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Foreword

Foreword

THis EXECUTIVE SUMMARY PROVIDES A SYNTHESIS
of findings from reports presented and data
prepared for the 66th semiannual meeting of
the National Institute on Drug Abuse (NIDA)
Community Epidemiology Work Group (CEWG)
held in Chicago, Illinois, on June 10-12, 2009.
The CEWG is a network of researchers from sen-
tinel sites throughout the United States. It meets
semiannually to provide ongoing community-
level public health surveillance of drug abuse
through presentation and discussion of quantita-
tive and qualitative data. CEWG representatives
access multiple sources of existing data from
their local areas to report on drug abuse patterns
and consequences in their areas and to provide an
alert to potentially emerging new issues. Local
area data are supplemented, as possible, with
data available from federally-supported projects,
such as the Substance Abuse and Mental Health
Services Administration (SAMHSA) Drug Abuse
Warning Network (DAWN), Drug Enforcement
Administration (DEA) National Forensic Labora-
tory Information System (NFLIS), and the DEA
Heroin Domestic Monitor Program (HDMP).
This descriptive and analytic information is used
to inform the health and scientific communities
and the general public about the current nature
and patterns of drug abuse, emerging trends, and
consequences of drug abuse.

The CEWG convenes twice yearly, in Janu-
ary and June. For the June meetings, CEWG
representatives prepare full reports on drug abuse
patterns and trends in their areas. After the meet-
ing, a Highlights and Executive Summary Report
is produced, and the full CEWG area reports are
included in a second volume.

The majority of the June 2009 meeting was
devoted to the CEWG area reports and presenta-
tions. CEWG area representatives presented data
on drug abuse patterns and trends. After the area

reports, breakout groups were formed to discuss
key drug abuse indicators and to review meeting
findings by area and region. In addition, discus-
sions were held on emerging drug problems and
issues across CEWG areas. Presentations on drug
abuse patterns and issues were also provided by
guest researchers from Canada and the Nether-
lands. Other highlights of the meeting included:
presentations by DEA representatives Cassan-
dra Prioleau, Ph.D., and Artisha Polk, M.P.H.,
on emerging drugs of concern, and Michael
Vrakatitsis, J.D., on recent trends in metham-
phetamine trafficking; a presentation on findings
from DAWN emergency department data for
2004-2007 by Elizabeth Crane, Ph.D., M.P.H.,
from SAMHSA; an update from the Office of
National Drug Control Policy on the Arrestee
Drug Abuse Monitoring (ADAM) II data sys-
tem by M. Fe Caces, Ph.D.; a presentation on the
Latin American drug abuse network, the Inter-
America Drug Abuse Control Commission, by
Marya Hynes Dowell, M.H.S.; and a presenta-
tion from Chyvette Williams, Ph.D., on NIDA-
supported HIV research in the Chicago area.
The Proceedings of the Community Epidemi-
ology Work Group for the June 2009 CEWG
meeting is published in two volumes. This vol-
ume highlights findings across CEWG areas. Full
local area and international reports are presented
in Volume II. Readers of this report are directed
to Volume II for a more detailed description of
data sources and presentation of data from the
CEWG areas.

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

Section l. Introduction

THE 66TH SEMIANNUAL MEETING OF THE COMMU-
nity Epidemiology Work Group (CEWG) was
held on June 10-12, 2009, in Chicago, Illinois.
During the meeting, researchers from 20 geo-
graphically dispersed areas in the United States
reported on current trends and emerging issues in
their areas. In addition to the information pro-
vided for 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, the Netherlands, and
Latin America.

The CEWG Network

The CEWG is a unique epidemiology network
that has functioned since 1976 as a drug abuse
surveillance system to identify and assess cur-
rent and emerging drug abuse patterns, trends,
and issues, using multiple sources of informa-
tion. Each source provides information about the
abuse of particular drugs, drug-using populations,
and/or different facets of the behaviors and

San Fra ‘
Los Angeles b
San Diego J

a

Honolulu A

outcomes related to drug abuse. The information
obtained from each source is considered a drug
abuse indicator. Typically, indicators do not pro-
vide estimates of the number (prevalence) of drug
abusers at any given time or the rate at which
drug-abusing populations may be increasing or
decreasing in size. However, indicators do help to
characterize drug abuse trends and different types
of drug abusers (such as those who have been
treated in hospital emergency departments, admit-
ted to drug treatment programs, or died with drugs
found in their bodies). Data on items submitted
for forensic chemical analysis serve as indicators
of availability of different substances and engage-
ment of law enforcement at the local level, and
data such as drug price and purity are indicators
of availability, accessibility, and potency of spe-
cific drugs. Drug abuse indicators are examined
over time to monitor the nature and extent of drug
abuse and associated problems within and across
geographic areas. The CEWG areas on which
presentations were made at the June 2009 meet-
ing are depicted in the map below, with one area

iami/Ft. Lauderdale

® Sentinel CEWG area

A Area represented by guest researcher
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presentation including data on Baltimore, Mary-
land, and Washington, DC.

CEWG Meetings

The CEWG convenes semiannually; these meet-
ings continue to be a major and distinguishing
feature of the workgroup. CEWG representatives
and guest researchers present information on
drug abuse patterns and trends in their areas, and
personnel from Federal agencies provide updates
of data sets used by the CEWG. In addition, 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 prob-
lems and related health and social consequences.
Through the meetings, the CEWG accomplishes
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

At the semiannual meetings, CEWG repre-
sentatives address issues identified in prior meet-
ings and, subsequently, identify drug abuse issues
for follow-up in the future.

In addition to CEWG area presentations, time
at each meeting is devoted to presentations by
invited speakers. These sessions typically focus
on the following:

* Presentations by researchers in the CEWG host
city

» 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 representatives can
alert one another to the emergence of a poten-
tially new drug of abuse. 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 post-meeting communications.

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.

Availability of data varies by area so report-
ing varies by area. Examples of types of data
reviewed by CEWG representatives to derive
drug indicators include the following:

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

* Drug-involved emergency department (ED)
reports of drugs mentioned in ED records in
the Drug Abuse Warning Network (DAWN)
Live! data system, along with weighted esti-
mates from the DAWN system available for
2004-2007 for this report

* Seizure, average price, average purity, and
related data obtained from the Drug Enforce-
ment Agency (DEA) and from State and local
law enforcement agencies

Drug-related deaths reported by medical exam-
iner (ME) or local coroner offices or State pub-
lic health agencies

* Arrestee urinalysis results and other toxicology
data

e Surveys of drug use

¢ Poison control center data

2 Proceedings of the Community Epidemiology Work Group, Vol. I, June 2009



Section I. Introduction

Sources of data used by several or most of
the CEWG area representatives and presented in
this Highlights and Executive Summary Report
are summarized below, along with some cave-
ats related to their use and interpretation. The
terminology that a particular data source uses to
characterize a drug, for example, cannabis versus
marijuana, is replicated here.

Treatment data were derived from CEWG
area reports. For this report, they represent data
for 15 CEWG metropolitan areas and 6 States:
Hawai‘i, Florida, Maine, Maryland, Texas, and
Colorado. Recent or complete treatment admis-
sions data were not available for San Francisco,
Chicago, Cincinnati, and Washington, DC. Data
for several States are included with metropolitan
data for comparison, including data for Colorado
with Denver, Hawai‘i with Honolulu, and Florida
with Miami/Dade County and Ft. Lauderdale/
Broward County. The latter two counties in South
Florida are part of the Miami Metropolitan Sta-
tistical Area (MSA). The reporting period is cited
as calendar year (CY) 2008, since all area rep-
resentatives reported data for that time interval.
Appendix table 1 shows overall treatment admis-
sions data by drug and CEWG area for the current
reporting period. Table 2 in section II and several
tables in section III (tables 3-6, 811, 13—14,
23, 26, 28-30) also display cross-area treatment
admissions data as do several figures in section 11
(figures 2, 8, 10, and 15).

DAWN ED' weighted estimates for 12
CEWG areas for 2004 through 2007 were pro-
vided by the Office of Applied Studies (OAS),
Substance Abuse and Mental Health Services
Administration (SAMHSA). DAWN ED data

'"DAWN uses a national sample of non-Federal, short-stay,
general surgical and medical hospitals in the United States
that operate 24-hour EDs. The American Hospital Asso-
ciation (AHA) 2001 Annual Survey is the source of the
sample. ED medical records are reviewed retrospectively
for recent drug use. Visits related to most types of drug use
or abuse cases are identified and documented. Drug cases
encompass three visit categories: those related to illegal

or illicit drugs; nonmedical use of prescription, over-the-
counter, or other pharmaceutical drugs; and alcohol among
patients under the legal drinking age of 21, and patients of
all ages when used in combination with other drugs.

are presented in Section III tables as estimated
numbers and rates per 100,000 population for
ED visits for selected drugs (tables 7, 12, 1620,
22, 27, 31, 34-36). The data represent drug
reports for drug-involved visits for illicit drugs
(derived from the category of “major substances
of abuse,” excluding alcohol) and the nonmedical
use of selected pharmaceutical drugs. Nonmedi-
cal use of pharmaceuticals is use that involves:
taking a prescription or over-the-counter (OTC)
pharmaceutical differently than prescribed or
recommended, especially taking more than pre-
scribed or recommended; taking a pharmaceuti-
cal prescribed for another individual; deliberate
poisoning with a pharmaceutical agent by another
person; and documented misuse of a prescription
or OTC pharmaceutical or dietary supplement.
Nonmedical use may involve pharmaceuticals
alone or in combination with other drugs, espe-
cially illegal drugs or alcohol. Since drug reports
exceed the number of ED visits because a patient
may report use of multiple drugs (up to six drugs
plus alcohol), summing of drugs across catego-
ries is not recommended. A description of the
DAWN system can be found at Attp://dawninfo.
samhsa.gov. The estimates in section III repre-
sent MSAs for all reporting CEWG areas, with
three exceptions: New York City, which repre-
sents the Five Boroughs Division only; Miami,
which represents the Miami/Dade County Divi-
sion only; and San Francisco, which represents
the San Francisco Division only, including San
Francisco, San Mateo, and Marin Counties.
Forensic laboratory data for a total of 22
CEWG sites were available for CY 2008. Data
for all CEWG metropolitan areas in 2008 were
provided by the National Forensic Laboratory
Information System (NFLIS), maintained by the
DEA. NFLIS is a program in the DEA Office
of Diversion Control which systematically and
continuously collects results from drug analy-
ses of items received from drug seizures by law
enforcement authorities. Drug analyses are con-
ducted by Federal (DEA) forensic laboratories
and participating State and local forensic labo-
ratories. As of October 2008, in addition to the

Proceedings of the Community Epidemiology Work Group, Vol. I, June 2009 3
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DEA laboratories, the NFLIS system included
47 State systems, 95 local or municipal labora-
tories, and 1 territorial laboratory, representing a
total of 278 individual laboratories. These labo-
ratories handled over 88 percent of the Nation’s
nearly 1.2 million annual State and local drug
analysis cases. Data are entered daily based on
seizure date and the county in which the seizure
occurred. NFLIS provides detailed informa-
tion on the prevalence and types of controlled
substances secured in law enforcement opera-
tions, and assists in identifying emerging drug
problems and changes in drug availability and in
monitoring illicit drug use and trafficking, includ-
ing the diversion of legally manufactured drugs
into illegal markets. A list of participating and
reporting State and local forensic laboratories is
included in Appendix B of the Office of Diver-
sion Control (2008) report, National Forensic
Laboratory Information System: Midyear Report
2008 (Washington, DC: U.S. Drug Enforcement
Administration). Boston reports forensic drug
seizure data from the Massachusetts Department
of Public Health Drug Analysis Laboratory to
supplement NFLIS reports. In most cases, data
are for MSAs, rather than single metropolitan
counties, but the exact geographic areas cov-
ered in this report are defined in appendix table
2. A map displaying NFLIS data for 2008 for 22
CEWG areas is included as figure 17 in section 11,
while table 1 in section II and a number of tables
and figures in section III (tables 15, 21, 32-33,
and figures 18-21), along with appendix tables
2.1-2.22, are provided to display the data on
forensic laboratory drug items identified for the
period across areas. CEWG area reports in Vol-
ume II of this meeting report also include NFLIS
data for CEWG areas.

Illicit drug price data for CEWG metro-
politan areas in CY 2008 were provided by the
report, “National Illicit Drug Prices,” published
in June and December 2008 by the National Drug
Information Center (NDIC), U.S. Department of
Justice. Data from these reports are included for
the following CEWG areas: Atlanta, Chicago,
Cincinnati, Detroit, Los Angeles, Maine, Miami,

New York City, Philadelphia, San Francisco,
St. Louis, Texas, and the Baltimore, Maryland,
and Washington, DC area. Information from
the DEA report, 2007 Heroin Domestic Moni-
tor Program (HDMP) Drug Intelligence Report,
published November 2008, was included in
reports from the Minneapolis/St. Paul area and
Texas. The reader is referred to the January 2009
CEWG meeting report (www.drugabuse.gov/
PDF/CEWG/CEWGJan09508Compliant.pdf) for
the most recent price and purity data (CY 2007)
from the DEA for other areas.

DEA ARCOS (Automation of Reports
and Consolidated Orders System) data were
presented by CEWG area representatives in the
following CEWG full area reports contained in
Volume II: Los Angeles, Philadelphia, and the
report from Baltimore, Maryland, and Washing-
ton, DC. ARCOS is an automated, comprehen-
sive drug reporting system that monitors the flow
of DEA-controlled substances from their point
of manufacture through commercial distribution
channels to point of sale or distribution at the
dispensing/retail level. The following controlled
substance transactions are tracked by ARCOS: all
Schedule I and II materials (manufacturers and
distributors); Schedule III narcotic and gamma
hydroxybutyric acid (GHB) materials (manufac-
turers and distributors); and selected Schedule 111
and IV psychotropic drugs (manufacturers only).

Local drug-related mortality data from
medical examiners/coroners (ME/Cs) or State
public health agencies were reported for 19
CEWG areas: Atlanta, Boston, Chicago, Cincin-
nati, Denver, Detroit, Honolulu, Los Angeles,
Maine, Miami, Minneapolis/St. Paul, New York
City, Philadelphia, San Diego, San Francisco,
Seattle, St. Louis, Texas, and the Baltimore,
Maryland, and Washington, DC area. These are
described in Volume II and shown in figures 1,
5b, 9, and 11 in section II of this report.

Other data cited in this report were local
data accessed and analyzed by CEWG represen-
tatives. The sources included: local law enforce-
ment (e.g., data on drug arrests); local DEA
offices (DEA field reports); High Intensity Drug
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Trafficking Area (HIDTA) reports; arrestee drug
information from the Arrestee Drug Abuse Moni-
toring (ADAM) II system; poison control centers
and help lines; prescription drug monitoring sys-
tems; local and State surveys; and key informants
and ethnographers (figure 6, section II reports
poison control call data, while figures 4 and 5a
display hospital admissions/discharge data for
CEWG areas, and figure 12, prison admissions
data).

A Note to the Reader—Caveats

Terminology and Geographic Coverage—The
CEWG representatives use existing data, which
are subject to the definitions and geographic cov-
erage of the source data. Representatives gener-
ally use the terminology as it is used in the data
source. For example, many treatment systems
use the phrase “other opiates™ for classifying opi-
ates® or opioids® other than heroin as the primary
problem at admission. The term “other opiates” is
therefore retained in this summary report, and the
terms “other opiates” and “opioids” may be used
in a single area report. Similarly, the term “pre-
scription-type opioid” is used by some represen-
tatives to distinguish synthetic or semisynthetic
opioids, such as oxycodone and hydrocodone,
from heroin. The geographic coverage of data
sources may vary within a CEWG area report.
Readers are directed to the Volume II full CEWG
area reports for a more complete description of
data sources used in specific areas. In this sum-
mary report, in most cases, the general name of
the CEWG area will be used for data sources.
For the DAWN and NFLIS data, the specific geo-
graphic coverage will be noted in footnotes. For
example, appendix table 2 presents the NFLIS
data for each area and footnotes specify the cov-
erage. The geographic coverage for the DAWN

2 Opiate is defined as “Any preparation or derivative of
opium” by Stedman’s Medical Dictionary — 28th Edition,
Lippincott Williams and Wilkins, Baltimore, MD: c. 2006.
3 Opioid is defined as “Originally a term denoting synthetic
narcotics resembling opiates but increasingly used to refer
to both opiates and synthetic narcotics” by Stedman'’s
Medical Dictionary — 28th Edition, Lippincott Williams
and Wilkins, Baltimore, MD: ¢. 2006.

weighted estimates presented in this report has
been described previously under Data Sources.

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 collec-
tion methods, and reporting periods. Therefore,
changes in admissions bear a complex relation-
ship to drug abuse prevalence. Treatment data
on primary abuse of specific drugs in this report
represent percentages of total admissions, both
including and excluding primary alcohol admis-
sions. Percentage distributions based on total
treatment admissions by drug, including primary
alcohol admissions, were used for all cross-area
comparisons. Data on demographic characteris-
tics (gender, race/ethnicity, and age group) and
route of administration of particular drugs were
provided for some CEWG areas and reported in
full area reports. The numbers of admissions for
alcohol and other drugs in 2008 are presented for
21 reporting CEWG sites/areas in appendix table
1, with rankings documented in section II, table 2.
Treatment data are not totally comparable across
CEWG areas, and differences are noted inso-
far as possible. Treatment numbers are subject
to change. Most of the CEWG area representa-
tives report Treatment Episode Data Set (TEDS)*
data accessed from local treatment programs or
States, and these data are included in cross-areca
comparison tables in this report (table 2; section
111, tables 3—6, 811, 13-14, 23-26, 28-30, and
appendix table 1).

ED Drug Reports—For this meeting report,
weighted estimate data were provided to area
representatives by OAS, SAMHSA, from the
DAWN system for 2004-2007, with statistical
tests of differences using #-tests and p-values.
These data were used in full area reports by 6 of
the 11 area representatives for whom such data
were available in the DAWN system. These areas
are: Chicago, Denver, Minneapolis/St. Paul, New

“TEDS is an administrative data system providing descrip-
tive information about the national flow of admissions to
speciality providers of substance abuse treatment, con-
ducted by OAS, SAMHSA.

Proceedings of the Community Epidemiology Work Group, Vol. I, June 2009 5
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York City, San Francisco, and Phoenix. When
comparisons are made across time periods with
a CEWG area, this caveat is needed: statements
about drug-involved ED weighted rates in CEWG
areas being higher or lower in 1 year than another
year are only made when their respective z-test
p-values are significant at the .05 level or below.
Otherwise, no difference is reported.’

Forensic Laboratory Drug Items Identi-
fied—NFLIS includes drug chemistry results
from completed analyses only; drug evidence
secured by law enforcement but not analyzed
in laboratories is not included in the NFLIS
database. State and local policies related to the
enforcement and prosecution of specific drugs
may affect drug evidence submissions to labo-
ratories for analysis. Laboratory policies and
procedures for handling drug evidence vary, and
range from analysis of all evidence submitted to
the laboratory to analysis of selected items only.

Many laboratories did not analyze the evidence
when a case was dismissed or if no defendant

SEstimates of ED visits associated with misuse and abuse
of drugs are derived by applying sampling weights to

data from a stratified probability sample of hospitals. The
estimates obtained are of drug-involved visits. A single

ED visit may involve multiple drugs which are counted
separately. Where ED visits involve multiple drugs, such
visits appear multiple times in a table. Therefore, sum-
ming ED visits as reported in these tables will produce
incorrect and inflated counts of ED visits. Combining
estimates for categories of drugs is subject to a similar
limitation. Multiple drugs may be involved in a single visit
so categories are not mutually exclusive and will not sum
to 100 percent when percentages are calculated. Because
multiple substances may be recorded for each DAWN case,
caution is necessary in interpreting the relationship between
a particular drug and the number of associated visits. It is
important to note that a drug-involved ED visit is any ED
visit related to recent drug use. This is the new definition
of a DAWN case as of 01/01/03. One or more drugs have
to be implicated only in the visit; they do not necessarily
have to have precipitated or caused the visit. These are
visits, not patients, such that they are duplicated numbers to
an unknown extent rather than being unique numbers. See:
U.S. Department of Health and Human Services, Substance
Abuse and Mental Health Services Administration, Office
of Applied Studies, Drug Abuse Warning Network, 2006:
National Estimates of Drug-Related Emergency Depart-
ment Visits. DAWN Series D-30, DHHS Publication No.
(SMA) 08-4339, Rockville, MD, 2008.

could be identified (see NFLIS 2008 Midyear
Report cited earlier). Differences in local/State
laboratory procedures and law enforcement prac-
tices across areas make area comparisons inexact.
Also, the data cannot be used for prevalence esti-
mates, because they are not adjusted for popula-
tion size. They are reported as the percentage that
each drug represents of the total number of drug
items seized and identified by forensic laborato-
ries 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 provided by DEA to
the CEWG has changed recently to assignment
based on the geographic location from which
items were submitted for identification, rather
than the location of the laboratory that performed
the item identification, 2007 and 2008 NFLIS
data cannot be compared with pre-2007 data pre-
sented in prior CEWG reports. The nature of the
reporting system is such that there may be a time
lag between the time of seizure, the time of anal-
ysis of drug items, and the time of reporting to
the NFLIS system. Therefore, differences in the
number of drug items for a specified time period
may occur when NFLIS is queried at different
times, since data input is daily and cases may be
held for different periods of time before analy-
sis and reporting in various areas and agencies.
Numbers of drug items presented in these reports
are subject to change and may differ when drawn
on different dates.

