China, the 
Russian Federation and the United States – account 
for just 27 per cent of the global population aged 
15–64, they are home to almost half (43 per cent) 
of all PWID. 

Worldwide, every eighth person 
who injects drugs is living with 
HIV
Injecting drug use is estimated to account for 
approximately 10 per cent of HIV infections world-
wide and 30 per cent of all HIV cases outside 
Africa,113 while in the eastern countries of the WHO 
European Region114 more than 80 per cent of all 
HIV infections occur among PWID.115 PWID are 
estimated to be 22 times more likely than people in 
the general population to be living with HIV.116 

The 2018 joint UNODC/WHO/UNAIDS/World 
Bank estimate of the global prevalence of HIV 
among PWID is 12.6 per cent, amounting to 1.4 
million PWID living with HIV. This estimate is 
based on reporting of the prevalence of HIV among 
PWID by 121 countries, covering 96 per cent of 
the estimated global number of PWID. Data on 
HIV prevalence were available for all PWID in 
North America, South-West Asia, South Asia, East-
ern Europe and South-Eastern Europe, but only for 
33 and 32 per cent of all PWID in Central America 
and the Caribbean, respectively. Of all the countries 
that provided details of the methodology used to 
collect their data and estimate the prevalence of HIV, 
almost three quarters (reports from 89 countries) 
could be graded as “class A methodology” (sero-
prevalence study).117 In 2018, new or updated 
estimates of HIV among PWID were available for 
a total of 40 countries. 

113 WHO, HIV/AIDS, “People who inject drugs”. Available at 
www.who.int/hiv/topics/idu/en/. 

114 These countries are: Armenia, Azerbaijan, Belarus, Estonia, 
Georgia, Kazakhstan, Kyrgyzstan, Latvia, Lithuania, Repub-
lic of Moldova, Russian Federation, Tajikistan, Turkmeni-
stan, Ukraine, Uzbekistan.

115 WHO, Regional Office for Europe, “People who inject 
drugs (PWID)”.

116 UNAIDS, “Injecting drug use IDU”. Available at www.
unaids.org/en/keywords/injecting-drug-use-idu. 

117 Bradley M. Mathers and others, “Global epidemiology of 
injecting drug use and HIV among people who inject drugs: 
a systematic review”, Lancet, vol. 372, No. 9651 (November 
2008), pp. 1733–1745.
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 Impact of drug use on health 2
61 per cent of women who inject drugs were diag-
nosed at a late stage.126

Likewise, a study in Europe that summarized data 
from 33 cohorts across the region found late pres-
entation in 58 per cent of men and 51 per cent of 
women who inject drugs between 2000 and 2011.127 
In general, late presentation was associated with a 
significantly increased incidence of AIDS or 
AIDS-related deaths, particularly in the year follow-
ing HIV diagnosis, varying from an over 13-fold 
increase in Southern Europe to an over 6-fold 
increase in Eastern Europe.128 

Although data on the age of PWID has not been 
collected systematically, there have been recent 
reports of increased risk behaviour resulting in 
higher HIV incidence in young PWID, who are 
also less likely than older PWID to test for HIV. In 
a study of 14,381 PWID recruited in several cities 
in the north-east and north/central regions of India, 
“emerging adults” (aged 18–24) were significantly 
more likely than PWID over the age of 30 to share 
needles, to have multiple sexual partners and to 
engage in unprotected sex, and also reported lower 
HIV testing rates.129 

Almost half of all people who 
inject drugs, an estimated 5.5 
million people worldwide, are 
living with hepatitis C
PWID are a key population affected by hepatitis C. 
Global estimates suggest that 71 million people 
worldwide were chronically infected with hepatitis 
C in 2017 and that 23 per cent of new hepatitis C 
infections and one in three hepatitis C-related deaths 
are attributable to injecting drug use.130 Hepatitis 

126 Ibid.
127 Amanda Mocroft and others, “Risk factors and outcomes for 

late presentation for HIV-positive persons in Europe: results 
from the Collaboration of Observational HIV Epidemiolog-
ical Research Europe Study (COHERE)”, PLOS Medicine, 
vol. 10, No. 9 (September 2013). 