Deaths—Mortality data may represent
the presence of a drug detected in a decedent
or overdose deaths. The mortality data are not
comparable across areas because of variations 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,
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Section I. Introduction

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.

Arrest and Seizure Data—The numbers of
arrests and quantities of drugs seized may reflect
enforcement policy and resources, rather than
level of abuse.

Local Area Comparisons

The following methods and considerations
pertain to local area comparisons:

* Local areas vary in their reporting periods.
Some indicators reflect fiscal periods that may
differ among local areas. In addition, the time-
lines of data vary, particularly for death and
treatment indicators. Spatial units defining a
CEWG area may also differ depending on the
data source. Care has been taken to delineate
the definition of the geographic unit under study
for each data source, whether a city, a single
metropolitan county, an 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, midwestern,
and western regions. Texas is included in the
western region in this report, rather than in
the census-defined southern region, based on
member recommendations concerning area
comparability of drug patterns and similarity
of population characteristics to other western
areas.

* In section III of this report, percentages for
treatment program admissions are calculated
and presented in two ways: excluding primary
alcohol admissions from the total on which
the percentages are based, and including pri-
mary alcohol admissions in the total on which
percentages are based. However, all cross-
area comparisons use only the latter measure,
with the exception of tables 6, 11, 26, and in
section III, 30, which show changes in treat-
ment admissions over the 5-year period from
2004-2008, where data were available, and
exclude primary alcohol treatment admissions
from denominators.

* Nearly all treatment data in the cross-area com-
parison section of this report cover January
through December of 2008, which is character-
ized as the current reporting period.

* Weighted ED estimates are available for
2004-2007, and statistically significant differ-
ences over time within an area are provided in
tables 7, 12, 16-20, 22, 27, 31, and 34-36 in
section III of this report.

e Some indicator data are unavailable for certain
cities. Therefore, the symbol, “NR,” in tables
refers to data not reported by the CEWG area
representative.

* The population racial/ethnic composition
differs across CEWG areas. Readers are directed
to the individual CEWG full area reports in
Volume II of this report for information regard-
ing treatment patterns and trends pertaining to
race/ethnicity, age, and gender.
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Section Il. Highlights and Summary

Section Il. Highlights and Summary
of Key Findings and Emerging Drug
Issues From the June 2009 CEWG

Meeting

THE CORNERSTONE OF THE CEWG MEETING 1S
the CEWG area report. Area representatives pro-
vide 20-minute presentations summarizing the
most recent data pertaining to illicit and abused
drugs and noting changes since the prior meet-
ing. These data are viewed as indicators of the
drug problem in an area. Indicators reflect dif-
ferent aspects of the drug abuse situation in
an area, such as prevalence of abuse of drugs
(e.g.,survey findings), consequences of drug abuse
(e.g., drug-involved ED reports, substance abuse
treatment admissions, and drug-related deaths),
and availability of abused substances or law
enforcement engagement (e.g., drug seizures).
Qualitative information from ethnographic stud-
ies or local key informants is also used to describe
drug use patterns and trends, and may be particu-
larly informative in the early identification of new
issues or substances being misused or abused.

In presenting area reports, CEWG repre-
sentatives are invited to use their professional
judgment and knowledge of the local context to
provide an overall characterization of the indica-
tors for their areas, as possible, given available
data; that is, to assess whether indicators appear
to be stable, increasing, decreasing, or are mixed
so that no consistent pattern is discernable.
CEWG representatives may also provide an over-
all characterization of the level of the indicators
as high, moderate, or low, or identify when par-
ticular drugs are considered to be the dominant
drugs of abuse in an area. Some indicators are
sensitive to recent changes in local policy or law
enforcement focus; therefore, representatives use
their knowledge of the local context in describing
and interpreting data available for their area.

Abstracts and full area reports reflecting the
CEWG area presentations are included in Volume
II of this report. Area reports document and sum-
marize drug abuse trends and issues in specific
CEWG areas, with an emphasis on information
newly available since the January 2009 meeting
reports. The availability of data varies by area.
Readers are directed to the Data Sources section
of the Volume II reports to determine which data
sources were reviewed for particular areas.

Subsequent to the CEWG meeting, data
available across a majority of CEWG areas,
such as substance abuse treatment admissions
and information from NFLIS and DAWN, are
reviewed. These data are presented in section III
of this report and in appendix tables 2.1-2.22.
Highlights from these cross-area tabulations are
also included in this section.

For the June 2009 CEWG meeting, CEWG
representatives were invited to provide an over-
view and update on drug abuse trends in their
areas for the most recent calendar year. Follow-
ing the June 2009 area presentations, CEWG
representatives convened in small work groups
organized by region to discuss local issues in the
regional context and to facilitate the identification
of issues and patterns within and across regions.
Key findings and issues identified at the CEWG
meeting are highlighted in section II, with more
detail provided in Volume II.

Findings in this report are summarized by
type of substance, but it is important to note that
polysubstance abuse continues to be a pervasive
pattern across all CEWG areas.
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Cocaine/Crack

* Cocaine remained a major drug of concern in
CEWG areas in all regions of the country—the
Midwest, Northeast, South, and West. However,
cocaine indicators for the most recent reporting
period decreased in most CEWG areas.

¢ In Maine, cocaine arrests declined in 2008, and
cocaine-induced deaths decreased sharply, from
18 percent of all drug-induced deaths in 2007
to 7 percent in 2008. Elsewhere in the North-
east, either stable or downward trends were
reported for Boston and Philadelphia. Figure 1
shows that in Philadelphia the number of deaths
reported with the presence of cocaine fell from
2006 through 2008 overall among both Whites
and African Americans, after increasing from
2002 through 2006. In New York City, how-
ever, cocaine continued to be reported as a
major problem, with several indicators, includ-
ing ED visits, increasing, and more clients in
treatment having primary, secondary, or tertiary
problems with cocaine than any other drug.

* In the southern region, in Atlanta, where

cocaine was still the primary illicit drug con-
cern, cocaine declines were observed in 2008
compared with previous years in multiple data
sources, including Medical Examiner data,
treatment admissions, and NFLIS data. The
decline in primary cocaine treatment admis-
sions from approximately 58 percent in 2000
to 23 percent of total admissions in 2008 in
Atlanta is shown in figure 2. The Miami area
representative reported that although indicators
have declined from previous reporting periods,
in two southern Florida counties, Miami/Dade
and Broward, cocaine continues to be a prob-
lem. Cocaine/crack was the top-ranked primary
drug of abuse in treatment admissions in Miami/
Dade County. Cocaine also remained a problem
in Washington, DC, where more adult arrestees
tested positive for cocaine in urine toxicology
screens than for any other drug, amounting to
one-third of these arrestees in 2008, according
to the area representative.

Figure 1. Number of Deaths with the Presence of Cocaine by Race/Ethnicity, Philadelphia:
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'Forty (40) of the 338 deaths with the presence of cocaine in 2008 were with just one drug.
SOURCE: Philadelphia Medical Examiner’s Office, as reported by Samuel Cutler at the June 2009 CEWG meeting
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Figure 2. Percentage of Primary Public Substance Abuse Treatment Admissions for

Coc

aine/Crack and Other Selected Drugs in Metropolitan Atlanta: 2000-2008
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SOURCE: Georgia Department of Human Resources, as reported by Brian Dew at the June 2009 CEWG meeting

Figure 3. Seizures of Cocaine Hydrochloride (HCI) (Powder Cocaine) and Crack, in Grams,
Cincinnati: 2004-2008
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SOURCE: Cincinnati Police Department 2008 data through September, as reported by Jan Scaglione at the June 2009 CEWG

meeting
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* Cocaine trends were largely declining or, in a
few cases, stable in the Midwest. The CEWG
area representative from the Minneapolis/
St. Paul area reported a 40-percent decline in
cocaine-related treatment admissions since
2005, as well as declines in male arrestees test-
ing positive for cocaine. Cocaine availability,
primary cocaine treatment admissions, and
cocaine-related deaths decreased in St. Louis.
Several indicators, including treatment admis-
sions, deaths, poison control center calls, and
ED reports, were said to be either down or
stable by the Detroit area representative. While
cocaine remains a problem in Chicago, cocaine
ED reports for the city had declined from 2006
to 2007. In Cincinnati, police seizures of both
crack and powder cocaine decreased between
2007 and 2008, after increasing between 2006
and 2007 (figure 3).

* In the western region, cocaine abuse indicators
were down in Honolulu, where cocaine-related
police cases were among the lowest in 18 years,
and treatment and death data were at some of the
lowest levels in the last decade. In figure 4, the
decline in cocaine-related hospital admissions

is shown for Phoenix/Maricopa County, where
these admissions dropped from a high of 1,713
in the second half of 2006 to 1,087 in the
second half of 2008. Slightly downward trends
in cocaine indicators were also reported in
Los Angeles, where primary cocaine treat-
ment admissions, as a percentage share of total
admissions, were the lowest in 2008 in 8 years,
and in San Diego, where arrestee and forensic
laboratory indicators were down in the current
reporting period (although treatment admissions
and ED reports were stable). The Denver area
representative also reported declining cocaine
trends in numbers of cocaine-related hospital
discharges, from 1,862 in 2006 to 1,502 in 2008
(figure 5a), and in numbers of cocaine-related
deaths, from 85 in 2006 to 60 in 2008 (figure
5b). Nevertheless, cocaine accounted for the
highest number of drug-related mortality cases
in Denver from 2003 to 2008. Indicators con-
tinued to be high in Seattle, where cocaine was
the most common substance detected in local
law enforcement evidence, and adult treat-
ment admissions reached the highest level in a
decade. The Texas CEWG area representative

Figure 4. Number of Cocaine-Related Hospital Admissions, Phoenix (Maricopa County), Arizona:
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June 2009 CEWG meeting
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Figure 5a. Number of Cocaine-Related Hospital Discharges and Rate per 100,000
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SOURCE: Colorado Hospital Association, as reported by Bruce Mendelson at the June 2009 meeting

reported mixed indicators, with cocaine con-
tinuing as a major problem along the United
States—Mexico border. The San Francisco area
representative reported stable and unchanged
indicators, with cocaine leading in treatment
admissions, ED visits, and deaths.

Cocaine purity, price, and availability changes
were reported in several CEWG areas based on
NDIC data or local qualitative information. The
Denver area representative reported that cocaine
has been supplied by Mexican drug trafficking
organizations (DTOs), but in the summer of
2008, investigations showed that DTOs were
having trouble obtaining cocaine consistently.
Prices began to rise, and distributors began cut-
ting cocaine more (with some ounces as low
as 20 percent pure). Cocaine availability was
reported to have declined in Detroit and St.
Louis. Wholesale cocaine prices increased and
purity decreased in several CEWG areas. In
Chicago, the low end of the range of cocaine
wholesale prices increased by $6,000 from
December 2007 to June 2008; ethnographic
reports there suggested that quality declined.
The CEWG area representative reported that

Proceedings of the Community Epidemiology Work Group, Vol. I, June 2009

law enforcement officials in Detroit suspected
a decrease in quality. In Texas, cocaine prices
increased and purity decreased, which was
reported as due to the effects of border secu-
rity and gang trafficking. The St. Louis CEWG
area representative also reported an increase in
cocaine prices. New York City street reports
indicated that while cocaine availability was
high, crack quality had possibly diminished.
The Miami area representative suggested that
the decrease in indicators of cocaine conse-
quences in southern Florida may be related to a
decrease in cocaine quality in that area.

The presence of levamisole in conjunction
with cocaine was reported by some CEWG
area representatives. Levamisole is used in
veterinary medicine as an anti-parasitic drug
and is no longer an approved drug for use in
humans. In Maine, 25 percent of cocaine
forensic laboratory samples analyzed between
January and May 2009 contained levamisole,
up from 2 percent in CY 2006. The Denver
crime laboratory reported that 50 percent of
current cocaine exhibits were cut with levami-
sole, according to the Denver representative.
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Figure 5b. Number of Cocaine-Related Deaths and Deaths as a Percentage of Total

Drug-Related Deaths, Denver: 2003-2008
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SOURCE: Denver Medical Examiner’s Office, as reported by Bruce Mendelson at the June 2009 CEWG meeting

Based on communication with the Medical
Examiners’ offices in Miami/Dade and Bro-
ward Counties, the CEWG area representative
from South Florida reported that levamisole
was detected in 30 to 40 percent of deaths in
which cocaine was detected in Miami/Dade
and Broward Counties in 2008, and in 40 per-
cent of both living and deceased Driving Under
the Influence (DUI) cocaine-positive toxicol-
ogy cases in Broward in that year. An alert
was issued by Public Health - Seattle and King
County in June 2009 informing the public about
the presence of levamisole in cocaine and the
associated risk of agranulocytosis. A guest pre-
senter from Vancouver, British Columbia, also
discussed levamisole, reporting that 22 cases of
agranulocytosis (neutropenia) encountered in
British Columbia from January 2008 through
March 2009 were associated with levamisole in
cocaine.

* Smoking continued as the dominant route of
administration of cocaine across the 19 report-
ing CEWG areas (section 11, table 4). Based on

treatment admissions data, 86 percent of people
entering treatment for primary cocaine abuse in
Philadelphia in 2008 were identified as crack
smokers; 91 percent of primary cocaine treat-
ment admissions in Detroit were crack smok-
ers; and in Atlanta, 8 out of 10 cocaine users
who entered treatment reported smoking as the
major route of administration of the drug.

While the majority of primary cocaine treat-
ment admissions were male and age 35 and
older (section I1I, table 5), the changes in race/
ethnicity and age of cocaine users reported
in previous years have continued in several
CEWG areas. In Cincinnati, the proportion
of primary cocaine treatment admissions who
were African American declined, and propor-
tions of young, White, non-Hispanic admis-
sions increased. In Boston, there was a shift in
treatment admissions to higher White and lower
African American proportions. The Atlanta area
representative reported a 6 percent increase in
White, non-Hispanic cocaine treatment admis-
sions. Crack use was reportedly increasing in
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Texas among Whites and Hispanics, and among
Hispanics in Denver, based on data presented

by CEWG representatives from those areas. A

continuing increase in treatment clients age 40
and older was reported for Philadelphia, San
Francisco, Denver, and New York City. The
average age of deaths in Texas attributed to
cocaine has increased yearly since 1998, and
was 41 in 2007.

*Treatment admissions data for 2008 revealed
that treatment admissions for primary cocaine/
crack, as a percentage of total drug treatment
admissions, including primary alcohol admis-
sions, ranked first in frequency in only 1 of 21
reporting CEWG areas—Miami/Dade County
(table 2). It ranked second in Atlanta, Philadel-
phia, and Seattle. Miami and Atlanta had the
highest proportions of cocaine treatment admis-
sions in 2008 among CEWG reporting areas,
while Honolulu and San Diego had the lowest.

» The largest decreases in primary cocaine
admissions, excluding primary alcohol admis-
sions, between 2007 and 2008 were observed
in St. Louis and Detroit, at approximately 9
and 7 percentage points, respectively (sec-
tion III, table 6). Over the 5-year period from
2004 through 2008, Atlanta and St. Louis saw
the largest declines in cocaine admissions, at
approximately 18 and 14 percentage points,
respectively (section III, table 6).

* Cocaine was the drug most frequently iden-
tified by forensic laboratories in 10 of 22
reporting CEWG areas. Based on forensic
laboratory analysis of drug items identified in
2008, cocaine/crack ranked first in three of five
areas in the southern region (Miami, Atlanta,
and Washington, DC); two of four areas in
the northeastern region (Maine and New
York City); one of five areas in the Midwest
(Minneapolis/St. Paul); and four of eight areas
in the western region (San Francisco, Seattle,
Denver, and Texas) (table 1; appendix table 2).

» Based on weighted DAWN data, 5 CEWG areas
among the 12 reporting areas showed statisti-
cally significant increases in estimated numbers
and rates of cocaine-involved ED visits from
2004 through 2007, namely Detroit, Denver,
New York City, Seattle, and Boston (section I,
table 7).

Heroin

* Heroin trends were identified as a concern
at the June 2009 CEWG meeting. Eight
CEWG areas characterized heroin indicators
as increasing overall for the current reporting
period: Boston, Detroit, St. Louis, Cincinnati,
Minneapolis/St.  Paul, Miami/Dade County,
Atlanta, and Phoenix.

o After 4 years of gradual decreases, the pro-
portion of heroin-related Helpline calls, drug
arrests, and forensic laboratory samples
increased slightly in Boston from 2007 to
2008.

o In Detroit, primary heroin treatment admis-
sions increased, a focus group of law enforce-
ment officials reported an increase in crime
associated with heroin, and poison control
center calls related to heroin increased in
eastern Michigan (to 76 in 2008, from 32 in
2004) (figure 6).

o Heroin-related drug seizure and identifica-
tion data from the NFLIS system nearly
doubled in Atlanta in 2008. Figure 7 shows
increased total heroin seizures in Cincinnati,
which rose from approximately 5,400 grams
in 2007 to more than 6,800 grams in 2008.

o Primary heroin treatment admissions also
increased as a percentage of total treatment
admissions in Phoenix in 2008.

o Figure 8 shows the increase in primary
heroin treatment admissions from 2002
through 2008 in Minneapolis/St. Paul.
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Figure 6.

Number of Poison Control Center Calls on Human Intentional Use Related to Heroin and

Selected Other Drugs, Michigan: 2000-2008
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SOURCE: Children’s Hospital of Michigan Regional Poison Control Center, Detroit, as reported by Cynthia Arfken at the June 2009 CEWG meeting

o Treatment admissions for heroin were up in
St. Louis (where primary heroin admissions
increased by 51 percent from 2006 to 2008,
and surpassed cocaine for the first time),
and deaths in which heroin was detected
more than doubled from 2007 to 2008.

o In Cincinnati, poison center data showed a
50-percent increase in heroin exposure cases
reported in 2008, and the Medical Examiner
recorded a 211-percent increase in deaths
attributed to heroin, compared with the pre-
vious year.

* However, heroin deaths declined in 2008 in
Maine and Seattle, where all heroin abuse indi-
cators were reported as slightly down.

» Several CEWG areas reported mixed indicators:

o New York City (where primary heroin
treatment admissions and ADAM 1II male
arrestee opiate-positive urine toxicology tests
remained stable from 2007 to 2008).

o Philadelphia (where the number of deaths in
which heroin was detected increased in 2008).

o Chicago (where arrestee data for opiates
including heroin showed increases, but ED
reports declined from 2006 to 2007).

o The Baltimore/Maryland/Washington, DC
area (where the number of HIDTA heroin
seizures more than tripled from 2007 to 2008).

o San Diego (where heroin treatment admis-
sions and NFLIS data all showed increases,
but arrestee data and overdose deaths were
stable).

o Denver(wheretreatmentadmissions declined,
while ED visits increased from 2004 to 2007).

Heroin indicators were stable in Honolulu, Los
Angeles, and San Francisco, after declines from
2000 to 2004 in the latter area, and they were
low and stable in Texas.

Heroin user demographics were reported as
changing in some CEWG areas. Area repre-
sentatives from Boston, Detroit, and Cincinnati
reported an increase in young, White heroin
users. In Texas, young primary heroin treatment
admissions were on the rise.
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Figure 7. Seizures of Heroin, in Grams, Cincinnati: 2004-2008
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SOURCE: Cincinnati Police Department and Regional Enforcement Narcotics Unit, Cincinnati, as reported by Jan Scaglione at the June 2009
CEWG meeting

Figure 8. Number of Admissions to Twin Cities (Minneapolis/St. Paul) Addiction Treatment
Programs With Heroin and Other Opiates as the Primary Substance Problem:
2002-2008
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SOURCE: Minnesota Department of Human Services, Drug and Alcohol Abuse Normative Evaluation System (DAANES), May 2009, as reported
by Carol Falkowski at the June 2009 CEWG meeting
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* Gender and ethnicity shifts were also reported
by some CEWG area representatives.
The number of female injectors was reported
by the Philadelphia representative to have
increased in that city. The racial distribution for
heroin treatment admissions in Boston remained
stable during this reporting period, after shifting
toward higher percentages of Whites and lower
percentages of African Americans among treat-
ment admissions in previous reporting periods.
In Philadelphia, however, treatment admissions
continued to shift to more White users, with an
increase in 2008 to approximately 69 percent
of all admissions (from 54 percent in 2001).
African-American heroin admissions showed
corresponding declines from 42 percent in 2001
to close to 24 percent in 2008.

New types or packaging of heroin emerged in
some CEWG areas. Black tar heroin continued
to dominate the market in Texas, but reports
of availability of Colombian white heroin
surfaced there in 2008. While South Ameri-
can heroin has been entering Miami for two
decades, the Miami representative reported that
Mexican black tar heroin was seized in South
Florida for the first time in more than a decade.
The St. Louis representative described a type of
heroin known locally as “concrete,” which has
a reputation on the street for higher purity. It is
believed to be South American heroin, but the
St. Louis representative reported that this has
not yet been verified. The New York City rep-
resentative described a new packaging method
called “Triple Threat,” based on reports from
the Street Studies Unit, in which dealers offer a
three-in-one pack combination which includes
a $10 bag of crack cocaine, a $10 bag of powder
cocaine, and a $10 bag of heroin.

The San Diego area representative noted
changes in 2008 in the street price of Mexican
black tar heroin, particularly with regard to
pound and kilogram quantities, with a substan-
tial drop in the price per pound between 2007
and 2008, from $10,000-$17,000 to $8,000—
$10,000. Kilogram quantities were also down
substantially over the 2004—2008 5-year period,
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dropping from $30,000-$40,000 to $19,000—
$21,000 in 2008.

Primary heroin treatment admissions, as a
percentage of total admissions, including pri-
mary alcohol admissions, were particularly
high in Baltimore (approximately 55 percent),
followed by Boston (approximately 47 per-
cent®) in 2008 (section III, table 8). In both Bal-
timore and Boston, along with Detroit, heroin
primary admissions ranked first as the most fre-
quent substance abuse admissions in the report-
ing period (table 2; appendix table 1).

Injection of heroin was the main mode of
administration of the drug reported among
primary treatment admissions in 2008 in most
areas. Exceptions were Baltimore, Detroit, and
New York City, where inhalation was more
commonly reported as the primary route of
administration (section III, table 9).

From 2007 to 2008, the largest increases in the
proportion of primary heroin treatment admis-
sions (excluding primary alcohol admissions)
were seen in Detroit, Phoenix, and St. Louis (at
7.8, 6.4, and 4.3 percentage points, respectively),
while the largest decline was seen in Boston, at
6.7 percentage points over the 2-year period. In
the 5 years between 2004 and 2008, St. Louis and
Minneapolis/St. Paul had the largest increases in
primary heroin treatment admissions, at 10.0 and
8.5 percentage points, respectively. Declines of 5
or more percentage points were noted for Seattle,
Los Angeles, Maine, and New York City (section
111, table 11).

In 17 of 22 CEWG areas, heroin items accounted
for less than 10 percent of total drug items iden-
tified in NFLIS forensic laboratories in 2008.
Proportions were highest in Baltimore and
Maryland (21.8 and 20.5 percent, respectively).
They were lowest in Texas, Honolulu, and Min-
neapolis/St. Paul, at approximately 2 percent
of drug items identified (section III, figure 19;

%In the Boston full report in Volume II of this document,
the area representative reported this figure as 49 percent,
excluding unknowns from the total admissions.
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appendix table 2). Heroin was not ranked first
in drug items identified in forensic laboratories
in any CEWG area (table 1).

* Statistically significant changes in weighted
DAWN ED reports and rates in 2007, com-
pared with 2004, were noted for 3 of 12 report-
ing CEWG areas, with increased ED reports in
Denver and Detroit, and decreased reports in
San Francisco (section III, table 12).

Opiates/Opioids Other than Heroin
(Narcotic Analgesics)

* The increasing prevalence of opiates/opioids
other than heroin in indicators reported at recent
CEWG meetings continued across regions and
in most CEWG areas throughout 2008.

* Increases in narcotic analgesic indicators
were reported in Philadelphia, New York
City, Maine, Minneapolis/St. Paul, Cincinnati,
Miami, Atlanta, San Diego, Phoenix, Denver,
Texas, Seattle, Honolulu, and Los Angeles.
Mixed indicators were reported in Detroit,
Chicago, St. Louis, Baltimore, Maryland, and

Washington, DC. Boston and San Francisco
reported stable indicators.

The number of deaths in which pharmaceutical
opioids were detected in Philadelphia increased
by 9.1 percent from 2007 to 2008. ED reports
for oxycodone and hydrocodone increased
significantly in New York City between 2004
and 2007. A record high number of treatment
admissions in the Minneapolis/St. Paul Twin
Cities area reported other opiates as their pri-
mary substance abuse problem in 2008; this
represented a three-fold increase since 2002.
The area representative from Minneapolis/
St. Paul also reported increased opiate-related
deaths, including heroin, in combined data for
Hennepin and Ramsey Counties from 2000
through 2008 (figure 9).

Arrests for pharmaceutical narcotics increased
in Maine, from 22 percent in 2007 to 32 per-
cent in 2008. Narcotic analgesics were involved
in 65 percent of all drug-induced deaths in
that State. Figure 10 shows that primary treat-
ment admissions for opiates other than heroin

Figure 9. Number of Opiate-Related Deaths, Including Heroin, in Hennepin and Ramsey Counties
Combined, Minneapolis/St. Paul Area: 2000-2008
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SOURCE: Hennepin County Medical Examiner and Ramsey County Medical Examiner, as reported by Carol Falkowski at

the June 2009 CEWG meeting
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increased from 28 percent in the first half of
2003 to 55 percent in the second half of 2008.

Consequences associated with prescription-
type opioids continued to be reported as high
in Florida, particularly in Broward County (Ft.
Lauderdale). The number of treatment admis-
sions with a primary problem with other opi-
ates/opioids increased by 26 percent from 2007
to 2008, a 142-percent increase since 2004. The
detection of three opioids (hydrocodone, oxy-
codone, and methadone) in deaths in Florida
increased by 8 percent between 2007 and 2008.

In the western region of the Nation, CEWG
area representatives from Seattle, Denver,
Los Angeles, and San Diego all reported
increases in 2008 in other opiate/opioid indica-
tors. Deaths in Seattle related to prescription-
type opiates continued to rise in 2008. These
deaths represented 153 out of 256 drug-caused
deaths—more than double the number related
to any other substance. Both Colorado and
Denver area treatment admissions for other

opioids increased from 2001 to 2008. Increases
in hospital discharges and the proportion of
other opioids in Denver drug mortality cases
were also reported by the Denver CEWG repre-
sentative. Data from the Colorado Prescription
Drug Monitoring Program showed substantial
increases in the number and rate of hydrocodone
and oxycodone prescriptions filled for Denver
residents in 2008. Other opiate indicators in Los
Angeles increased over 2007 numbers, with the
percentage of primary oxycodone admissions
doubling from 2007 to 2008. Primary treat-
ment admissions for narcotic analgesics in San
Diego increased in 2008, driven by an increase
in admissions that cited oxycodone as their pri-
mary admissions problem. A relatively high
percentage of young oxycodone admissions
(48 percent were 25 or younger) was observed
by the San Diego area representative.

In Atlanta, primary treatment admissions for
hydrocodone increased by 50 percent in 2008
over the previous year. Hydrocodone was

Figure 10. Percentage of Primary Substance Abuse Treatment Admissions for Heroin,
Compared With Percentage of Primary Admissions for Pharmaceutical Narcotic
Analgesics, Maine: 2003-2008 in Half-Yearly Intervals
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reported as a larger problem in Texas than oxy-
codone (with 360 deaths attributed to hydro-
codone, compared with 65 deaths attributed to
oxycodone in 2007).

Methadone indicators were mixed in most
CEWG areas across the country, but stable or
increased methadone indicators were reported
by area representatives for Texas, Maine,
Chicago, and New York City.

Of the 12 CEWG areas for which area rep-
resentatives reported data on buprenor-
phine, increased indicators were noted in
6 areas, namely Maine, Washington, DC,
Baltimore, Chicago, Cincinnati, and Detroit. In
Chicago, one of the areas where nonprescrip-
tion buprenorphine use was increasing, the area
representative reported, based on ethnographic
studies, that heroin users were using buprenor-
phine to avoid withdrawal or better manage
their addiction. Similarly, street outreach work-
ers in Denver reported users on the street using
buprenorphine to treat themselves, rather than
entering formal treatment.

Human exposure cases reported to the
Cincinnati poison control center with buprenor-
phine-containing pharmaceuticals increased
by 176 percent in 2008 over the previous year.
Nearly one-half (45 percent) of the exposures
involved children age 3 or older.

Fentanyl indicators continued their downward
trend in Chicago, Detroit, and Philadelphia from
their peak in 2005/2006. Medical Examiner data
in St. Louis, however, indicated a few deaths
in 2008, attributed to the diversion of prescrip-
tion fentanyl patches, while the South Florida
CEWG representative reported increased fen-
tanyl-related deaths in Florida. Other increases
in fentanyl indicators were noted in Los
Angeles and Maine, based on ARCOS and
prescription monitoring program data, respec-
tively, for the current reporting period.

Treatment admissions for primary abuse of
other opiates as a percentage of total admis-
sions, including primary alcohol admissions,

ranged from approximately 1 to close to 10 per-
cent in 19 of 20 reporting CEWG areas. The
outlier was Maine, where nearly 31 percent of
primary treatment admissions were for other
opiate problems (section III, table 13; appen-
dix table 1). In Maine, other opiate treatment
admissions ranked second as a percentage of
total treatment admissions in 2008; no other
areas had higher than a fourth place ranking
for this primary drug category among treatment
admissions (table 2).

Of total drug items identified in forensic
laboratories in 22 CEWG areas, oxycodone
and hydrocodone often appeared in the top
10 ranked drug items in terms of frequency
in 2008. In Baltimore, Boston, Maine,
Cincinnati, and Maryland, oxycodone ranked
fourth in drug items identified, and it ranked
fifth in New York City, Philadelphia, Phoe-
nix, and Seattle. Hydrocodone ranked fourth
in Detroit and fifth in frequency of drug items
identified in Atlanta, Cincinnati, Texas, and San
Diego (table 1; section III, table 15). Maine and
Boston had the highest percentages of identified
drug items containing oxycodone, at 4.9 and 4.3
percent, respectively, while the highest propor-
tions of hydrocodone drug items were identified
in Detroit, at 6.4 percent (section III, table 15).

Based on NFLIS data, buprenorphine ranked
fifth in identified drug items in Boston,
Baltimore, and Maryland, and eighth in Maine
in 2008 (table 1). Buprenorphine-related items
were highest in Boston and Maine, at approxi-
mately 2 percent each in the reporting period
(section III, table 15).

Methadone ranked fifth in identified drug items
from NFLIS data in Maine, and seventh in New
York City during the reporting period (table 1).
Methadone drug items were highest in Maine,
at 4 percent of those identified in 2008 (section
111, table 15).

Between 2004 and 2007, estimated ED vis-
its involving nonmedical use of opiate/opioid
drugs other than heroin increased significantly
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in 8 of the 12 CEWG DAWN reporting areas:
Denver, Detroit, New York City, Minneapolis/
St. Paul, Houston, Phoenix, Seattle, and Boston
(section III, table 16). Oxycodone-involved
visits were estimated to have increased in 5
of the 12 areas: Denver, New York City, San
Diego, Minneapolis/St. Paul, and Miami/Dade
County (section III, table 17). ED visits involv-
ing nonmedical use of hydrocodone increased
in 4 of the 12 areas: Denver, Houston, Detroit,
and New York City (section III, table 18).
While methadone-involved visits increased in
five areas (Detroit, Denver, New York City,
Boston, and Seattle), they declined in one area,
Chicago, over the 4-year period (section III,
table 19). Finally, visits involving fentanyl
increased in two areas from 2004-2007, Detroit
and Minneapolis/St. Paul (section III, table 20).

Benzodiazepines/Depressants

* Alprazolam and clonazepam continued to be
the most frequently reported benzodiazepines
in the indicator data in the current reporting
period across the CEWG areas and regions,
although diazepam appeared to be increasing in
popularity in some areas.

¢ Increases in benzodiazepine indicators in 2008
were reported in Cincinnati, Atlanta, Denver,
Miami, Texas, Boston, and Philadelphia.

o Abuse of prescription drugs, specifically
benzodiazepine-based tranquilizers, con-
tinued to increase in Cincinnati, where
qualitative indicators showed a relatively
high availability of benzodiazepine-based
tranquilizers, and a slight increase in 2008,
compared with 2007. Both nonmedical
users and law enforcement cited alprazolam
as the most desirable benzodiazepine in
Cincinnati, but there was a 16-percent
increase in 2008 over 2007 in the number
of clonazepam exposures reported to poison
control centers in that area.

o Medical Examiner reports in Atlanta cited
benzodiazepines as third in frequency associ-
ated with deaths, after cocaine and prescrip-
tion-type opioids.

o In the Denver area, benzodiazepine indica-
tors from ED reports increased significantly
from 2004 to 2007, and benzodiazepine-
related deaths increased from 2003 to 2008.
Alprazolam and diazepam were the most
frequently identified benzodiazepines in that
CEWG area.

o The Miami area representative reported that
Dade County saw a 25-percent increase in
reported deaths attributed to benzodiazepines
in 2008.

o The area representative from Texas reported
an increase in alprazolam indicators, partic-
ularly in Houston, where the DEA reported
that benzodiazepines were among the most
commonly abused drugs in that city.

o Boston indicators for benzodiazepine abuse
remained moderate and high, with a slight
proportionate increase in calls to the Helpline
noted from 1999 to 2008.

o In Philadelphia, benzodiazepine indicators
increased slightly; they ranked third in mor-
tality data, fifth in treatment admissions, and
fourth in NFLIS data. Detection of benzo-
diazepines in decedents in Philadelphia has
risen from 109 in 1994 to 321 in 2007 and
451 in 2008 (figure 11).

o Although indicators were still low, the 2004
to 2007 DAWN weighted data for New York
City showed a 59-percent increase in ED vis-
its involving benzodiapezines, with increases
of 60 and 46 percent, respectively, for visits
involving alprazolam and clonazepam during
the period. Benzodiazepine indicators were
still considered a problem in Maine, despite
decreased indicators. Benzodiazepines were
listed as a cause of death in 21 percent of
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Figure 11. Detection of Benzodiazepines in Decedents’, Philadelphia: 1994-2008
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127.6 percent of all mortality cases were positive for at least one benzodiazepine in 2008.
SOURCE: Philadelphia Medical Examiner’s Office, as reported by Samuel Cutler at the June 2009 CEWG meeting

2008 drug-induced deaths, down slightly
from 24 percent in the previous year.

» Texas and Atlanta had the highest percentage
of alprazolam drug items identified in foren-
sic laboratories in 2008, at 4.4 and 4.3 percent,
respectively (section III, table 21). Alprazolam
ranked third in frequency among the top 10
drug items identified in forensic laboratories in
Atlanta, and ranked fourth in four CEWG areas:
Miami, Philadelphia, New York City, and Texas
(table 1).

* Drug items containing clonazepam accounted
for 1.8 percent of all drug items in Boston,
where clonazepam figured as the sixth most fre-
quently identified drug in forensic laboratories
in 2008 (table 1; section II1, table 21).

» Diazepam ranked 8th in Cincinnati, 9th in San
Diego, and 10th in Philadelphia among drug

items identified in NFLIS forensic laboratories
in 2008 (table 1).

Estimated ED visits for nonmedical use of ben-
zodiazepines increased significantly in one-half
of the 12 reporting DAWN CEWG areas from
2004 to 2007. These were Denver, Minneapo-
lis/St. Paul, Detroit, New York City, Seattle,
and Boston (section II1, table 22).

Methamphetamine

In 2008, continued declines were reported for
most methamphetamine consequences indica-
tors. However, some increases in supply indi-
cators were noted, and new methods of local
production of methamphetamine were reported,
raising concern.

Several areas, particularly in the Midwest,
reported significant declines in methamphet-
amine indicators in 2008. In Cincinnati, where
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methamphetamine abuse indicators remained
low, the area representative reported a decrease
in clandestine laboratory seizures coupled with
an increase in price. The Minneapolis/St. Paul
area experienced a decline in methamphet-
amine treatment admissions, from 12 per-
cent in 2005 to 6 percent in 2008. ED reports
related to methamphetamine in the Twin Cit-
ies also declined, by 50 percent from 2005 to
2007, as did the percentage of males arrested
in Hennepin County who tested positive for
methamphetamine.

Indicators in other areas of the Midwest,
South, and Northeast, including Detroit,
Boston, New York City, Maryland, and
Washington, DC, remained low. Consequences
related to methamphetamine were also reported
as low in Miami, but methamphetamine was
reported to be increasingly showing up in
pills labeled as “ecstasy,” according to the
Miami representative. Indicators were low and

stable in St. Louis, but clandestine laboratory
operations appeared to be increasing. Maine
reported mixed indicators; arrests and treat-
ment admissions were down, but seizures had
increased slightly. While treatment admissions
for methamphetamine remained extremely low
in Philadelphia, mortality cases increased.

Methamphetamine continued to be a more sub-
stantial drug abuse issue in the western States
than in other regions of the country. Based on
indicator data, methamphetamine use/abuse
was limited east of the Mississippi, with the
exception of Atlanta, where methamphetamine
ranked third in indicators behind cocaine
and marijuana. The Atlanta representative
reported that the largest seizure of metham-
phetamine ever to occur east of the Mississippi
took place in May 2009, when 351 pounds of
Mexican crystal methamphetamine were
seized in Gwinnett County, Georgia. Meth-
amphetamine-related treatment admissions in

Figure 12. Prison Admissions Related to Possession of Methamphetamine for Select
Metropolitan Atlanta Counties: 2004-2008
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Atlanta did, however, show decreases in 2008,
as did prison admissions related to possession
of methamphetamine (figure 12).

*In the West, methamphetamine abuse indica-
tors remained high in some areas, but declines
reported in previous CEWG reporting periods
continued. Still high in Honolulu, methamphet-
amine declines were reported there in Medi-
cal Examiner cases, treatment admissions, and
police department cases. In San Francisco,
methamphetamine indicators continued a
steady decline, and prices increased. Seattle and
Denver reported stable and declining indicators,
as did San Diego, Los Angeles, and Phoenix. In
Texas, methamphetamine indicators continued
the decrease which began in 2005, although
abuse continued in several areas of the State.
Overall, prices were up, and both purity and
availability were down, according to the Texas
area representative.

*The DEA representative in attendance at the
June 2009 CEWG meeting provided an over-
view of trends in methamphetamine drug
trafficking/distribution in the United States,
describing decreases in methamphetamine
laboratory seizures in the country, from a
peak in 2003 to a low in 2007. In 2008, how-
ever, there was a slight increase in clandestine
laboratory seizures (figure 13). DEA System
to Retrieve Information from Drug Evidence
(STRIDE) data on methamphetamine price and
purity showed that the average purity of meth-
amphetamine, as measured by the STRIDE pro-
gram, has been rising since mid-2007, and the
average price is at the lowest point since March
of 2007 (figure 14).

* The CEWG representatives from St. Louis and

Texas discussed new approaches to local meth-
amphetamine production. It was reported that
in the St. Louis area methamphetamine is made
and used in networks of small methamphetamine

Figure 13. Total Numbers of Methamphetamine Laboratory Seizures, United States:
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Figure 14. All Methamphetamine Purchase Prices per Pure Gram with Purity in
Percent from United States STRIDE' Data: April 2005-December 2008
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'STRIDE is a database of drug exhibits sent to DEA laboratories from the DEA, FBI, CBP, ICE, USCG, and Washington MPD. STRIDE
is not a representative sample of drugs available in the United States, but reflects all evidence submitted to DEA laboratories

for analysis. STRIDE data are not collected to reflect national market trends. Nonetheless, these data reflect the best information
currently available on changes in methamphetamine price and purity.
SOURCE: STRIDE Program, as of 2/24/2009, as reported by DEA representative Michael Vrakatitsis at the June 2009 CEWG meeting

laboratories where “cooks” make small amounts
for their own network. These small laboratories
use personal networks to obtain the precursors
in small amounts to lessen the likelihood of
detection by law enforcement. The Texas repre-
sentative reported that local manufacturers are
using a “shake and bake” or “one pot” method
to make methamphetamine.

The proportions of primary treatment admis-
sions including primary alcohol admissions
for methamphetamine abuse in 18 reporting
CEWG areas were especially high in Hawai‘i
and San Diego, at approximately 32 and 31
percent, respectively. They were also relatively
high in Phoenix and Los Angeles, at 25 and 19
percent, respectively (appendix table 1; section
111, table 23).