128 Ibid.
129 Lakshmi Ganapathi and others, “Young people who inject 

drugs in India have high HIV incidence and behavioural 
risk: a cross-sectional study”, Journal of International AIDS 
Society, vol. 22, No. 5 (May 2019). 

130 WHO, Access to hepatitis C testing and treatment for 
people who inject drugs and people in prisons: a global per-
spective – policy brief (WHO/CDS/HIV/19.6).

deliver prevention messages and connect patients 
to health-care and support services, HIV testing 
services are also a critical entry point to antiretroviral 
therapy and are therefore a crucial component of 
HIV prevention programmes. Global data on 
antiretroviral therapy coverage are scarce. Access to 
antiretroviral therapy varies considerably, but cover-
age is reported to be consistently low, with only 8 
per cent of people in need receiving effective antiret-
roviral therapy in the WHO European Region and 
PWID only accounting for 20 per cent of people 
receiving that therapy.120 

HIV testing in people who inject drugs 

Historically, HIV testing has been low among 
PWID, resulting in late diagnoses of the infection 
and delays in the initiation of treatment. While there 
are no global data on overall testing, sporadically 
available information provides an indication of the 
challenge. In Europe, data from 2018 show that the 
CD4 count at the time of HIV diagnosis was lower 
than 350/mm3 (compared with >500/mm3 in 
immunocompetent people) in 53 per cent of the 
PWID tested, indicating the late presentation of 
those cases.121 Similarly, between 2012 and 2016, 
in the Guangxi Zhuang Autonomous Region, a 
province in western China, which has the second 
highest number of reported new cases of HIV in 
the country,122, 123, 124, 125 among 45,118 patients 
newly diagnosed with HIV, 55 per cent of men and 

systematic review”, Lancet Global Health, vol. 5, No. 12 
(December 2017), pp. 1208–1220.

120 WHO, Regional Office for Europe “People who inject drugs 
(PWID)”.

121 European Centre for Disease Prevention and Control and 
WHO Regional Office for Europe, HIV/AIDS Surveillance 
in Europe: 2019–2018 Data (Stockholm, 2019).

122 Jianjun Li and others, “HIV-1 transmissions among recently 
infected individuals in Southwest China are predominantly 
derived from circulating local strains”, Scientific Report, vol. 
8, No. 12831 (August 2018).

123 X. E. Ge and others, “Epidemiological characteristics of 
HIV/AIDS in Guangxi, 2009–2011”, South China Journal 
of Preventive Medicine, vol. 39, (2013).

124 World Bank, East Asia and Pacific Region, Human Devel-
opment Unit, China: The Epidemiological and Behavioral 
Dynamos of the HIV Epidemic in Guangxi Province – Synthe-
sis Report (February 2007).

125 Xi Hu and others, “HIV late presentation and advanced 
HIV disease among patients with newly diagnosed HIV/
AIDS in Southwestern China: a large-scale cross-sectional 
study”, AIDS Research and Therapy, vol. 16. No. 1 (March 
2019). 
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among PWID found in a recent meta-analysis in 
Central Asia.134 The largest subregional number of 
PWID living with hepatitis C was found in East 
and South-East Asia, with 1.9 million overall, rep-
resenting a third of the global total.

Almost one million people who 
inject drugs are infected with 
hepatitis B
The joint UNODC/WHO/UNAIDS/World Bank 
2018 global estimate of the prevalence of hepatitis 
B among PWID is 8.3 per cent; in other words, an 
estimated 940,000 PWID are estimated to be living 
with an active hepatitis B infection.135 This estimate 
is based on data for 93 countries, covering 71 per 
cent of all PWID aged 15–64 worldwide. Full data 
coverage was reached in Eastern Europe, South Asia 
and South-West Asia, whereas in Southern Africa, 
the Near and Middle East, East and South-East Asia, 
West and Central Africa, South America, the Car-
ibbean and Central America, data on hepatitis B 
among PWID were more limited. 