Methamphetamine ranked first in treatment
admissions as a percentage of total admissions

L]

in San Diego, and ranked second in Hawai‘i
and Phoenix (table 2).

In all but 3 of the 15 CEWG areas reporting
data, smoking was the most common route of
administration of methamphetamine among pri-
mary treatment admissions; the 3 were Maine,
Maryland, and Florida (section III, table 24).

Between 2007 and 2008, eight of nine CEWG
areas for which data on primary methamphet-
amine admissions were available had declines in
these admissions as a percentage of total admis-
sions, excluding primary alcohol admissions. The
highest declines over the period were observed in
Phoenix and San Diego, at approximately 6 per-
centage points each, followed by Los Angeles, at
4.0 percentage points. Atlanta and Hawai‘i had
approximate declines of 3 percentage points,
while St. Louis showed virtually no change in the
2-year period. In the 5 years from 2004 to 2008,
seven of eight reporting CEWG areas showed

Proceedings of the Community Epidemiology Work Group, Vol. I, June 2009

Purity in Percent



Section Il. Highlights and Summary

overall declines in methamphetamine admissions,
with one area (Denver) showing an increase. The
largest declines were in Minneapolis/St. Paul and
Hawai‘i, at 7.5 and 7.3 percentage points, respec-
tively, followed by San Diego (6.1 percentage
points) (section III, table 26). While treatment
data for 2004 were not reported for Phoenix, there
was a noteworthy decrease of 11.8 percentage
points in the proportion of primary methamphet-
amine admissions from 2005 to 2008.

Methamphetamine ranked first among all drugs
in proportions of forensic laboratory items
identified in Honolulu in 2008, and second in
Atlanta, Phoenix, and San Diego (table 1). The
largest proportions of methamphetamine items
identified were reported in Honolulu (close to
45 percent), followed by Minneapolis/St. Paul
(approximately 27 percent), Phoenix (approxi-
mately 22 percent), and San Diego (20 percent).
In contrast, less than 2 percent of drug items
identified as containing methamphetamine were
reported in most CEWG metropolitan areas east
of the Mississippi, including Detroit, Chicago,
Miami, New York City, Cincinnati, Boston,
Philadelphia, Maryland, and Baltimore (section
111, figure 20; appendix table 2).

Estimated numbers and rates of methamphet-
amine-involved ED visits increased in 1 of the
12 reporting CEWG areas in the DAWN system
(Boston), and decreased in 1 area (San Fran-
cisco) from 2004-2007. Although low, rates of
methamphetamine-involved ED visits in Bos-
ton rose from 2.2 to 4.3 per 100,000 population
between 2004 and 2007, while they fell in San
Francisco from 127.2 to 104.3 per 100,000 in
the same period. In three areas—Phoenix, San
Diego, and San Francisco—decreases were also
estimated for 2006-2007, at 20, 32, and 26 per-
cent, respectively (section III, table 27).

Marijuana/Cannabis

Marijuana indicators continued at high lev-
els relative to other drugs as noted in previ-
ous reporting periods. Most CEWG areas

experienced stable or increasing marijuana
indicators, with a few exceptions.

Marijuana indicators increased in several
CEWG areas in 2008. The increases reported
in the last reporting period in New York City
continued throughout 2008, and indicators
remained high. Marijuana primary treatment
admissions represented almost one-quarter of
all treatment admissions in New York City, and
weighted DAWN data for marijuana increased
by 145 percent between 2004 and 2007. Dur-
ing 2008, treatment admissions for marijuana
increased in Los Angeles and in Seattle, where,
in the latter, marijuana-growing operations
increased substantially in 2008. According to
the San Francisco representative, data indicated
an increase in 2008 in numbers and percentages
of primary marijuana treatment admissions in
San Francisco County.

Marijuana was reported as widely available
in Cincinnati; while indicators remained high,
they were mostly stable. Marijuana use indi-
cators were stable in Detroit. Indicators for
marijuana were considered high and stable in
Chicago in 2008, where it ranked alongside
cocaine and heroin as one of the top three drugs
of abuse. Both Maine and Boston reported sta-
ble marijuana indicators. Marijuana continued
as a primary drug problem, along with cocaine
and heroin, in Baltimore, Maryland, and Wash-
ington, DC.

Mixed indicators for marijuana abuse were
reported in Honolulu by the CEWG area rep-
resentative. Most indicators remained stable,
but seizures of plants and dried marijuana
decreased in 2008. Marijuana indicators in San
Diego were also mixed. There, proportions of
primary treatment admissions for marijuana
increased, but most other indicators declined
or remained unchanged. Texas also reported
mixed indicators.

In Atlanta, marijuana remained the leading rea-
son for adolescents seeking treatment in 2008,
and it accounted for 72 percent of all primary
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treatment admissions (including alcohol) for
youth under 18 in Miami. Over one-half (54
percent) of marijuana treatment admissions in
2008 in Los Angeles were adolescents younger
than 18. During 2008, juvenile arrestees in
Washington, DC, were more likely to test posi-
tive for marijuana (54 percent) than for any
other drug. Percentages of marijuana-positive
urine toxicology tests among juvenile arrestees
rose from 40 percent in 2007 to 44 percent in
2008 in San Diego, while primary treatment
admissions for marijuana rose from 15.6 per-
cent of all 2007 admissions to 18.9 percent in
2008 in the same area.

Percentages of primary marijuana treatment
admissions, including primary alcohol admis-
sions, were highest in 2008 in Ft. Lauderdale/
Broward County (38.5 percent), followed by
the State of Florida (31.0 percent), and Miami/
Dade County (29.0 percent). The lowest pro-
portions of such admissions were in Boston
(3.5 percent) (section III, table 28; appendix
table 1).

* In 2008, marijuana ranked first as the primary
drug problem in total drug admissions (includ-
ing alcohol admissions) in 3 of 21 CEWG
areas: Philadelphia, Ft. Lauderdale/Broward
County, and the State of Florida. Marijuana
ranked second in 7 of 21 CEWG areas: Miami/
Dade County, Minneapolis/St. Paul, St. Louis,
Colorado, Denver, Los Angeles, and Texas
(table 2).

* Changes in percentages of primary mari-
juana treatment admissions, excluding alcohol
admissions, in 15 CEWG areas did not exceed
5 percentage points from 2007 through 2008.
However, over the 5 years from 2004-2008,
primary marijuana treatment admissions
declined by approximately 13 percentage points
in Maine, and increased by at least 5 percent-
age points in 4 of 14 reporting areas—Hawai‘i,
New York City, Los Angeles, and Detroit
(treatment data for 2004 were not reported for
Phoenix, although data for 2005-2008 showed
a 5.2 percentage point increase in proportions

of primary marijuana treatment admissions for
that area) (section III, table 30).

Cannabis/marijuana ranked first in frequency
in the proportion of drug items identified in
forensic laboratories in 2008 in 11 of 22 CEWG
areas. These areas were Baltimore, Maryland,
Boston, Philadelphia, Chicago, Cincinnati,
Detroit, St. Louis, Los Angeles, Phoenix, and
San Diego (table 1). The highest proportions
of marijuana items identified were in Chicago,
San Diego, and St. Louis, at approximately 56,
52, and 50 percent, respectively (section III,
figure 21; appendix table 2).

Estimated DAWN ED visits involving mari-
juana increased in 3 of 12 reporting areas and
decreased in 1 area. Increases in estimated
marijuana ED visits were reported in Denver,
New York City, and Detroit from 2004-2007,
while decreased marijuana visits were observed
for Houston over the 4-year period (section III,
table 31).

MDMA/Ecstasy and Other Club Drugs,
Including MDA, GHB/GBL, LSD, and
Ketamine

MDMA/Ecstasy

* In 2008, MDMA (3,4-methylenedioxymeth-
amphetamine, or ecstasy) indicators continued
to be low when compared with other drug use
indicators. However, MDMA abuse remained
a problem in several CEWG areas, as reported
by CEWG area representatives, with MDMA
abuse indicators increasing in Chicago, Cincin-
nati, Maine, Los Angeles, and Honolulu.

e In the Midwest, the Detroit area representa-
tive reported that MDMA use continued to be
troublesome, where it was still a popular drug
in that metropolitan area. Several MDMA
indicators increased in Chicago, including use
among 9th to 12th graders from 2005 to 2007.
Ethnographic and survey reports continued to
show the popularity of MDMA among young
low-income African Americans in Chicago.
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Figure 15. Percentage of Clients Admitted to DSHS-Funded Treatment With a
Primary Problem With MDMA/Ecstasy by Race/Ethnicity, Texas; 1990-2008
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SOURCE: Texas Department of Safety and Human Services (DSHS), as reported by Jane Maxwell at the June 2009

CEWG meeting

Availability and use indicators for MDMA
showed noticeable increases in 2008 over 2007
in Cincinnati. Indicators for MDMA were sta-
ble in St. Louis, where MDMA use continued in
select populations, and in Minneapolis/St. Paul.

MDMA indicators remained low across all
CEWG areas in the Northeast, but arrests and
treatment admissions increased slightly in
Maine, where the drug was sometimes found in
capsule form.

In the South, indicators for MDMA continued
to remain stable in 2008, including in Atlanta,
after increases were observed in 2007. The
Miami CEWG area representative reported sta-
ble MDMA indicators, but both methamphet-
amine and 1-benzylpiperazine (BZP) continued
to be found in pills sold as ecstasy, with or with-
out MDMA.

In the western region, continuing increases
in MDMA indicators were reported for Los
Angeles, where primary MDMA treatment
admissions increased slightly, and Hono-
lulu, where the area representative reported
that forensic laboratory samples identified
as MDMA in 2008 equaled heroin sample

numbers. MDMA was reported as a problem
as a street drug in both Denver and Texas,
with increases in Texas in proportions of both
African American, non-Hispanic, and White
non-Hispanic primary MDMA/ecstasy treat-
ment admissions between 2007 and 2008 (fig-
ure 15). Law enforcement reports indicated an
overall increase in MDMA supply in Colorado
over the past 2 years. Other areas in the West
reported low MDMA indicators, including
San Francisco and Phoenix, and MDMA law
enforcement seizure drug tests decreased sub-
stantially in Seattle from 2007 to 2008.

MDMA was the fourth most frequently identi-
fied drug item in Atlanta, Chicago, and Min-
neapolis/St. Paul in 2008 (table 1; section III,
table 32). MDMA represented 4.1, 3.7, 3.4,
and 3.3 percent of total drug items identified in
forensic laboratories in 2008 in Minneapolis/
St. Paul, Detroit, Atlanta, and San Francisco,
respectively (section 111, table 32).

Estimated MDMA-associated ED  visits
increased in Denver and Detroit, and decreased
in San Francisco from 2004 to 2007 (section III,
table 34).
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Other Club Drugs (MDA, GHB/GBL, LSD,
and Ketamine)

* While gamma hydroxybutyrate (GHB), ket-
amine, and 3,4-methylenedioxyamphetamine
(MDA) appeared relatively infrequently in indi-
cator data for all areas, in Atlanta, ethnographic
research suggested continued frequency in
use, particularly among metropolitan Atlanta’s
young adult population. The New York City
area representative reported that GHB and
ketamine can easily be obtained in many dance
clubs in the city. The Miami area representative
reported a significant decline in abuse of GHB
in recent years. In Boston, ketamine laboratory
samples decreased in number, from a peak of 43
in 2002 to 3 in 2008.

* GHB drug items were not among the top 25
drug items identified for any CEWG area in
2008. Ketamine ranked in the top 25 in 9 areas:
Atlanta, Chicago, Denver, Los Angeles, Miami,
New York City, San Francisco, Texas, and
Washington, DC (section III, table 33).

Lysergic acid diethylamide (LSD) use by
high school seniors increased slightly in the
Minneapolis/St. Paul area, from 4.9 to 6.2
percent, in 2007. Use among Texas students,
however, continued to decrease according to
the Texas secondary school survey.

e LSD ranked in the top 25 identified drug items
in 6 of 22 CEWG areas: Chicago, Cincinnati,
Denver, Maine, San Francisco, and Seattle,
although it made up 1 percent or less of all
drug items identified in those areas (section III,
table 33).

* MDA was reported among the top 25 drug items
identified in 10 of 22 areas: Atlanta, Baltimore,
Denver, Honolulu, Maine, Maryland, New York
City, Philadelphia, Seattle, and Washington, DC
(section III, table 33). While neither ketamine,
GHB, nor LSD figured among the top 10 most
frequently identified drug items in any CEWG
area in 2008, MDA ranked in 10th place among

drugs identified in 2008 in forensic laboratories
in Denver (table 1).

Phencyclidine (PCP)

* Phencyclidine (PCP) persisted on the drug scene
in several CEWG areas, with some indicators
continuing to increase in Texas, New York City,
Maryland, and Washington, DC.

 In Texas, the number of poison control cases
reported for PCP increased from 102 in 1998 to
290 in 2008. Primary treatment admissions for
PCP increased by 39 percent in the past 2 years
in Maryland, from 340 in 2006 to 473 in 2008.
PCP remained popular with youth in Washing-
ton, DC.

* PCP indicators, reported as increasing in
the previous reporting period, appeared
to stabilize at moderate levels in 2008 in
Philadelphia. Indicators were mixed in Chi-
cago; street reports showed PCP use was com-
mon in some neighborhoods, although overall
use remained low. Ethnographic reports sug-
gested that PCP “sticks” the size of toothpicks
were reportedly available for $10-$30 in Chi-
cago. CEWG area representatives in St. Louis
and Seattle reported that PCP remained a drug
abuse issue in those cities.

* In Washington, DC, PCP ranked fourth as the
most frequently identified drug item in forensic
laboratories in 2008. PCP was also among the
top drug items identified in Philadelphia and
New York City, where it ranked sixth in each
(table 1).

L]

Washington, DC, Philadelphia, and New York
City reported the highest percentages of PCP
drug items identified in 2008 in NFLIS data, at
6.5, 2.6, and 1.2 percent of drug items identi-
fied, respectively (section III, table 33).

Weighted estimated ED visits involving PCP
increased in 1 of the 12 CEWG areas reporting
DAWN data, New York City, and decreased in 1,
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Chicago, over the 2004—2007 period (section III,
table 35).

Other Drugs and Drug Abuse Patterns/
Issues

BZP (1-Benzylpiperazine)

* BZP, a synthetic stimulant that is illegal and has
no accepted medical use in the United States,
continued during this reporting period as an
emerging drug of concern in several CEWG
areas. BZP was permanently controlled in 2004
as a Schedule I substance under the Controlled
Substance Act. Increases in seizures in 2007
and 2008 were noted by the DEA.

* In Atlanta, numbers of BZP drug items identi-
fied in NFLIS drug seizure data for the city in
2008 rose from 5 to 32, compared with 2007,
while piperazine seizures increased from 16 to
227 in the same period. Ethnographic reports
showed that BZP was being manufactured and
sold as MDMA on the streets of Atlanta. In
the South Florida area, BZP was increasingly
detected, with or without MDMA, in ecstasy
pills. Although not yet a substantial problem
in Denver, BZP, in combination with TFMPP,
showed up in Denver law enforcement data in
2008. In the Seattle area in 2008, 203,897 BZP
tablets were seized entering the United States
at the Washington border with Canada. The
Seattle representative reported that the BZP
was being manufactured in Canada, where it is
not a controlled drug.

* BZP ranked 6th in drug items identified in 2008
in Chicago; 7th in Washington, DC, Honolulu,
and Seattle; 9th in Miami; and 10th in Detroit,
St. Louis, and Texas (table 1). All but 4 of 22
reporting CEWG areas included BZP drug items
in the top 25 identified in 2008, with exceptions
being Cincinnati, Maryland, New York City,
and San Francisco (section III, table 33). This
contrasts with 2007 when only one CEWG

"More information on TFMPP can be found in the Federal
Register Notice 68 FR 52872.

area, Detroit, listed any BZP-containing drug
items among the top 25 drug items identified in
forensic laboratories.

TFMPP’ or 1-(3-Trifluoromethylphenyl)
piperazine

* TFMPP is a synthetic substance with no
accepted medical use in the United States that
is abused for its hallucinogenic effects. TFMPP
is currently an uncontrolled substance. Seizures
of TFMPP increased across the country from
2007 to 2008, according to the DEA, and indi-
cators for TFMPP have increased in this report-
ing period in Denver, Texas, and Atlanta, based
on reports from those area representatives.

* According to NFLIS data for 2008, TFMPP
ranked eighth among drug items identified in
forensic laboratories in the reporting period
in both Atlanta and Washington, DC (table 1).
TFMPP drug items constituted close to 2 per-
cent of Atlanta’s drug items in 2008, and repre-
sented nearly 1 percent of those for Washington,
DC (section I1I, table 33).

Foxy Methoxy® (5-Methoxy-N, N-diisopropyl-
tryptamine, or 5-MeO-DIPT)

* Foxy Methoxy is a synthetic substance abused
for its hallucinogenic effects which is illegal in
the United States and is controlled as a Sched-
ule I substance under the Controlled Substance
Act. This drug was identified among NFLIS
drug items in 2008 in only one CEWG area,
Denver (n=19) (section III, table 33).

Salvia Divinorum’

* Salvia divinorum is a perennial herb native to
Mexico, whose active ingredient, salvinorin

8More information on 5-MeO-DIPT can be found at www.
deadiversion.usdoj.gov/drugs _concern/Smeodipt.htm.
"More information on Salvia divinorum is available at
www.usdoj.gov/dea/drugs _concern/salvia_d/salvia_d.htm
and at www.drugabuse.gov/infofacts/salvia.html.
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A, produces hallucinogenic effects when it is
smoked or chewed. It is not currently federally
controlled, although some States control it as a
Schedule I drug. Seizures of salvia divinorum
have seen a steady increase since 2004. Salvia
divinorum was described as an emerging drug
of concern in Texas by the Texas CEWG repre-
sentative at the January 2009 meeting.

Carisoprodol'’ (Soma®)

* Carisoprodol is a muscle relaxant and central
nervous system depressant that is available
by prescription as Soma®. It is not controlled
on the Federal level, but several States have
scheduled Soma® as a controlled substance.
Increased abuse of carisoprodol in Texas, noted
in the last reporting period, continued, where
poison control cases, deaths, and laboratory
exhibits identified as carisoprodol increased.

* NFLIS data for 2008 showed that carisopro-
dol was identified among the top 25 drug
items analyzed in area forensic laboratories in
9 of 22 CEWG reporting areas: Atlanta, Den-
ver, Detroit, Honolulu, Los Angeles, Miami,
Phoenix, San Francisco, and Texas (section III,
table 33). In 2008, drug items containing cari-
soprodol ranked 8th in Texas and Phoenix, and
10th in Atlanta and Los Angeles among the top
10 most frequently identified NFLIS drug items
in the period (table 1).

» Estimated ED visits involving the nonmedical
use of carisoprodol increased significantly in
2 of 12 CEWG reporting areas—Houston and
Denver—over the period from 2004 through
2007. A significant decline of 15 percent in
estimated ED visits involving carisoprodol was
observed for San Diego over the 4-year period
(section III, table 36).

Antipsychotics

* Quetiapine, an antipsychotic drug, appeared
in the NFLIS data in Boston (70 samples

"Information on carisoprodol and Soma® can be found
at www.deadiversion.usdoj.gov/drugs concern/cariso-
prodol.htm.

identified) and Texas (164 samples identified)
for the first time in this reporting period.

* Mortality data pertaining to antipsychot-
ics were reported by the representatives from
Philadelphia and Maine. In Philadelphia, the
number of deaths in which antipsychotics were
detected hovered between 95 and 105 from
2004 through 2007, with a slight increase to
117 in 2008. Deaths in which quetiapine was
detected increased in Philadelphia from 29
in 2007 to 49 in 2008. Illicit substances were
also detected in some of these decedents. The
Philadelphia representative reported that anti-
psychotics have not been identified as “street
drugs” in Philadelphia. In Maine, the CEWG
representative reported that 8 percent of drug-
induced deaths were due to antipsychotics as
a general category, and in 8 percent, quetia-
pine was identified specifically. Information on
whether quetiapine was found in combination
with other drugs in the decedents in Maine was
not reported.

Levamisole

* During this reporting period, several CEWG
area representatives reported data pertaining to
levamisole, a veterinary anti-parasitic medica-
tion not approved for human use in the United
States. Data pertaining to levamisole and
cocaine are reported under the Cocaine heading
in this section of the report. Data available sub-
sequent to the June 2009 CEWG meeting from
the DEA Cocaine Signature Program indicate
that in early 2009, levamisole was detected in
69 percent of cocaine bricks tested from bulk
seizures. The CEWG representative from Maine
also reported that levamisole has been detected
in heroin. Levamisole has been linked to agran-
ulocytosis, in which there is a marked decrease
in white blood cells, suppressing immune func-
tion and the body’s ability to fight infection.
On September 21, 2009, SAMHSA released
a Public Health Alert regarding the risk posed
by cocaine laced with levamisole. The Public
Health Alert can be viewed on the SAMHSA
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Web site at www.samhsa.gov/newsroomadvisor
ies/090921vet5101.aspx.

* Among the other drugs of concern across the
Nation for this reporting period, noted by a
representative from the DEA in attendance at
the June CEWG meeting, were the Five Spice
Cannabinoids (“designer cannabinoids,” or
synthetic cannabinoid-like chemicals) and
benzylamines (along with BZP, TFMPP, Foxy
Methoxy, and Salvia divinorum).

U. S. Border Drug Abuse Patterns and
Issues

* Four CEWG areas are located in States that
share the northern U. S. border with Canada—
Detroit and Minneapolis/St. Paul in the
Midwest, Maine in the Northeast, and
Seattle in the West—and illicit drugs continued
to be transported back and forth between the
two countries across this border.

* Most of Maine’s borders are shared with Can-
ada, and the Maine representative reported that
the State has a substantial cross-border drug
trafficking pattern. The CEWG area represen-
tative from Detroit reported the transporta-
tion of drugs in and out of Michigan along the
United States—Canada border. Michigan has
three bridges and a tunnel connecting to
Canada. Marijuana frequently crosses the
border from Canada into Michigan in commer-
cial vehicles; ecstasy is more often transported
from Canada to the United States in private
vehicles. Cocaine, however, was transported in
large amounts from Michigan into Canada.

e In the Seattle area in 2008, 203,897 BZP
tablets were seized entering the United States at
the Washington border with Canada. The Seattle
representative reported that the BZP was being
manufactured in Canada, where it is not a con-
trolled drug. Marijuana trafficking into Wash-
ington from Canada has decreased, however,
due possibly to the significant increase in
marijuana growing operations in Washington

L]

State. The Northwest HIDTA Threat Assess-
ment reported that outdoor grows totaled
538,918 plants in 2008, compared with 241,097
in 2007. The report also noted that there was
evidence that Southeast Asian growers had
moved their growing operations from Canada
to Washington.

In the western region of the United States,
three CEWG areas—San Diego, Phoenix, and
Texas—share or are close to the southern bor-
der with Mexico and reported on border issues
in this reporting period.

San Diego continues to be a major transship-
ment point along the United States—Mexico
border for both methamphetamine and mari-
juana. San Diego County shares 80 miles of
border with Mexico. The San Ysidro border
crossing, which links San Diego with its sister
city of Tijuana, Mexico, is the busiest border
crossing in the world, accommodating approxi-
mately 40 million legal crossings annually.
Both Tijuana and San Diego County are located
on major drug trafficking routes that bring illicit
drugs from Mexico and South America to the
United States.

The Phoenix CEWG area representative
reported the law enforcement discovery of 11
tunnels in Nogales, a city along the border, in
the second half of 2008. That said, increased
law enforcement efforts in Mexico and along
the United States—Mexico border have made it
more difficult to transport cocaine from Mexico
to Arizona, possibly impacting the cocaine sup-
ply in that State.

In Texas, illicit drugs continued to enter the
State from Mexico through several cities and
smaller towns along the border. The drugs
then move northward for distribution through
Dallas/Fort Worth and Houston, according to
the Texas CEWG area report. In 2008, several
drug patterns in Texas were affected by border
issues. Similar to Phoenix, the availability of
cocaine in Texas decreased in the last half of
2008 due to violence and gang warfare on the
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Figure 16. Percentage of Annual AIDS Cases by Selected Exposure Categories', Los Angeles

County: 1999-2008
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border. The Texas CEWG area representative
also reported that border security and seizures
of Mexican methamphetamine have encour-
aged local manufacturers to return to “cook-
ing,” using over-the-counter pseudoephedrine
with the “one pot” or “shake and bake” method.
While drug trafficking problems are not new
along the Texas—Mexico border, street outreach
workers were reporting more trauma and men-
tal health issues in border areas related to drug
violence.

HIV/AIDS Related to Drug Abuse

Injection drug use contributes to HIV trans-
mission both directly through sharing injection
equipment and indirectly through risky sexual
behaviors. The CEWG continues to monitor
trends in injection drug use as important for
understanding the consequences of drug use,
including human immunodeficiency virus (HIV)
infection.

34

* Exposure to HIV and acquired immune defi-
ciency syndrome (AIDS) through injection
drug use (IDU) has been steadily decreasing or
has remained stable across the CEWG areas.
CEWG area representatives from the follow-
ing areas reported decreases in the prevalence
of HIV/AIDS through IDU transmission in
recent years: Chicago (from 2000-2006); Bal-
timore (from 2001-2006); Maryland (from
2001-2006); Phoenix (from 2000-2007);
Washington, DC (from 2006-2007, AIDS data
only); and Texas (from 1999-2008).

* The incidence of new AIDS cases in San
Francisco attributed to IDU continued to decel-
erate, as was the case in Los Angeles, where
annual AIDS cases among both males and
females have declined since 2005 (figure 16).
The Seattle representative reported a significant
decline in King County from earlier years in
the proportion of HIV positive individuals with
IDU as their exposure category in the 2006 to
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2008 data. As reported by the Denver represen-
tative, the proportion of newly diagnosed HIV
and AIDS cases in Colorado attributed to IDU
has remained stable since 2001; 9.1 percent
were IDUs, and 10.6 percent were men who
have sex with men (MSM)/IDUs.

Data from several CEWG areas indicated that
the risk factor of injection drug use did not play
a major role in HIV/AIDS transmission. In
St. Louis, less than 3 percent of HIV cases had a
primary risk factor of IDU. In Minnesota, 5 per-
cent of HIV infections were attributed to IDU,
with 7 percent in the MSM/IDU exposure cat-
egory. Injection drug use was a primary expo-
sure factor for women (8 percent) in Minnesota.
Hawai‘i had similar numbers, with 8 percent of
AIDS cases in the IDU category, and 7 percent
identified as MSM/IDU.

Injection drug users (IDUs) accounted for 16
percent of people living with HIV/AIDS in
Detroit; 12 percent had only this risk factor,
and 4 percent were IDUs who were also MSM.
In Florida, 16.4 percent of cumulative AIDS
cases in Miami/Dade County and 12 percent
in Broward County were identified as IDUs;

4.1 percent in Miami/Dade County and 3.9 per-
cent in Broward County reported the dual risk
of MSM/IDU. Maine transmission data showed
that 12 percent of the new HIV diagnoses in
2008 had an IDU source.

The Los Angeles CEWG area representative
reported that exposure to AIDS through IDU
was particularly high in that area for Afri-
can Americans (13 percent) and Asian/Pacific
Islanders (11 percent), compared with 2 to 6
percent for other ethnic categories.

Three CEWG areas in the Northeast reported
higher IDU proportions than other areas. In
Boston, cumulative adult AIDS cases in 2008
included 25 percent who were IDUs, and
7 percent who had sex with IDUs. Transmis-
sion risk factors were also high in New York
City, where 31 percent of people who were liv-
ing with HIV/AIDs were MSM, and 21 percent
had an injection drug use history. In 2007, the
death rate among IDUs living in New York City
was almost 60 percent higher than the overall
death rate (30.9 compared with 19.3 per 1,000
population). One-third of the cumulative AIDS
cases in Philadelphia involved IDUs.

Proceedings of the Community Epidemiology Work Group, Vol. I, June 2009 35



pauanb a1am Asy1 yoiym uo a1ep sy 01 buipiodde sayip Aew pue abueyd 01133[qns ale eiep {(zz'z-1'z s9|qel xipuadde 93s) ¥ ‘SIT4N :3DHNOS

'seale HANID 19430 01 dAIIR[RI BaJe DAATD SIYY Ul paylauapl swall bnip yons Jo sisquuinu moj Ajjeidyiie ul synsal siyj ‘paiinbai

10U s1 bulsal A1o1eloge| ‘s19d4J0 JUSWRDI0JUD Me| AQ PazIas SI sigeuued usym 1ey) Ad1jod saneasiuiwpe spimalels e pareniul 161090 ‘00z ul 1eyl paliodal elue|ly woly aAneIussaidal HpnId oy,
‘eale ey} Joy swayl bnup payues o| dol ay3 ul seadde jou pip Bnip 3yl 1yl sa1edipul joquiks -, 34,

EpiDEMIOLOGIC TRENDS IN DRUG ABUSE

ol=auizesadid|Azuag-|

‘g=|opoidosiied - L 4 € 6 14 S - 9 L sexa]
6=2u0j|ns|AYy1awIq
!/=duizesadid|Azuag-| oL 9 14 € - - 8 S 4 L aeas
6=au1ydio :g=duopeyialy - S 4 € oL - L 9 14 L odsiduelq ues
6=wedazelq - 9 L 4 oL 8 S L 14 € obaiq ues
6=au1ydio| :g=|opoidosiied - L L C - ol 9 S 14 € Xjusoyd
0L=|opoidosiie) ‘6=aulapo) L s L € - 8 9 - 14 4 sajabuy 507
6=9UOPEYID|\ ‘8=2U0I31501Sd|
{/=duizesadid|Azuag-| - S 4 L = = oL 9 14 € ninjouoH
6=oulydiop
‘g=s|oulceuued0IpAyenal
‘/=dulwelaydweAxolpaud|AYy1dN-+'s
‘g=uojisd - S 4 € - 6 L 9 14 L JoAuUR(Qd

oL=auizesadid|Azuag-|

NOID3Y NY3LSIM

‘g=aulipaydaopnasq - S L 4 - L 9 6 3 [4 $IN07 15
0l=sulwelaydwy

“6=2UI5PO) ‘g=uaydoulwieady - 14 [4 € - - L 9 S L Ined 15/sijodesuuiiy
ol=auizesadid|Azuag-|

‘6=9UISp0D - S L 8 - 9 14 L € C 110139Q

g=wedazeiq = 9 L ol 6 L S v € z euupun
0l=uaydoujwelady

‘9=au|zesadid|fzuag-| 6 ¥ L S - 8 / - € 4 obediy>

NOID3Y N43ILSIMAIW

0l=wedazeiq {/=3uIapoD 9 - L - 6 % 8 S 3 z elydiapeiyd
/=dUopeylsy 9 oL 4 - 6 14 8 S € L AuD 3104 MmN

0L=upojisd
‘g=auydiouaidng ‘s=auopeyia|y - - z L - 6 9 % € L ENIEN
6=2uopeyia|y ‘s=auiydiouaidng - oL l - 9 1A 8 % € 4 uojsog

0L=auoulyie) ‘g=suizesadid
(AusydjAyrowolonyul-€)-1

NOID3Y N43LSVYIHLYON

‘/=duizesadid|Azuag-| ¥ S 4 9 - - - 6 € 1 0Q ‘uoibulysep
6=aulzesadid|Azuag-|

‘g=suabouidnijey - S [4 8 - 14 oL L € L Iweiy

g=auopeyia| ‘s=auydiouaidng oL 6 L - L 9 - ¥ € 4 puejfiey

g=auopeyid|\ :s=suiydiouaidng = oL L = L 9 6 ¥ € 4 aiowjeg
ol=|opoidosue) ‘g=auizesadid

(IKusydiAyiawolonyul-€)-1 - v 6 4 - € S 9 L 1 ejuey

sbniqg 19Yy10

siqeuue)

aulweyayd
-weysp

wedazeuo|)

wejozeid|y

auopod
-04pAH

auopod
-Ax0

uloldH

ypeld
/aure>o)

800¢ 19quiadag-Aienuer ((Aouanbaig uo paseg) yuey pue ealy D\ID Aq pazjeuy sway| bnig oL dol S|14N

NOID93d N43IHLNOS
ealy DM31D

‘Lajqel

Proceedings of the Community Epidemiology Work Group, Vol. I, June 2009

36



Section Il. Highlights and Summary

Table 2. Top Ranked Primary Drugs as a Percentage of Total Treatment Admissions, Including Primary
Alcohol Admissions, in 21 CEWG Areas’, by Region and Ranking: CY 2008

Opiates/
Opioids Metham-
phetamine

Cocaine/ Marijuana/

CEWG Area Cannabis

Crack Heroin | Other Than

Heroin

SOUTHERN REGION

Atlanta 1 2 7 6 4 3 5
Baltimore 2 3 1 5 7 4 6
Maryland 1 4 2 5 7 3 6
Miami/Dade County 3 1 5 6 7 2 4
Broward County 2 3 6 5 7 1 4
(Ft. Lauderdale)

Florida? 2 3 6 4 7 1 5
NORTHEASTERN REGION

Boston 2 3 1 6 7 5 4
Maine 1 5 4 2 7 3 6
New York City 1 4 2 6 7 3 5
Philadelphia 3 2 4 6 7 1 5

MIDWESTERN REGION
Detroit

w
—
wni
o

N
~N
(o)}

Minneapolis/St. Paul

St. Louis 1 4 3 6 5 2 7
Colorado 1 4 5 6 3 2 7
Denver 1 3 5 6 4 2 7
Hawai‘i 1 4 6 NR* 2 3 5
Los Angeles 1 5 4 7 3 2 6
Phoenix 1 5 4 6 2 3 7
San Diego 2 5 4 6 1 3 7
Seattle 1 2 4 6 5 3 7
Texas® 1 3 4 6 5 2 7

'CEWG areas not included in the table due to lack of availability of treatment admissions data for the reporting period are Washington, DC in
the southern region, Chicago and Cincinnati in the midwestern region, and San Francisco in the western region.

2Data are for January-December 2008.

3Methamphetamine and amphetamine are grouped together.

“NR=Not reported by the CEWG area representative.

SOURCE: June 2009 State and local CEWG reports

N
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Section lll. Across CEWG Areas: Treatment Admissions, Forensic Laboratory Analysis Data, and Emergency Department Data

Section lll. Across CEWG Areas:
Treatment Admissions, Forensic
Laboratory Analysis Data, and
Emergency Department Data

Cocaine/Crack

« Treatment admissions data for 2008 revealed that treatment admissions for primary cocaine/
crack, as a percentage of total drug treatment admissions, including primary alcohol admissions,
ranked firstin frequency in only 1 of 21 reporting CEWG areas—Miami/Dade County (section
II, table 2). The most common route of administration in all reporting areas was smoking (table
4). The largest decreases were observed in primary cocaine admissions, excluding primary
alcohol admissions, between 2007 and 2008 in St. Louis and Detroit, at approximately 9 and
7 percentage points, respectively (table 6). Over the 5-year period from 2004 through 2008,
Atlanta and St. Louis saw the largest declines in cocaine admissions, at approximately 18 and 14

percentage points, respectively (table 6).

« Cocaine was the drug most frequently identified by forensic laboratories in 10 of 22 reporting
CEWG areas. Based on forensic laboratory analysis of drug items identified in 2008, cocaine/
crack ranked first in three of five areas in the southern region (Miami, Atlanta, and Washington,
DC); two of four areas in the northeastern region (New York City and Maine); and four of eight
areas in the western region (San Francisco, Seattle, Denver, and Texas). Cocaine also ranked first
in one of the five CEWG areas in the midwestern region, Minneapolis/St. Paul, in frequency of
drug items identified (section Il, table 1; appendix table 2).

+ Based on weighted DAWN data, 5 CEWG areas among the 12 reporting areas showed statistically
significant increases in estimated numbers and rates of cocaine-involved ED visits from 2004
through 2007, namely Detroit, Denver, New York City, Seattle, and Boston (table 7).

Treatment Admission Data on
Cocaine/Crack

Table 3 presents the most recent data from
21 CEWG areas on primary cocaine treatment
admissions as a proportion of total admissions,
including those for alcohol (see also appendix
table 1). In all cases, the reporting period covers
CY 2008, January through December, 2008.

Miami/Dade County had the highest percent-
age (37.8 percent) of primary cocaine admissions,
followed distantly by Philadelphia (23.3 percent),
Atlanta (22.9 percent), Detroit (22.5 percent), and

Texas (21.7 percent). The lowest proportions of
primary cocaine treatment admissions, including
primary alcohol admissions, were observed for
Hawai‘i (3.9 percent), Maine (6.0 percent), and
San Diego (6.6 percent) (table 3).

Based on total 2008 treatment admissions,
including those for primary alcohol problems,
cocaine ranked first in Miami/Dade County and
ranked second in 3 of the 21 reporting CEWG
areas: Atlanta, Philadelphia, and Seattle (section
11, table 2).

Proceedings of the Community Epidemiology Work Group, Vol. I, June 2009 39



EpiDEMIOLOGIC TRENDS IN DRUG ABUSE

Table3. Primary Cocaine Treatment Admissions in 21 CEWG Areas as a Percentage of Total Admissions,
Including and Excluding Primary Alcohol Admissions: CY 2008

Total Admissions with Primary
Alcohol Admissions Included

Primary Cocaine | Total Admissions with Primary
Admissions Alcohol Admissions Excluded?
CEWG Area

% %

Atlanta 1,853 5,339 347 8,105 229
Baltimore 2,700 15,558 17.4 18,355 14.7
Boston 1,440 12,217 11.8 18,256 7.9
Colorado 3,256 16,449 19.8 28,036 11.6
Denver 1,623 7,346 22.1 11,872 13.7
Detroit 2,005 6,457 31.1 8,927 225
Florida 8,902 34,019 26.2 47,264 18.8
Hawai‘i 355 5,769 6.2 9,058 3.9
Los Angeles 8,662 43,709 19.8 55,530 15.6
Maine 768 7,318 10.5 12,849 6.0
Maryland 8,463 42,839 19.8 65,373 12.9
Miami/Dade 1,273 2,504 50.8 3,371 37.8
County

Ft. Lauderdale/ 775 3,183 243 4,184 18.5
Broward County

Minneapolis/ 1,905 9,132 20.9 19,263 9.9
St. Paul

New York City 15,596 60,645 25.7 84,309 18.5
Philadelphia 3,439 11,363 30.3 14,741 233
Phoenix 429 3,350 12.8 5,049 8.5
San Diego 995 12,010 8.3 15,041 6.6
Seattle 2,455 9,079 27.0 14,203 17.3
St. Louis 2,127 7,930 26.8 11,968 17.8
Texas 19,247 64,943 29.6 88,871 21.7

"More information on these data is available in the footnotes and notes for appendix table 1.

’Data are for January-December 2008.

3Percentages of primary cocaine admissions are obtained from admissions with primary alcohol admissions excluded for comparability with

past data.
SOURCE: June 2009 State and local CEWG reports

Route of Administration of Cocaine

Data from 18 CEWG areas indicate that
smoking'' was the most common mode of
cocaine administration among primary cocaine

"'SAMHSA’s Treatment Episode Data Set (TEDS) 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 does not separately report crack and cocaine;

treatment admissions in 2008 (table 4). The range
is from approximately 46 percent in Maine to 97
percent in Detroit. The highest percentages of
smoking cocaine were reported in Detroit (97.0
percent), followed by St. Louis (89.3 percent),
Philadelphia (85.8 percent), and Los Angeles

however, several CEWG sites have different codes for
crack compared with cocaine and area representatives may
separate these out in their reporting.
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Table 4. Primary Route of Administration of Cocaine Among Treatment Admissions in 18 CEWG Areas as
a Percentage’ of Primary Cocaine Treatment Admissions: CY 2008

Oral/Other/
Unknown
CEWG Area Total n?

% % % %
1.4 75 4.0

Atlanta 1,396 75.3 357 19.3 25 1,853
Baltimore 2,332 86.4 174 6.4 175 6.5 19 0.7 2,700
Boston 952 66.1 303 21.0 106 7.4 79 5.5 1,440
Colorado 2,002 61.5 1,021 314 173 53 60 1.8 3,256
Denver 931 574 596 36.7 62 3.8 34 2.1 1,623
Detroit 1,945 97.0 52 2.6 1 0.1 7 0.3 2,005
Los Angeles 7,360 85.0 1,077 124 35 0.4 190 2.2 8,662
Maine 356 46.4 233 30.3 156 20.3 23 3.0 768
Maryland 6,789 80.2 1,194 14.1 344 4.1 136 1.6 8,463
Miami/Dade 769 60.4 465 36.5 5 0.4 34 2.7 1,273
County

Ft. Lauderdale/ 469 60.5 280 36.1 8 1.0 18 23 775
Broward County

Minneapolis/ 1,427 74.9 394 20.7 38 2.0 46 2.4 1,905
St. Paul

New York City 9,447 60.6 5,674 36.4 266 1.7 209 1.3 15,596
Philadelphia 2,950 85.8 148 43 43 1.2 298 8.7 3,439
Phoenix 319 744 85 19.8 8 1.9 17 3.9 429
San Diego 799 80.3 167 16.8 19 1.9 0 0 9953
St. Louis 1,899 89.3 136 6.4 26 1.2 66 3.1 2,127
Texas 10,593 55.0 6,899 35.9 940 49 794 4.1 19,2473

'Percentages may not sum to 100 due to rounding.