The prevalence of hepatitis B was highest in South-
West Asia (19.2 per cent), whereas the three 
countries in that subregion, Afghanistan, Iran 
(Islamic Republic of ) and Pakistan, accounted for 
less than 16 per cent of all hepatitis B cases among 
PWID globally. By contrast, a prevalence of 4.3 per 
cent was reported among the general population in 
Pakistan.136 Similarly, the prevalence of hepatitis B 
among PWID was as high as 14.6 per cent in the 
Near and Middle East.

134 Botheju S. P. Welathanthrige and others, “The epidemiol-
ogy of hepatitis C virus in Central Asia: systematic review, 
meta-analyses, and meta-regression analyses”, Scientific 
Reports, vol. 9, No. 1 (February 2019). 

135 The HBV prevalence estimate is intended to refer to active 
infection (HBsAg), rather than anti-HBc, which indicates 
previous exposure. However, it is not always possible to  
differentiate that in the data reported to UNODC.

136 Muhammad Ali and others, “Hepatitis B virus in Pakistan: a 
systematic review of prevalence, risk factors, awareness status 
and genotypes”, Virology Journal, vol. 8, No. 102 (March 
2011). 

C-related morbidity and mortality continue to rise, 
mainly as a result of cirrhosis, hepatocellular carci-
noma and death in cases of untreated hepatitis C.131 

UNODC, WHO, UNAIDS and the World Bank 
jointly estimated the prevalence of hepatitis C among 
PWID worldwide in 2018 to be 48.5 per cent, or 
5.5 million (range: 4 million to 7.8 million) people 
aged 15–64. This estimate is based on estimates in 
108 countries, covering 94 per cent of the estimated 
global number of PWID. Data on hepatitis C preva-
lence were available for all estimated PWID in 
Eastern Europe, South-Eastern Europe, North 
America, South-West Asia, South Asia, Central Asia 
and Transcaucasia, but for none in Central America, 
and for only 31 and 32 per cent, respectively, of all 
PWID in the Caribbean and West and Central 
Africa. Overall, reports from 69 per cent of countries 
(74 out of 108 countries) could be graded as “class 
A methodology” (seroprevalence study), 132 and new 
or updated estimates for hepatitis C among PWID 
were available for 35 countries in total in 2018. 

Although data coverage was low in the Caribbean, 
the highest prevalence of hepatitis C among PWID 
was found in that subregion, at 76 per cent, followed 
by East and South-East Asia, Western and Central 
Europe, North America, and Central Asia and Tran-
scaucasia, where it ranged between 61 and 54 per 
cent. In North Africa, a hepatitis C prevalence of 
25 per cent was found among PWID, compared 
with a combined prevalence in the general popula-
tion (>15 years) in North Africa and the Middle 
East estimated at 3.1 per cent.133 In Central Asia, a 
hepatitis C prevalence of 54 per cent was found 
among PWID, compared with a range of 0.5 to 
13.1 per cent  among the general population. 

The 2018 UNODC/WHO/UNAIDS/World Bank 
estimate of the prevalence of hepatitis C among 
PWID in Central Asia is in line with the 52 per cent 

131  Jeffrey D. Stanaway and others, “The global burden of 
viral hepatitis from 1990 to 2013: findings from the Global 
Burden of Disease Study 2013”, Lancet, vol. 388, No. 
10049 (September 2016), pp. 1081–1088.

132 Bradley M. Mathers and others, “Global epidemiology of 
injecting drug use and HIV among people who inject drugs: 
a systematic review”, Lancet, vol. 372, No. 9651 (November 
2008), pp. 1733–1745.

133 Erin Gower and others, “Global epidemiology and genotype 
distribution of the hepatitis C virus infection”, Journal of 
Hepatology, vol. 61, No. 1 (November 2014), pp. S45–S57.
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GLOSSARY

amphetamine-type stimulants — a group of sub-
stances composed of synthetic stimulants controlled 
under the Convention on Psychotropic Substances 
of 1971 and from the group of substances called 
amphetamines, which includes amphetamine, meth-
amphetamine, methcathinone and the 
“ecstasy”-group substances (3,4-methylenedioxym-
ethamphetamine (MDMA) and its analogues).

amphetamines — a group of amphetamine-type 
stimulants that includes amphetamine and 
methamphetamine.

annual prevalence — the total number of people of 
a given age range who have used a given drug at 
least once in the past year, divided by the number 
of people of the given age range, and expressed as a 
percentage.

coca paste (or coca base) — an extract of the leaves 
of the coca bush. Purification of coca paste yields 
cocaine (base and hydrochloride).