’Data are for January-December 2008.

3Totals may differ from those in appendix table 1 due to the presence of unknown or missing values, which are included in the denominator
(10 cases for San Diego and 21 cases for Texas).

SOURCE: June 2009 State and local CEWG reports

(85.0 percent). Inhaling or sniffing cocaine was injecting the drug as the primary route tended to
the primary route of administration in approxi- be low, with by far the highest proportions being
mately 36-37 percent of cocaine admissions in in Maine, at 20.3 percent, followed by Boston
Texas, New York City, Ft. Lauderdale/Broward and Baltimore (at approximately 7 percent each)
County, Miami/Dade County, and Denver. The (table 4).

lowest proportions reporting inhaling or sniff-
ing cocaine, as the primary administration route,
were in Detroit, at 2.6 percent, and Philadelphia,
at 4.3 percent. Across the CEWG areas reporting
data on mode of administration of cocaine, the
proportions of cocaine admissions who reported

Gender of Cocaine/Crack Admissions

Across all 20 reporting CEWG areas in 2008,
the majority of primary cocaine admissions
were male (table 5). The highest proportions of
male cocaine admissions were in New York City
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(68.6 percent), while the lowest percentages largest proportions reported in Baltimore (86.3
were in Maine (51.2 percent) and Atlanta (51.5 percent) and Detroit (83.9 percent) (table 5). In
percent) (table 5). Maine, Florida, and Texas, proportions of older

cocaine admissions were lowest, at 43.6, 52.7,
and 53.5 percent, respectively. The highest per-
centages of cocaine treatment admissions age 25
and younger were in Maine (22.1 percent) and
Miami/Dade County (19.6 percent) (table 5).

Age of Cocaine/Crack Admissions

In 19 of 20 reporting CEWG areas in 2008,
at least one-half of the primary cocaine treatment
admissions were age 35 or older (or 36 and older
in Florida and 40 and older in Seattle), with the

Table5. Demographic Characteristics of Primary Cocaine Treatment Admissions in 20 CEWG Areas as a
Percentage’: CY 20082

| Gender | Age Group

Percent Percent
CEWG Area Percent Male Percent Female 25 and Under 35 or Older

Atlanta 51.5 48.5 10.5 68.6
Baltimore 53.7 46.3 34 86.3
Boston 56.3 435 9.7 69.2
Colorado 57.5 42.5 16.8 55.6
Denver 56.5 435 14.9 58.0
Detroit 544 45.6 4.5 83.9
Florida® 52.0 48.0 18.7 52.7
Los Angeles 64.1 35.8 8.5 75.9
Maine 51.2 48.8 22.1 43.6
Maryland 57.5 42.5 10.4 71.2
Miami/Dade 63.1 36.9 19.6 56.8
County

Ft. Lauderdale/ 51.6 48.4 17.0 60.3
Broward County

Minneapolis/ 64.9 35.1 10.5 69.6
St. Paul

New York City 68.6 314 57 783
Philadelphia® 65.5 27.5 11.1 62.6
Phoenix 55.5 445 9.8 67.8
San Diego 64.2 35.8 12.6 72.9
Seattle* 65.6 344 9.7 56.9
St. Louis 59.0 41.0 6.3 72.9
Texas 50.1 49.8 18.3 53.5

'Percentages are rounded to one decimal place.

’Data reported are for January-December 2008.

3Data from Florida and Philadelphia are for age 36 and over.
“Data from Seattle are for age 40 and older.

SOURCE: June 2009 State and local CEWG reports
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Changes in Cocaine/Crack Admissions,
2004-2007

Table 6 shows changes in primary cocaine/
crack treatment admissions as a percentage of
total admissions, excluding primary alcohol
admissions, between 2004 and 2008. Declines
were noted in all but 3 of 14 areas reporting
data, specifically Baltimore, Boston, and Seattle,
with the latter showing the only relatively large
increase in cocaine admission proportions in the
period, at 5.2 percentage points. Decreases from

Table 6.

2004-2007 in the proportion of primary cocaine
admissions were highest in Atlanta (nearly 18
percentage points) and St. Louis (approximately
14 percentage points). Declines of approxi-
mately 5—6 percentage points were observed for
Texas, Minneapolis/St. Paul, and Detroit over
the 5-year period (table 6). Other areas expe-
riencing moderate (2 to 4 percentage points)
declines in the proportion of primary cocaine
treatment admissions were Los Angeles and
New York City. In the period from 2007-2008,
St. Louis and Detroit had the largest percentage

Primary Cocaine Treatment Admissions in 15 CEWG Areas as a Percentage of Total Drug

Treatment Admissions, Excluding Primary Alcohol Admissions, and Percentage Point Changes
for Two Time Periods: 2004-2008 and 2007-2008"

Year (in Percent)
CEWG Area

% Change,
20072 20082 2004-2008

Atlanta 525 49.8 50.6
Baltimore 15.8 16.4 17.7
Boston* 11.0 13.1 12.8
Denver 23.2 20.0 23.5
Detroit 35.6 347 41.1
Hawai‘i 6.3 4.1 6.3
Los Angeles 22.0 20.5 20.9
Maine 1.4 12.7 14.2
Minneapolis/ 26.1 26.5 273
St. Paul

New York City 29.5 29.2 29.9
Phoenix NR® 16.1 15.2
San Diego 8.7 8.2 8.2
Seattle 21.8 24.6 25.6
St. Louis 40.9 335 338
Texas 35.7 34.1 324

Percentage Point

% Change,
2007-2008

38.4 34.7 -17.8 =37
18.7 17.4 +1.6 -1.3
10.6 11.8 +0.5 +1.2
234 22.1 -1.1 -1.3
37.7 31.0 -4.6 -6.7
5.7 6.2 -0.1 +0.5
19.9 19.8 -2.2 -0.1
13.7 10.5 -0.9 -3.2
23.7 20.9 -5.2 -2.8
28.1 25.7 -3.8 -24
14.5 12.8 - -1.7
85 83 -04 -0.2
27.2 27.0 +5.2 -0.2
355 26.8 -14.1 -8.7
31.5 29.6 -6.1 -1.9

'Chicago and San Francisco data were not available for this report, although values for 2004 through 2008 will be reported in subsequent

reports.
?Calendar year (January-December) data.

3Boston and Detroit reported FY 2006 (October 2005-September 2006) data; Atlanta and San Diego reported first half CY 2006 (January-June

2006) data; all others reported full-year CY 2006 data.

“The Boston representative updated CY data for this table; the previous figures were as follows: 2004, 11.3 percent; 2005, 12.5 percent; 2006,

12.0 percent.
*NR=Not reported by the CEWG area representative.

SOURCES: June 2009 State and local CEWG reports; June 2008 Highlights and Executive Summary CEWG report, p. 70; June 2007 Volume |
CEWG report, p.15; and updates in January 2009 from previous years for Boston
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point declines in proportions of primary cocaine
admissions of 15 reporting CEWG areas, at
approximately 9 and 7 percentage points, respec-
tively. Declines in cocaine treatment admission
proportions were reported in 13 of 15 CEWG
areas for which comparable data were avail-
able from the more recent period, 2007 to 2008.
Exceptions to this overall trend were observed in
Boston and Hawai‘i, with very slight increases
noted. Declines in all other areas reporting ranged
from minimal (0.1-0.2 percentage points) in Los
Angeles, San Diego, and Seattle, where percent-
ages remained relatively constant over the period,
to a high of an 8.7 percentage point decline in
St. Louis. The largest declines in the 2007-2008
period were in St. Louis and Detroit, at nearly 9
and 7 percentage points, respectively. Atlanta,
Maine, Minneapolis/St. Paul, New York City,
Phoenix, and Texas reported moderate declines of
between approximately 2 and 4 percentage points
over the 2 years (table 6).

Forensic Laboratory Data on Cocaine/
Crack

In 2008, cocaine was the drug most frequently
reported for 10 of the 22 CEWG areas shown on
the map (figure 17), and table (table 1) in sec-
tion II. Cocaine items as a percentage of the total
drug items reported in the NFLIS system were
particularly high in the Miami/Dade MSA (65.5
percent) and Atlanta (55.9 percent). The lowest
reported frequencies of cocaine drug items among
those identified in forensic laboratories were in
Honolulu and San Diego, at 16.8 and 12.6
percent, respectively (figure 18; appendix table 2).

Based on rankings shown in section II,
table 1, in three of the five southern region CEWG
areas (Miami, Atlanta, and Washington, DC),
cocaine ranked as the most frequently identified
drug in forensic laboratories in 2008. In two of
the four CEWG areas in the northeastern region,
Maine and New York City, cocaine ranked first

Figure 18. Cocaine Items Identified as a Percentage of Total NFLIS Drug Items,

22 CEWG Areas: CY 2008’

0 10 20

Miami

Atlanta

New York City
Maine
Washington, DC
Denver
Cincinnati
Philadelphia
Seattle
Baltimore
Maryland

Los Angeles
Texas

San Francisco
Minneapolis/St. Paul

30 40 50 60 70

65.5
55.9
45.2
44.1
40.5
39.0
38.7
374
359
353
34.7
334
33.1
28.5
28.2

Chicago 255
Detroit 24.6
Boston 22.8

Phoenix 19.7

St. Louis 17.2

Honolulu 16.8
San Diego 12.6

'Data are for January-December 2008.
SOURCE: NFLIS, DEA, received April 14, 2009; see appendix table 2
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among drug items identified. It was first in four
of eight areas in the western region (Denver, San

Weighted DAWN Estimates of ED Visits
Involving Cocaine, 2004-2007

Francisco, Seattle, and Texas). Cocaine ranked first
in one of the five areas in the midwestern region,
Minneapolis/St. Paul, although it ranked second in
drug items identified in 2008 in the other four areas
in the Midwest, as well as in Boston, Philadelphia,
Baltimore, Maryland, and Los Angeles.

Estimated numbers and rates of ED visits
involving cocaine increased significantly in 5
of 12 CEWG reporting areas between 2004 and
2007—namely Boston, Denver, Detroit, New
York City, and Seattle. Estimated visits involv-
ing cocaine increased by approximately 142
and 132 percent over the period in Detroit and

Table7. Weighed Estimates’ of Drug Misuse/Abuse-Related Emergency Department (ED) Visits
Involving Cocaine?, and Rates per 100,000 Population for 12 CEWG Areas: 2004-20073

Estimated Estimated Estimated Estimated Percent Percentand | Percentand
Numbers of ED | Numbers of ED | Numbers of ED Numbers of and Direction of | Direction of
Visits and Visits and Visits and ED Visits and | Direction Change, Change,
CEWG Area (Rates per (Rates per (Rates per (Rates per of 2006- 2004-2007*
100,000 100,000 100,000 100,000 Change, 20074
Population), Population), Population), Population), 2005-
2004 2005 2006 2007 20074
Boston 9,408 11,175 11,295 13,582 +44%
(212.6) (251.2) (253.5) (303.0) ?
Chicago 31,113 30,224 34,857 31,188 11%
9 (331.3) (320.0) (366.7) (327.4) ?
Denver 2,164 4,079 4,942 5,027 +132%
(92.9) (172.7) (205.2) (204.0) ?
. 5,221 9,860 12,676 12,631
Detroit (116.2) (220.1) (283.6) (282.7) +28% - +142%
Houst 10,850 6,691 9,925 10,884 _ _ _
ouston (209.4) (125.0) (179.2) (193.4)
Miami/Dade 9,469 13,061 9,944 9,827 250 3 B
County (400.6) (549.3) (413.9) (411.7) °
Minneapolis/ 6,228 6,076 6,764 5,189 - _ -
St. Paul (199.9) (193.4) (213.0) (161.8)
. 20,445 30,478 36,791 35,706
New York City (252.3) 371.1) (447.9) (431.5) - - +75%
Ph . 3,717 3,607 5,804 5,065 _ _ _
oenix (100.1) (93.0) (143.7) (121.2)
San Diedo 808 1,224 1,355 1,188 _ _ _
9 (27.6) 41.7) (46.1) (39.9)
San Francisco il Gesn 773 6,055 - - —
(261.6) (411.1) (339.9) (352.0)
8,079 9,900 11,111 11,972
seattle (255.1) (308.6) (340.5) (361.8) - - +48%

'Estimates of ED visits are based on a representative sample of non-Federal, short-stay hospitals with 24-hour EDs in the United States.

2|t should be noted that summing or combining visits for drugs, cocaine, heroin, methamphetamine, and other drugs, produces incorrect and
inflated counts, since ED visits often involve multiple drug reports, and these visits will appear multiple times in the data tables.

3Bold numbers indicate that a statistically significant percentage difference was observed for at least one of the time periods for that CEWG area.
“This column denotes statistically significant (p<.05) increases or decreases between estimates for the periods shown. Results of statistical
testing were provided by OAS, SAMHSA. The symbol,’--*, indicates no statistically significant changes in the estimates between the reporting
periods shown.

SOURCE: Area-specific data were obtained by request from DAWN, OAS, SAMHSA,11/2008 update, received 5/18/2009; see https://dawninfo.
samhsa.gov/files/ED2006/DAWN2k6ED.htm or pdf for more information
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+ Heroin primary treatment admissions, as a percentage of total admissions, including primary
alcohol admissions, were particularly high in Baltimore (approximately 55 percent) and Boston
(close to 50 percent) in 2008. In Boston, Baltimore, and Detroit, heroin was the substance most
frequently reported as the primary problem at treatment admission in the reporting period
(section Il, table 2; table 8; appendix table 1).

Injection of heroin was the main mode of administration of the drug reported among primary
heroin treatment admissions in 2008 in most areas, with the exception of Baltimore, Detroit,
and New York City, where inhalation was more commonly reported as the major route of
administration (table 9).

« The largest increases in the proportion of primary heroin treatment admissions, excluding
primary alcohol admissions, from 2007 to 2008 were seen in Detroit, Phoenix, and St. Louis,
where proportions of heroin admissions increased by 7.8, 6.4, and 4.3 percentage points,
respectively. In Boston, proportions of primary heroin admissions declined by 6.7 percentage
points in the 2-year period. In the 5 years between 2004 and 2008, St. Louis and Minneapolis/
St. Paul had the largest increases in primary heroin treatment admissions, at 10.0 and 8.5
percentage points, respectively, with declines of 5 or more percentage points noted for Seattle,
Los Angeles, Maine, and New York City (table 11).

In 17 of 22 CEWG areas, heroin items accounted for less than 10 percent of total drug items
identified in NFLIS forensic laboratories in 2008. Proportions were highest in Baltimore and
Maryland (approximately 22 and 21 percent, respectively). They were lowest in Texas, Honolulu,
and Minneapolis/St. Paul, at approximately 2 percent of drug items identified in each area (figure
19; appendix table 2). Heroin was not ranked first in drug items seized in any CEWG area (section
I, table 1).

Statistically significant changes in weighted DAWN ED reports and rates in 2007 compared with
2004 were noted for 3 of 12 reporting CEWG areas, consisting of increased ED reports in Denver

and Detroit, and decreased reports in San Francisco (table 12).

Denver, respectively. In New York City, Seattle,
and Boston, the approximate increases were 75,
48, and 44 percent, respectively (table 7). Two
other reporting CEWG areas showed declines in
cocaine-involved ED visits and rates for different
time periods.

In Chicago, ED visits involving cocaine
decreased by 11 percent from 2006-2007, while
in Miami/Dade, they declined by 25 percent from
2005-2007.

Treatment Admissions Data on Heroin

In this reporting period (CY 2008) for 18
of 22 CEWG areas, primary heroin treatment
admissions, as a proportion of total admissions

for substance abuse treatment, including primary
alcohol admissions, ranged from approximately
2 to 55 percent. After Baltimore at 54.6 per-
cent, Boston had the highest proportion of her-
oin admissions, at 47.3 percent of all admissions
(table 8). The lowest percentage of primary her-
oin admissions, after Hawai‘i (1.9 percent), was
in Florida (2.3 percent).

When all admissions, including those for
whom alcohol was the primary drug, are exam-
ined, heroin ranked first in Boston, Baltimore,
and Detroit, and second in New York City and
Maryland (section II, table 2).

Route of Administration of Heroin
Inhalation or intranasal use was the most
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frequent mode of heroin administration reported
by heroin admissions in New York City, at
close to 60 percent, Detroit, at 57.0 percent, and
Baltimore, at 56.5 percent (table 9). This mode
was relatively rarely reported among treatment
admissions in Philadelphia, Los Angeles, and San
Diego (3.0, 4.4, and 4.5 percent, respectively).
Proportions of heroin admissions injecting the
drug ranged from a low of 39.0 percent in New
York City to a high of 82.7 percent in Los Angeles.

The percentage of injection among heroin treat-
ment admissions ranged from 80-82 percent in Ft.
Lauderdale/Broward County, Boston, and Phoe-
nix, and from 7679 percent in Denver, Colorado,
San Diego, Maine, and Texas in 2008. San Diego,
Denver, Colorado, Phoenix, and Los Angeles
reported the highest proportions of heroin treat-
ment admissions whose primary mode of admin-
istration was smoking, at between approximately
11 and 17 percent. Smoking was reported by less

Table 8. Primary Heroin Treatment Admissions in 21 CEWG Areas as a Percentage of Total Admissions,
Including and Excluding Primary Alcohol Admissions: CY 2008"2

Primary Heroin
Admissions
CEWG Area

Total Admissions with Primary
Alcohol Admissions Excluded?®

Total Admissions with Primary
Alcohol Admissions Included

Atlanta 349 5339
Baltimore 10,019 15,558
Boston 8,641 12,217
Colorado 1,172 16,449
Denver 738 7,346
Detroit 3,050 6,457
Florida 1,080 34,019
Hawai‘i 174 5,769
Los Angeles 10,250 43,709
Maine 1,092 7,318
Maryland 16,879 42,839
Miami/ 94 2,504
Dade County

Ft. Lauderdale/ 110 3,183
Broward County

Minneapolis/ 1,292 9,132
St. Paul

New York City 22,474 60,645
Philadelphia 2,503 11,363
Phoenix 709 3,350
San Diego 2,777 12,010
Seattle 1,784 9,079
St. Louis 2,249 7,930
Texas 9,945 64,943

6.5 8,105 43
64.4 18,355 54.6
70.7 18,256 47.3

7.1 28,036 4.2
10.0 11,872 6.2
47.2 8,927 34.2

3.2 47,264 23

3.0 9,058 1.9
235 55,530 18.5
14.9 12,849 85
394 65,373 25.8

3.8 3,371 2.8

3.5 4,184 2.6
14.1 19,263 6.7
3741 84,309 26.7
22.0 14,741 17.0
21.2 5,049 14.0
23.1 15,041 18.5
19.6 14,203 12.6
284 11,968 18.8
15.3 88,871 11.2

"More information on these data is available in the footnotes and notes for appendix table 1.

’Data are for January-December 2008.

3Percentages of primary heroin admissions are obtained from admissions with primary alcohol admissions excluded for comparability with

past data.
SOURCE: June 2009 State and local CEWG reports
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than 2 percent of the heroin admissions in 11 of 17
CEWG areas reporting (table 9).

Gender of Heroin Admissions

There were proportionally more male than
female primary heroin admissions in all 20
CEWG areas represented in table 10. The larg-
est proportions of male heroin admissions were in
Miami/Dade County (close to 82 percent), New
York City (at approximately 78 percent), and
Los Angeles and Boston (at approximately 73
percent each). Conversely, the largest propor-
tions of females were in Maine, at approximately
47 percent.

Age of Heroin Admissions

In 13 of 20 reporting CEWG areas, more than
one-half of the primary heroin admissions in 2008
were age 35 or older, with the highest proportions
in Detroit (90.9 percent) and Baltimore (82.0 per-
cent) (table 10). Maine reported the highest per-
centages of heroin treatment admissions among
those age 25 and younger, at 40.6 percent.