“crack” cocaine — cocaine base obtained from 
cocaine hydrochloride through conversion processes 
to make it suitable for smoking.

cocaine salt — cocaine hydrochloride.

drug use — use of controlled psychoactive substances 
for non-medical and non-scientific purposes, unless 
otherwise specified.

fentanyls -   fentanyl and its analogues.

new psychoactive substances — substances of abuse, 
either in a pure form or a preparation, that are not 
controlled under the Single Convention on Narcotic 
Drugs of 1961 or the 1971 Convention, but that 
may pose a public health threat. In this context, the 
term “new” does not necessarily refer to new inven-
tions but to substances that have recently become 
available.

opiates — a subset of opioids comprising the various 
products derived from the opium poppy plant, 
including opium, morphine and heroin.

opioids — a generic term that refers both to opiates 
and their synthetic analogues (mainly prescription 
or pharmaceutical opioids) and compounds synthe-
sized in the body.

problem drug users — people who engage in the 
high-risk consumption of drugs. For example, 
people who inject drugs, people who use drugs on 
a daily basis and/or people diagnosed with drug use 
disorders (harmful use or drug dependence), based 
on clinical criteria as contained in the Diagnostic 
and Statistical Manual of Mental Disorders (fifth edi-
tion) of the American Psychiatric Association, or 
the International Classification of Diseases and Related 
Health Problems (tenth revision) of WHO. 

people who suffer from drug use disorders/people with 
drug use disorders — a subset of people who use 
drugs. Harmful use of substances and dependence 
are features of drug use disorders. People with drug 
use disorders need treatment, health and social care 
and rehabilitation.

harmful use of substances — defined in the Interna-
tional Statistical Classification of Diseases and Related 
Health Problems (tenth revision) as a pattern of use 
that causes damage to physical or mental health.

dependence — defined in the International Statistical 
Classification of Diseases and Related Health Problems 
(tenth revision) as a cluster of physiological, behav-
ioural and cognitive phenomena that develop after 
repeated substance use and that typically include a 
strong desire to take the drug, difficulties in control-
ling its use, persisting in its use despite harmful 
consequences, a higher priority given to drug use 
than to other activities and obligations, increased 
tolerance, and sometimes a physical withdrawal 
state.

substance or drug use disorders — referred to in the 
Diagnostic and Statistical Manual of Mental Disorders 
(fifth edition) as patterns of symptoms resulting 
from the repeated use of a substance despite expe-
riencing problems or impairment in daily life as a 
result of using substances. Depending on the 
number of symptoms identified, substance use dis-
order may be mild, moderate or severe.

prevention of drug use and treatment of drug use dis-
orders — the aim of “prevention of drug use” is to 
prevent or delay the initiation of drug use, as well 
as the transition to drug use disorders. Once a person 
develops a drug use disorder, treatment, care and 
rehabilitation are needed.
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REGIONAL GROUPINGS 

The World Drug Report uses a number of regional 
and subregional designations. These are not official 
designations, and are defined as follows:
• East Africa: Burundi, Comoros, Djibouti, Eritrea, 

Ethiopia, Kenya, Madagascar, Mauritius, Rwanda, 
Seychelles, Somalia, South Sudan, Uganda, 
United Republic of Tanzania and Mayotte

• North Africa: Algeria, Egypt, Libya, Morocco, 
Sudan and Tunisia

• Southern Africa: Angola, Botswana, Eswatini, 
Lesotho, Malawi, Mozambique, Namibia, South 
Africa, Zambia, Zimbabwe and Reunion