Changes in Heroin Admissions,
2004-2008

Over the period from 2004 through 2008,

proportions of primary heroin treatment

Table9. Primary Route of Administration of Heroin Among Treatment Admissions in 18 CEWG Areas as
a Percentage’ of Primary Heroin Treatment Admissions: CY 20082
| smoies | s | weces | overtnmom

Atlanta 3 0.9 27.5 234 67.0 349
Baltimore 106 1.1 5,662 56.5 4,136 41.3 115 1.1 10,019
Boston 69 0.8 1,211 14.0 6,901 79.9 460 5.3 8,641
Colorado 139 11.9 83 7.1 929 79.3 21 1.8 1,172
Denver 95 129 51 6.9 581 78.7 11 1.5 738
Detroit 33 1.1 1,739 57.0 1,267 41.5 11 0.4 3,050
Los Angeles 1,123 11.0 455 4.4 8,480 82.7 192 1.9 10,250
Maine 7 0.6 201 18.4 839 76.8 45 4.1 1,092
Maryland 184 1.1 7,362 43.6 9,084 53.8 249 1.5 16,879
Miami/Dade 4 4.3 21 223 62 66.0 7 7.4 94
County

Ft. Lauderdale/ 0 0.0 18 16.4 90 81.8 2 1.8 110
Broward County

Minneapolis/ 65 5.0 406 31.4 804 62.2 17 1.3 1,292
St. Paul

New York City 132 0.6 13,389 59.6 8,764 39.0 189 0.8 22,474
Philadelphia 3 0.1 75 3.0 1,241 49.6 1,184 473 2,503
Phoenix 80 1.3 42 5.9 568 80.1 19 3.0 709
San Diego 461 16.6 126 4.5 2,169 78.1 213 0.6 2,777
St. Louis 26 1.2 879 39.1 1,318 58.6 26 1.2 2,249
Texas 80 0.8 2,023 20.3 7,583 76.2 2,593 2.6 9,945

'Percentages may not sum to 100 due to rounding.
?Data are for January-December 2008.
3Where missing values were detected, cases were assigned to the “Other/Unknown Route of Administration” category. This occurred in San

Diego and Texas, where the n's were 2,772, with 5 missing values, and 9,931, with 14 missing values, respectively.

SOURCE: June 2009 State and local CEWG reports
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admissions, excluding primary alcohol admis-
sions, increased in 5 of 14 reporting areas, namely
Baltimore, Detroit, Texas, St. Louis, and Min-
neapolis/St. Paul; these last two areas showed
the largest increases of 10.0 and 8.5 percentage
points (ppts), respectively. While no treatment
data were reported for Phoenix for 2004, data
reported for 2005 through 2008 show percentage
point increases in proportions of primary heroin

admissions of 6.1 for that area. Declines in heroin
admissions were found for 8 of 14 reporting areas
(with 1 area showing no change). The highest
decreases over the 5-year period were for Seattle
(7.4 ppts); Los Angeles (6.6 ppts); Maine (6.4
ppts); and New York City (5.0 ppts) (table 11).
During the more recent 2-year period, from
2007 through 2008, 3 of the 15 reporting areas
showed changes of 5 or more percentage points,

Table 10. Demographic Characteristics of Primary Heroin Treatment Admissions in 20 CEWG Areas as a

Percentage’: CY 20082

Percent Percent
Male Female

Age Group

CEWG Area

Atlanta 69.1 30.9
Baltimore 60.5 39.5
Boston 73.2 26.8
Colorado 63.9 36.1
Denver 64.0 36.0
Detroit 62.7 373
Florida 62.1 37.9
Los Angeles 734 26.6
Maine 52.8 47.2
Maryland 60.7 39.3
Miami/Dade 81.9 18.1
County

Ft. Lauderdale/ 71.8 28.2
Broward County

Minneapolis/ 66.5 335
St. Paul

New York City 77.5 225
Philadelphia 70.0 253
Phoenix 63.9 36.1
San Diego 70.1 29.9
Seattle 64.5 355
St. Louis 55.1 449
Texas 62.2 37.8

Percent Percent
25 and Under 35 or Older

15.8 542
5.0 82.0
222 455
225 51.5
186 57.2
24 90.9
26.6 35.0¢
137 69.2
40.6 16.4
182 61.2
16.0 56.4
19.1 50.9
25.1 49.4
5.0 78.2
22.1 41.6°
24.1 53.0
19.5 524
14.0 51.0°
28.7 30.8
29.4 38.8

'Percentages are rounded to one decimal place.
?Data are for January-December 2008.

3Percentages may not add to 100 percent due to the presence of unknown gender.

“Data for Florida and Philadelphia are for age 36 and over.
Data from Seattle are for age 40 and older.
SOURCE: June 2009 State and local CEWG reports
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Table 11. Primary Heroin Treatment Admissions in 15 CEWG Areas as a Percentage’ of Total Admissions,
Excluding Primary Alcohol Admissions, and Percentage Point Change For Two Time Periods:

2004-2008 and 2007-20082

Percentage Point

Year (in Percent)
% Change, % Change,
CEWG Area 2006* 20072 20082 2004-2008 2007-2008
7.6 7.0 7.2 5.7 6.5

Atlanta -1.1 +0.8
Baltimore 60.7 59.5 54.3 63.8 64.4 +3.7 +0.6
Boston® 75.2 72.7 73.6 77.4 70.7 -3.5 -6.7
Denver 13.6 14.1 10.6 10.5 10.0 -3.6 -0.5
Detroit 46.0 43.6 38.1 394 47.2 +1.2 +7.8
Hawai‘i 3.0 3.1 33 2.9 3.0 -0.0 +0.1
Los Angeles 30.1 24.4 24.3 24.1 235 -6.6 -0.6
Maine® 213 20.5 18.7 15.0 14.9 -6.4 -0.1

Minneapolis/ 5.6 9.8 11.2 13.0 14.1 +8.5 +1.1
St. Paul

New York City 42.1 40.8 37.9 38.2 37.1 -5.0 -1.1

Phoenix NR’ 15.1 16.7 14.8 21.2 — +6.4
San Diego 234 22.8 223 21.5 23.1 -0.3 +1.6
Seattle 27.0 254 20.9 18.7 19.6 -7.4 +0.9
St. Louis 18.4 16.0 17.5 24.1 28.4 +10.0 +4.3
Texas 13.7 11.6 12.8 13.0 15.3 +1.6 +2.3

'Percentage of primary nonalcohol admissions are rounded to one decimal place.

2All CEWG areas reported calendar year data for 2007 and 2008.
3Data for 2004 and 2005 for all areas are calendar year data.

“Boston and Detroit report FY 2006 (October 2005-September 2006) data; Atlanta and San Diego report first half CY 2006 (January-June)

data; all others report full-year CY 2006 data.

The Boston representative provided updated CY data for this table; the original values were as follows: 2004, 74.2 percent; 2005, 75.6

percent; 2006, 75.9 percent.

SHeroin is included with other opiates for classifying primary drug treatment admissions in Maine.

’NR=Not reported by the CEWG area representative.

SOURCES: June 2009 State and local CEWG reports; June 2008 Highlights and Executive Summary CEWG report, p. 71; June 2007 Volume |
CEWG report, p. 25; and updates in January 2009 from previous years for Boston

with increased percentages of heroin admissions
in Detroit (7.8 ppts) and Phoenix (6.4 ppts), and
decreased proportions of heroin admissions in
Boston (6.7 ppts) (table 11).

Forensic Laboratory Data on Heroin

In 17 of the 22 CEWG areas shown on
the map in figure 17 (section II), heroin items
accounted for less than 10 percent of the total drug
items reported by NFLIS. The exceptions were

New York City, Philadelphia, Chicago,
Baltimore, and Maryland. As a proportion of
total drug items, heroin items were highest in
Baltimore (21.8 percent) and Maryland (20.5 per-
cent), compared with other CEWG areas. Heroin
drug items identified were lowest in Texas (1.9
percent) and Minneapolis/St. Paul and Honolulu
(2.0 percent each) (figure 19; appendix table 2).
Heroin was not ranked as the number one
most frequently identified drug in any of the
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Figure 19. Heroin Items Identified as a Percentage of Total NFLIS Drug Items in 22 CEWG Areas:
CY 2008’

0 5 10 15 20 25

Minneapolis/St. Paul

Baltimore
Maryland
Chicago

New York City
Philadelphia
Boston

Maine
Washington, DC
Detroit

St. Louis
Phoenix
Cincinnati
San Francisco
Seattle

Los Angeles
Denver

San Diego
Miami
Atlanta

Honolulu
Texas

'Data are for January-December 2008.
SOURCE: NFLIS, DEA, received April 14, 2009; see appendix table 2

CEWG areas in 2008 (section II, table 1), and it
appeared as no higher than third in the rankings
of drug items identified in that reporting period.
However, it ranked third in all areas within the
northeastern, southern, and midwestern regions,
with the exception of Atlanta (where it ranked sev-
enth) and Minneapolis/St. Paul (where it ranked
fifth) in the South and Midwest, respectively.

Weighted DAWN Estimates of ED Visits
Involving Heroin, 2004-2007

Estimated heroin-involved ED visits and
associated rates per 100,000 population increased
significantly in 2 of 12 CEWG reporting areas

21.8
20.5

between 2004 and 2007, namely Detroit and
Denver, and decreased significantly in 1 area,
San Francisco. Estimated ED visits involving
heroin increased by 73 and 70 percent over the
period in Detroit and Denver, respectively. In San
Francisco, the decline in ED visits was reported
at 18 percent over the period. No other CEWG
areas showed significant changes in rates or
visits between 2004 and 2007 (table 12). How-
ever, declines in estimated ED visits involving
heroin were found in three areas for the period,
2006-2007; these were Chicago, Detroit, and San
Diego, where respective declines were 22, 6, and
37 percent. In Phoenix, such visits increased by
74 percent from 2005-2007.
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Table 12. Weighted Estimates’ of Drug Misuse/Abuse-Related Emergency Department (ED) Visits
Involving Heroin? and Rates per 100,000 Population for 12 CEWG Areas: 2004-20073

Estimated Estimated Estimated Estimated Percent Percent Percent
Numbers of ED | Numbers of ED | Numbers of ED | Numbers of and and and
Visits and Visits and Visits and ED Visits and Direction Direction Direction
CEWG Area (Rates per (Rates per (Rates per (Rates per of Change, | of Change, of Change,
100,000 100,000 100,000 100,000 2005- 2006-2007* | 2004-2007*
Population), Population), Population), Population), 20074
2004 2005 2006 2007
10,295 8,667 9,413 11,003 _ _ _
Boston (2327) (194.8) (211.3) (245.5)
. 21,921 18,899 25,036 19,581
Chicago (233.4) (200.1) (263.4) (205.6) - ~22% -
768 1,054 1,272 1,308 . .
Denver (32.9) (44.6) (52.8) (53.1) HAY
. 3,236 4,801 5,951 5,591
Detroit (72.0) (107.2) (133.2) (125.1) - 6% +73%
449 185 462 372
Houston (87) (3.5) (83) 6.6) - - -
Miami/Dade 2,336 2,721 1,058 s 6 6 6
County (98.8) (114.4) (44.1)
Minneapolis/ 1,189 1,023 1,309 1,691 _ _ -
St. Paul (38.1) (32.6) (41.2) (52.7)
. 13,383 18,179 17,892 16,884 _ _
New York City (165.1) (2213) (217.8) (204.1) -
. 1,772 1,357 2,085 2,364 o
Phoenix (47.7) (35.0) (51.6) (56.6) e - -
. 950 1,145 1,393 876 _ ) _
San Diego (32.4) (39.0) (47.3) (29.5) 37%
. 2,424 3,138 1,994 1,993
San Francisco (143.5) (185.7) (117.4) (115.9) - - -18%
6,791 5,140 5,171 6,253
Seattle (214.4) (160.2) (158.4) (189.0) - - -

'Estimates of ED visits are based on a representative sample of non-Federal, short-stay hospitals with 24-hour EDs in the United States.

2It should be noted that summing or combining visits for drugs, cocaine, heroin, methamphetamine, and other drugs, produces incorrect and
inflated counts, since ED visits often involve multiple drug reports, and these visits will appear multiple times in the data tables.

3Bold numbers indicate that a statistically significant percentage difference was observed for at least one of the time periods for that CEWG
area.

“This column denotes statistically significant (p<.05) increases or decreases between estimates for the periods shown. Results of statistical
testing were provided by OAS, SAMHSA. The symbol, ”--*, indicates no statistically significant changes in the estimates between the reporting
periods shown.

*Three dots (...) indicate that an estimate with a relative standard error (RSE) greater than 50 percent or a count or estimate less than 30 has
been suppressed.

°No significance tests could be performed due to lack of data for 1 or more of the comparison years.

SOURCE: Area-specific data were obtained by request from DAWN, OAS, SAMHSA, 11/2008 update, received 5/18/2009; see https://dawninfo.
samhsa.gov/files/ED2006/DAWN2k6ED.htm or pdf for more information
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Opiates/Opioids Other Than Heroin (Narcotic Analgesics)

« Treatment admissions for primary abuse of opiates other than heroin as a percentage of total
admissions, including primary alcohol admissions, ranged from approximately 1 to close to 10
percent in 19 of 20 reporting CEWG areas. The outlier was Maine, where nearly 31 percent of
primary treatment admissions were for other opiate problems (table 13; appendix table 1).

« While none of the 20 CEWG areas ranked other opiates as being first as primary substances of
abuse in percentages of total treatment admissions, including alcohol admissions, other opiates
ranked second in Maine, and fourth in Florida (section Il, table 2).

- Of total drug items identified in forensic laboratories in 22 CEWG areas, oxycodone and
hydrocodone often appeared in the top 10 ranked drug items in terms of frequency in 2008.

In Baltimore, Maryland, Boston, Maine, and Cincinnati, oxycodone ranked fourth in drug items
identified, and it ranked fifth in New York City, Philadelphia, Phoenix, and Seattle. Hydrocodone
ranked fourth in Detroit and fifth in frequency of drug items identified in Atlanta, Cincinnati,
San Diego, and Texas (section Il, table 1; table 15).

« Buprenorphine ranked fifth in identified NFLIS drug items in Boston, Baltimore, and Maryland in
2008, and ranked eighth in Maine (section Il, table 1).

+ Methadone ranked in the top 10 identified drugs in Maine (fifth), New York City (seventh),
Baltimore, Maryland, and San Francisco (eighth each), and Boston and Honolulu (ninth each)
during this reporting period (section Il, table 1).

« Between 2004 and 2007, estimated ED visits involving nonmedical use of opiate/opioid drugs
other than heroin increased significantly in 8 of the 12 CEWG DAWN reporting areas; these
included Boston, Denver, Detroit, Houston, Minneapolis/St. Paul, New York City, Phoenix, and
Seattle (table 16). Oxycodone-involved visits were estimated to have increased in 5 of the 12
areas (Denver, Minneapolis/St. Paul, Miami/Dade, New York City, and San Diego) (table 17). ED
visits involving nonmedical use of hydrocodone increased in 4 of the 12 areas (Denver, Detroit,
Houston, and New York City) (table 18). While methadone-involved visits increased in five areas
(Boston, Denver, Detroit, New York City, and Seattle), they declined in one area, Chicago, over the
4-year period (table 19). Estimated fentanyl-involved ED visits increased in two areas—Detroit and
Minneapolis/St. Paul—from 2004-2007. Respective increases were 143 and 73 percent (table 20).

Treatment Admissions Data on Opiates/
Opioids Other Than Heroin

In 2008, 20 CEWG areas provided data on
treatment admissions for primary abuse of opiates
other than heroin as a category separate from her-
oin. Treatment admissions for primary abuse of
opiates other than heroin as a percentage of total
admissions, including primary alcohol admis-
sions, ranged from approximately 1 to close to 10
percent in 19 of the 20 reporting CEWG areas.
Including primary alcohol admissions, the other
opiates admissions group accounted for a high of
30.7 percent of the primary treatment admissions

in Maine. This was followed distantly by Florida
and Maryland, where 9.9 and 7.6 percent, respec-
tively, of total primary treatment admissions were
for other opiates. At the low end, other opiates
accounted for approximately 1 percent of total
admissions in Philadelphia, New York City, and
Miami/Dade County (table 13). While none of
the 21 CEWG areas ranked other opiates as being
first as primary substances of abuse in percentages
of total treatment admissions, including alcohol
admissions (section II, table 2), in Maine other
opiates ranked second, while it ranked fourth in
Florida.
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Gender of Other Opiate Admissions

A majority of primary admissions for other
opiates were male in 11 of 20 reporting CEWG
areas, with the highest male percentages in
Philadelphia (72.1 percent), New York City (68.9
percent), and Boston (65.6 percent) (table 14).
However, females predominated in Baltimore,
Denver, Detroit, Florida, Miami/Dade County,
Phoenix, St. Louis, and Texas among treatment
admissions for other opiates (table 14).

Age of Other Opiate Admissions

In 4 of 20 CEWG areas—namely Detroit,
Los Angeles, Miami/Dade County, and Balti-
more—a majority of primary other opiate admis-
sions were age 35 or older (approximately 52—77
percent). The age group 25 and younger was more
highly represented among other opiate admis-
sions in Maine (38.3 percent), Philadelphia (36.8
percent), Seattle (36.5 percent), and Maryland
(36.4 percent) than other CEWG areas (table 14).

Table 13. Primary Other Opiate Treatment Admissions in 20 CEWG Areas as a Percentage of Total
Admissions, Including and Excluding Primary Alcohol Admissions: CY 20082

Total Admissions with Primary

Alcohol Admissions Excluded?

Total Admissions with Primary
Alcohol Admissions Included

Primary
Other Opiates
Admissions
CEWG Area #
Atlanta 414 5,339
Baltimore 564 15,558
Boston 613 12,217
Colorado 1,089 16,449
Denver 453 7,346
Detroit 137 6,457
Florida 4,699 34,019
Los Angeles 828 43,709
Maine 3,951 7,318
Maryland 4,982 42,839
Miami/Dade 32 2,504
County
Ft. Lauderdale/ 264 3,183
Broward County
Minneapolis/ 1,187 9,132
St. Paul
New York City 1,017 60,645
Philadelphia 136 11,363
Phoenix 167 3,350
San Diego 594 12,010
Seattle 614 9,079
St. Louis 235 7,930
Texas 5,381 64,943

7.8 8,105 5.1
36 18,355 3.1
5.0 18,256 34
6.6 28,036 39
6.2 11,872 38
2.1 8,927 1.5

13.8 47,264 9.9
1.9 55,530 1.5

54.0 12,849 30.7

116 65,373 76
1.3 3,371 0.9
8.3 4,184 6.3

13.0 19,263 6.2
1.7 84,309 12
12 14,741 0.9
5.0 5,049 33
49 15,041 39
6.8 14,203 43
3.0 11,968 2.0
8.3 88,871 6.0

"More information on these data is available in the footnotes and notes for appendix table 1.

?Data are for January-December 2008.

3Percentages of primary other opiates admissions are obtained from admissions with primary alcohol admissions excluded for comparability

with past data.
SOURCE: June 2009 State and local CEWG reports
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Table 14. Demographic Characteristics of Primary Treatment Admissions for Opiates/Opioids Other
than Heroin in 20 CEWG Areas, by Percent’: CY 20082

| Gender | Age Group

Percent 25 Percent 35
Percent Male Percent Female and Under and Older*

CEWG Area

Atlanta 50.2 49.8 234 41.8
Baltimore 44.0 56.0 20.2 523
Boston 65.6 344 29.7 439
Colorado 50.3 49.7 229 45.2
Denver 49.0 51.0 21.6 46.6
Detroit 423 57.7 5.1 77.4
Florida 48.1 51.9 35.0 26.3*
Los Angeles 53.9 46.1 11.4 69.2
Maine 53.2 46.8 383 25.6
Maryland 54.1 45.9 36.4 33.8
Miami/Dade 46.9 53.1 15.6 53.1

Ft. Lauderdale/ 59.1 40.9 34.1 34.8
Broward County

Minneapolis/ 54.6 454 25.7 46.2
St. Paul

New York City 68.9 31.1 256 46.6
Philadelphia 72.1 243 36.8 25.0¢
Phoenix 443 55.7 29.3 38.9
San Diego 59.9 40.1 34.7 37.2
Seattle 56.0 44.0 36.5 22.1°
St. Louis 48.9 51.1 294 36.6
Texas 42.4 57.6 229 43.3

'Percentages are rounded to one decimal place.

2All areas report calendar year 2008 data: January-December 2008.

3Percentages may not add to 100 percent due to the presence of unknown gender.

“Data from Florida and Philadelphia are for age 36 and older.

Data from Seattle are for age 40 and older.

NOTE: Missing values are reported for Philadelphia (5 for the gender distribution; 4 for the age distribution); Maine (4 in the age distribution);
and San Diego (8 in the age distribution); however, these do not affect the results.

SOURCE: June 2009 State and local CEWG reports

6 percent of all drug items identified in any area
(table 15; appendix table 2).