• West and Central Africa: Benin, Burkina 
Faso, Cabo Verde, Cameroon, Central African 
Republic, Chad, Congo, Côte d’Ivoire, 
Democratic Republic of the Congo, Equatorial 
Guinea, Gabon, Gambia, Ghana, Guinea, 
Guinea-Bissau, Liberia, Mali, Mauritania, Niger, 
Nigeria, Sao Tome and Principe, Senegal, Sierra 
Leone, Togo and Saint Helena

• Caribbean: Antigua and Barbuda, Bahamas, 
Barbados, Cuba, Dominica, Dominican Republic, 
Grenada, Haiti, Jamaica, Saint Kitts and Nevis, 
Saint Lucia, Saint Vincent and the Grenadines, 
Trinidad and Tobago, Anguilla, Aruba, Bonaire, 
Netherlands, British Virgin Islands, Cayman 
Islands, Curaçao, Guadeloupe, Martinique, 
Montserrat, Puerto Rico, Saba, Netherlands, Sint 
Eustatius, Netherlands, Sint Maarten, Turks and 
Caicos Islands and United States Virgin Islands

• Central America: Belize, Costa Rica, El Salvador, 
Guatemala, Honduras, Nicaragua and Panama

• North America: Canada, Mexico and United 
States of America, Bermuda, Greenland and Saint-
Pierre and Miquelon 

• South America: Argentina, Bolivia (Plurinational 
State of ), Brazil, Chile, Colombia, Ecuador, 
Guyana, Paraguay, Peru, Suriname, Uruguay, 
Venezuela (Bolivarian Republic of ) and Falkland 
Islands (Malvinas)

• Central Asia and Transcaucasia: Armenia, 
Azerbaijan, Georgia, Kazakhstan, Kyrgyzstan, 
Tajikistan, Turkmenistan and Uzbekistan

• East and South-East Asia: Brunei Darussalam, 
Cambodia, China, Democratic People’s Republic 

of Korea, Indonesia, Japan, Lao People’s 
Democratic Republic, Malaysia, Mongolia, 
Myanmar, Philippines, Republic of Korea, 
Singapore, Thailand, Timor-Leste, Viet Nam, 
Hong Kong, China, Macao, China, and Taiwan 
Province of China

• South-West Asia: Afghanistan, Iran (Islamic 
Republic of ) and Pakistan 

• Near and Middle East: Bahrain, Iraq, Israel, 
Jordan, Kuwait, Lebanon, Oman, Qatar, Saudi 
Arabia, State of Palestine, Syrian Arab Republic, 
United Arab Emirates and Yemen

• South Asia: Bangladesh, Bhutan, India, Maldives, 
Nepal and Sri Lanka 

• Eastern Europe: Belarus, Republic of Moldova, 
Russian Federation and Ukraine

• South-Eastern Europe: Albania, Bosnia and 
Herzegovina, Bulgaria, Croatia, Montenegro, 
North Macedonia, Romania, Serbia, Turkey and 
Kosovo137

• Western and Central Europe: Andorra, Austria, 
Belgium, Cyprus, Czechia, Denmark, Estonia, 
Finland, France, Germany, Greece, Hungary, 
Iceland, Ireland, Italy, Latvia, Liechtenstein, 
Lithuania, Luxembourg, Malta, Monaco, 
Netherlands, Norway, Poland, Portugal, San 
Marino, Slovakia, Slovenia, Spain, Sweden, 
Switzerland, United Kingdom of Great Britain 
and Northern Ireland, Faroe Islands, Gibraltar 
and Holy See

Oceania (comprised of four sub-regions): 
• Australia and New Zealand: Australia and New 

Zealand
• Polynesia: Cook Islands, Niue, Samoa, Tonga, 

Tuvalu, French Polynesia, Tokelau and Wallis and 
Futuna Islands

• Melanesia: Fiji, Papua New Guinea, Solomon 
Islands, Vanuatu and New Caledonia

• Micronesia: Kiribati, Marshall Islands, Micronesia 
(Federated States of ), Nauru, Palau, Guam and 
Northern Mariana Islands

137 All references to Kosovo in the World Drug Report should 
be understood to be in compliance with Security Council 
resolution 1244 (1999).