Forensic Laboratory Data on Opiates/
Opioids Other Than Heroin (Narcotic

Analgesics) Oxycodone

Of the narcotic analgesic/opiate items iden-
tified by forensic laboratories across CEWG
areas in 2008, oxycodone and hydrocodone were
the two most frequently reported in most areas.
However, they rarely accounted for more than

Maine reported the highest frequency of
oxycodone items identified in forensic laborato-
ries in the period (at 4.9 percent), followed by
Boston (4.3 percent) and Seattle (3.5 percent)
(table 15). Oxycodone ranked fourth in drug
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items identified in Baltimore, Maryland, Bos-
ton, Maine, and Cincinnati (section II, table 1).
It ranked fifth in frequency of drug items identi-
fied in forensic laboratories in four other CEWG
areas—New York City, Philadelphia, Phoenix,
and Seattle. Oxycodone ranked sixth in Atlanta,

Table 15.

Minneapolis/St. Paul, Denver, San Francisco, and
Honolulu (section 11, table 1). In 6 of 22 CEWG
areas, oxycodone represented less than 1 percent
of the total drug items identified among the top 25
in the reporting period (table 15).

Selected Narcotic Analgesic Items Reported Among the Top 25 by Forensic Laboratories in

22 CEWG Areas, by Number and Percentage of Total Items Identified’: CY 2008

Hydrocodone Buprenorphine | ot
CEWG Area

T T T T T R T I e
Atlanta 339 2.8 400 | 3.3 88 * 0 * 0 * 12,207
Baltimore 715 1.3 139 * 181 * 0 * 567 1.0 54,167
Boston 852 | 43 153 * 130 * 0 * 403 2.0 20,046
Chicago 65 * 365 * 79 * 0 * 86 * 77,456
Cincinnati 272 2.1 197 1.5 47 * 0 * 0 * 13,151
Denver 113 14 83 1.1 13 * 0 * 0 * 7,870
Detroit 86 | 1.4 405 | 64 27 * 0 * 8 ¥ 6,323
Honolulu 17 * 8 * 9 * 0 * 0 * 1,892
Los Angeles 141 * 718 1.3 93 * 0 * 0 * 53,627
Maine 41 49 27 | 3.2 34 4.0 0 * 15 1.8 845
Maryland 728 | 1.3 139 * 182 * 0 * 567 1.0 57,968
Miami 205 * 65 * 23 * 0 * 0 * 29,239
Minneapolis/ 65 1.4 48 1.0 16 * 0 * 0 * 4,628
St. Paul
New York City 686 | 1.2 448 * 601 1.1 0 * 219 * 55,693
Philadelphia 860 | 2.8 165 * 78 * 15 * 32 * 30,238
Phoenix 98 | 1.6 86 | 1.4 15 * 0 * 12 * 6,198
San Diego 202 1.0 364 | 1.8 53 *® 0 * 41 * 19,821
San Francisco 690 2.9 589 24 229 1.0 0 * * 24,057
Seattle 89 | 35 35 1.4 11 * 0 * 7 ¥ 2,546
St. Louis 181 1.1 294 | 1.7 30 * 0 * 32 * 17,153
Texas 352 * 3,322 | 39 270 * 0 * 0 * 85,244
Washington, DC 27 * 0 * 6 * 0 * 8 * 3,715

'Only percentages of 1.0 or higher are reported in this table; percentages of less than 1.0 are indicated by the symbol *.

?Data are for January-December 2008.

SOURCE: All data were received from NFLIS, DEA, April 14, 2009 (see appendix table 2); data are subject to change and may differ according

to the date on which they were queried
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Hydrocodone

Hydrocodone ranked fourth in drug items
identified in Detroit, and fifth in drug items identi-
fied in 4 of 22 areas, namely Atlanta, Cincinnati,
San Diego, and Texas (section II, table 1). Identi-
fied percentages ranged from 6.4 percent in Detroit
and 3.9 percent in Texas to less than 1.0 percent in
9 of 22 areas reporting in 2008 (table 15).

Buprenorphine

Boston, Maine, Maryland, and Baltimore
were the only CEWG areas with at least 1 per-
cent of drug items identified containing buprenor-
phine. Percentages were 2.0, 1.8, 1.0, and 1.0,
respectively (table 15). According to CEWG area
reports reflected in section II, table 1, buprenor-
phine ranked fifth in identified drugs in Boston,
Baltimore, and Maryland in 2008.

Methadone

Maine, New York City, and San Francisco
were the only areas reporting a percentage of
1 or higher for methadone drug items, at 4.0, 1.1,
and 1.0 percent, respectively (table 15). Metha-
done ranked fifth in identified drugs in Maine,
seventh in New York City, eighth in Baltimore,
Maryland, and San Francisco, and ninth in
Boston and Honolulu during this reporting period
(section II, table 1).

Weighted DAWN Estimates of
Pharmaceutical Opiate/Opioid-Involved
ED Visits, 2004-2007

Estimated numbers and rates of ED visits
involving nonmedical use of opiates/opioids from
2004 through 2007 are shown in table 16; this cat-
egory includes all narcotic analgesics and other
opiates not otherwise specified. Data are also pro-
vided for estimated visits for nonmedical use of
four specific opiates—oxycodone, hydrocodone,
methadone, and fentanyl—for 12 CEWG areas
for which weighted DAWN data are collected
(tables 17-20).

Eight of the 12 reporting areas experienced
statistically significant increases in estimated
ED visits involving nonmedical use of opiate/
opioids over the 4-year period. These areas

included Denver, Detroit, New York City,
Minneapolis/St. Paul, Houston, Phoenix, Seattle,
and Boston. Between 2004 and 2007, estimated
ED visits involving the nonmedical use of opi-
ates/opioids increased by 191 percent in Denver,
123 percent in Detroit, 99 percent in New York
City, 74 percent in Minneapolis/St. Paul, with
percentage increases of 66 percent for Houston,
50 percent for Phoenix, 47 percent for Seattle,
and 34 percent for Boston. Two areas, Chicago
and San Francisco, showed respective declines
of 13 and 20 percent in ED visits involving non-
medical use of opiates/opioids in the period from
2006-2007 (table 16).

Overall, estimated ED visits involving non-
medical use of oxycodone increased significantly
in 5 of 12 CEWG areas reporting. In particu-
lar, estimated ED visits involving nonmedical
oxycodone use increased by 297 percent in
Denver, 152 percent in New York City, 108 per-
cent in San Diego, 98 percent in Minneapolis/
St. Paul, and 68 percent in Miami/Dade County
over the period from 2004 through 2007 (table
17). In Boston, estimated ED visits involving
nonmedical use of oxycodone increased by 25
percent from 2006-2007, and in Detroit and Seat-
tle, increases of 46 and 44 percent, respectively,
were noted for 2005-2007, with no other signifi-
cant changes for these areas (table 17).

Four of 12 CEWG areas reported signifi-
cant increases in estimated ED visits involving
nonmedical use of hydrocodone, including
Denver, Houston, Detroit, and New York City,
respective increases for which were 176, 139,
112, and 65 percent (table 18). In two other areas,
increases in estimated hydrocodone-involved ED
visits were observed for 2005-2007 (Seattle and
Minneapolis/St. Paul, with increases of 24 and 89
percent, respectively), and increases in such visits
in the range of 32 to 47 percent were estimated
in Denver, Detroit, Houston, and Minneapolis/
St. Paul in the period from 2006-2007 (table 18).

Estimated ED visits involving nonmedical
use of methadone were found to have increased
in 5 of 12 CEWG areas reporting: Detroit, by
220 percent; Denver, by 110 percent; New York
City, by 69 percent; Boston by 64 percent; and
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Seattle, by 42 percent. However, a signifi-
cant decline in estimated ED visits involving
nonmedical use of methadone was noted in
Chicago, amounting to 34 percent over the 4-year
period (table 19). Table 19 also shows changes
for two reporting CEWG areas from 2005-2007:
Chicago, where methadone-involved ED visits
decreased by 21 percent, and Phoenix, where they

increased by 70 percent in the same period.

Table 16.

Finally, estimated ED visits involving nonmedical
use of fentanyl were found to have increased in two
areas—Detroitand Minneapolis/St. Paul—from 2004—
2007. Respective increases were 143 percent and 73
percent (table 20). From 2005-2007, ED visits involv-
ing the nonmedical use of fentanyl rose by 105 per-
cent in Minneapolis/St. Paul, and by 213 percent in
Denver (table 20). From 20062007, fentanyl-involved
ED visits rose by 72 percent in Denver (table 20).

Weighted Estimates’ of Emergency Department (ED) Visits? for Nonmedical Use of
Pharmaceuticals® Involving Opiates/Opioids, and Rates per 100,000 Population, for
12 CEWG Areas: 2004-2007*

Estimated Estimated Estimated Estimated Percent Percent Percent
Numbers of ED | Numbers of ED | Numbers of ED | Numbers of and and and

Visits and Visits and Visits and ED Visits and Direction Direction Direction

CEWG Area (Rates per (Rates per (Rates per (Rates per of Change, | of Change, of Change,
100,000 100,000 100,000 100,000 2005-2007° | 2006-2007° | 2004-2007°
Population), Population), Population), Population),
2004 2005 2006 2007

Boston 3,982 (90.0) 4,417 (99.3) 4,164 (93.5) 5,346 (119.3) -- +28% +34%
Chicago 4,964 (52.9) 5,054 (53.5) 5,949 (62.6) 5,178 (54.4) -- -13% --
Denver 851 (36.5) 1,450 (61.4) 1,963 (81.5) 2,479 (100.6) +71% +26% +191%
Detroit 2,725 (60.7) 4,149 (92.6) 4,769 (106.7) | 6,068 (135.8) +46% +27% +123%
Houston 4,170 (80.5) 3,211 (60.0) 5,915(106.8) | 6,935 (123.2) +116% - +66%
Miami/Dade 464 (19.6) 730(30.7) 654 (27.2) 741 (31.1) -- - --
County
Minneapolis/
St. Paul 1,878 (60.3) 1,923 (61.2) 2,687 (84.6) 3,263 (101.7) +70% +21% +74%
New York City 3,615 (44.6) 5,291 (64.4) 6,245 (76.0) 7,193 (86.9) +36% - +99%
Phoenix 2,629 (70.8) 2,762 (71.2) 3,593 (89.0) 3,941 (94.3) +43% - +50%
San Diego 875 (29.8) 1,304 (44.4) 1,437 (48.8) 1,517 (51.0) -- - --
San Francisco 1,055 (62.5) 2,172 (128.6) 1,703 (100.3) 1,369 (79.6) -- -20% -
Seattle 3,528 (111.4) 4,062 (126.6) 5,010 (153.5) | 5,194 (157.0) +28% - +47%

'Estimates of ED visits are based on a representative sample of non-Federal, short-stay hospitals with 24-hour EDs in the United States.

2|t should be noted that summing or combining visits for drugs, cocaine, heroin, methamphetamine, and other drugs, produces incorrect and
inflated counts, since ED visits often involve multiple drug reports, and these visits will appear multiple times in the data tables.

3Nonmedical use is use that involves: taking a prescription or over-the-counter (OTC) pharmaceutical differently than prescribed or
recommended, especially taking more than prescribed or recommended; taking a pharmaceutical prescribed for another individual;
deliberate poisoning with a pharmaceutical agent by another person; and documented misuse of a prescription or OTC pharmaceutical or
dietary supplement. Nonmedical use may involve pharmaceuticals alone or in combination with other drugs.

“Bold numbers indicate that a statistically significant percentage difference was observed for at least one of the time periods for that CEWG area.
This column denotes statistically significant (p<.05) increases or decreases between estimates for the periods shown. Results of statistical
testing were provided by OAS, SAMHSA. The symbol, "--*, indicates no statistically significant changes in the estimates between the reporting

periods shown.

SOURCE: Area-specific data were obtained by request from DAWN, OAS, SAMHSA, received 5/18/2009; see https://dawninfo.samhsa.gov/files/
ED2006/DAWN2k6ED.htm or pdf for more information
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Table 17. Weighted Estimates' of Emergency Department (ED) Visits? for Nonmedical Use of
Pharmaceuticals® Involving Oxycodone, and Rates per 100,000 Population, for 12 CEWG
Areas: 2004-2007*

Estimated Estimated Estimated Estimated Percent Percent Percent
Numbers of ED | Numbers of ED | Numbers of ED | Numbers of and and and
Visits and Visits and Visits and ED Visits and Direction Direction Direction
CEWG Area (Rates per (Rates per (Rates per (Rates per of Change, | of Change, | of Change,
100,000 100,000 100,000 100,000 2005-2007° | 2006-2007° | 2004-2007°
Population), Population), Population), Population),
2004 2005 2006 2007
1,978 1,873 1,551 1,940
Boston (44.7) (42.1) (34.8) (43.3) - R -
. 289 230 255 236
Chicago (3.1) (2.4) 2.7) (2.5) - - -
Denver (123‘:) (fgzs) (2781) (39; }3) +115% +32% +297%
. 355 360 478 524
Detroit (7.9) (8.0) (10.7) (11.7) +46% - -
155 121 6 246 . ; .
Houston (3.0) (2.3) (4.4)
Miami/Dade 127 199 195 214 - ~ +68%
Cou nty (5.4) (8.4) (8.1) (9.0)
Minneapolis/ 601 654 859 1,191
St Paul (19.3) (20.8) (27.1) 37.1) DR i) i
New York City (23528) (?245’) (562:) ?755) +90% - +152%
. 755 796 1,098 1,170 N N N
Phoenix (203) (20.5) (27.2) (28.0)
San Diego (157;') (1682) (:;52) (ff 11) +91% +42% +108%
. 104 251 246 217
San Francisco 6.1) (14.9) (14.5) (12.6) - - -
897 982 1,263 1,414 0 N B
Seattle (283) (30.6) (38.7) (42.7) +44%

'Estimates of ED visits are based on a representative sample of non-Federal, short-stay hospitals with 24-hour EDs in the United States.

?It should be noted that summing or combining visits for drugs, cocaine, heroin, methamphetamine, and other drugs, produces incorrect and
inflated counts, since ED visits often involve multiple drug reports, and these visits will appear multiple times in the data tables.

3Nonmedical use is use that involves: taking a prescription or over-the-counter (OTC) pharmaceutical differently than prescribed or
recommended, especially taking more than prescribed or recommended; taking a pharmaceutical prescribed for another individual;
deliberate poisoning with a pharmaceutical agent by another person; and documented misuse of a prescription or OTC pharmaceutical or
dietary supplement. Nonmedical use may involve pharmaceuticals alone or in combination with other drugs.

“Bold numbers indicate that a statistically significant percentage difference was observed for at least one of the time periods for that CEWG
area.

This column denotes statistically significant (p<.05) increases or decreases between estimates for the periods shown. Results of statistical
testing were provided by OAS, SAMHSA. The symbol, "--*, indicates no statistically significant changes in the estimates between the reporting
periods shown.

Three dots (...) indicate that an estimate with a relative standard error (RSE) greater than 50 percent or a count or estimate less than 30 has
been suppressed.

No significance tests could be performed due to lack of data for 1 or more of the comparison years.

SOURCE: Area-specific data were obtained by request from DAWN, OAS, SAMHSA, received 5/18/2009; see https://dawninfo.samhsa.gov/files/
ED2006/DAWN2k6ED.htm or pdf for more information
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Table 18. Weighted Estimates’ of Emergency Department (ED) Visits? for Nonmedical Use of
Pharmaceuticals® Involving Hydrocodone, and Rates per 100,000 Population, for 12 CEWG
Areas: 2004-2007*

Estimated Estimated Estimated Estimated Percent Percent Percent
Numbers of ED | Numbers of ED | Numbers of ED | Numbers of and and and
Visits and Visits and Visits and ED Visits and Direction Direction Direction
CEWG Area (Rates per (Rates per (Rates per (Rates per of Change, | of Change, | of Change,
100,000 100,000 100,000 100,000 2005-2007° | 2006-2007° | 2004-2007°
Population), Population), Population), Population),
2004 2005 2006 2007
528 464 480 472
Boston (11.9) (10.4) (108) (10.5) - - -
. 1,162 922 1,095 1,107
Chicago (12.4) 9.8) (11.5) (11.6) - - -
Denver (29138) (f ;) 52) (?269) (262(;) +48% +32% +176%
. 1,007 1,315 1,450 2,132
Detroit (22.4) (29.4) (32.4) 47.9) +62% +47% +112%
Houston (1_,:_;476) (12"7‘51‘; (3_,;252) ?7'1606) +187% +35% +139%
Miami/Dade . . . . , , S
County '
Minneapolis/ 456 398 514 754
0, 0 =
St Paul (14.6) (12.7) (16.2) (23.5) e A
. 282 360 369 465
New York City (3.5) (4.4) 4.5) (5.6) - - +65%
. 526 594 666 673
Phoenix (14.2) (15.3) (16.5) (16.1) - - -
. 358 436 472 433
San Diego (12.2) (14.8) (16.0) (14.5) - - -
. 239 440 335 299
San Francisco (14.1) (26.1) (19.7) (17.4) - - -
574 511 627 635
Seattle (18.1) (15.9) (19.2) (19.2) +24% - -

'Estimates of ED visits are based on a representative sample of non-Federal, short-stay hospitals with 24-hour EDs in the United States.

?It should be noted that summing or combining visits for drugs, cocaine, heroin, methamphetamine, and other drugs, produces incorrect and
inflated counts, since ED visits often involve multiple drug reports, and these visits will appear multiple times in the data tables.

3Nonmedical use is use that involves: taking a prescription or over-the-counter (OTC) pharmaceutical differently than prescribed or
recommended, especially taking more than prescribed or recommended; taking a pharmaceutical prescribed for another individual;
deliberate poisoning with a pharmaceutical agent by another person; and documented misuse of a prescription or OTC pharmaceutical or
dietary supplement. Nonmedical use may involve pharmaceuticals alone or in combination with other drugs.

“Bold numbers indicate that a statistically significant percentage difference was observed for at least one of the time periods for that CEWG
area.

5This column denotes statistically significant (p<.05) increases or decreases between estimates for the periods shown. Results of statistical
testing were provided by OAS, SAMHSA. The symbol, "--*, indicates no statistically significant changes in the estimates between the reporting
periods shown.

Three dots (...) indicate that an estimate with a relative standard error (RSE) greater than 50 percent or a count or estimate less than 30 has
been suppressed.

’No significance tests could be performed due to lack of data for 1 or more of the comparison years.

SOURCE: Area-specific data were obtained by request from DAWN, OAS, SAMHSA, received 5/18/2009; see https.//dawninfo.samhsa.gov/files/
ED2006/DAWN2k6ED.htm or pdf for more information.
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Table 19. Weighted Estimates' of Emergency Department (ED) Visits? for Nonmedical Use of
Pharmaceuticals® Involving Methadone, and Rates per 100,000 Population, for 12 CEWG
Areas: 2004-2007*

Estimated Estimated Estimated Estimated Percent Percent Percent
Numbers of ED | Numbers of ED | Numbers of ED | Numbers of and and and
Visits and Visits and Visits and ED Visits and Direction Direction Direction
CEWG Area (Rates per (Rates per (Rates per (Rates per of Change, | of Change, | of Change,
100,000 100,000 100,000 100,000 2005-2007° | 2006-2007° | 2004-2007°
Population), Population), Population), Population),
2004 2005 2006 2007
653 953 841 1,071
Boston (14.8) (21.4) (18.9) (23.9) - - S
. 1,363 1,125 1,129 893
Chicago (14.5) (11.9) (11.9) 9.4) -21% - -34%
141 207 240 297
Denver 6.1) (8.8) (10.0) (12.1) - - lios
. 224 537 569 716
Detroit (5.0) (12.0) (12.7) (16.0) - - +220%
323 408 498 379
Houston 62) (7.6) (9.0 6.7) - - -
Miami/Dade 6 82 . 6 , , ,
County (3.4)
Minneapolis/ 422 414 530 564 _ _ _
St. Paul (13.5) (13.2) (16.7) (17.6)
. 2,288 3,270 3,555 3,874
New York City (28.2) (39.8) (43.3) (46.8) - - +69%
. 423 325 492 554 &
Phoenix (11.4) (8.4) (12.2) (13.3) 0 - -
. 107 148 146 176
San Diego (3.6) (5.0) 4.9) (5.9) - - -
. 311 805 560 496
San Francisco (18.4) (47.7) (33.0) (28.9) - - -
1,090 1,311 1,714 1,552
Seattle (34.4) (40.9) (52.5) (46.9) - - +42%

'Estimates of ED visits are based on a representative sample of non-Federal, short-stay hospitals with 24-hour EDs in the United States.

?It should be noted that summing or combining visits for drugs, cocaine, heroin, methamphetamine, and other drugs, produces incorrect and
inflated counts, since ED visits often involve multiple drug reports, and these visits will appear multiple times in the data tables.
3Nonmedical use is use that involves: taking a prescription or over-the-counter (OTC) pharmaceutical differently than prescribed or
recommended, especially taking more than prescribed or recommended; taking a pharmaceutical prescribed for another individual;
deliberate poisoning with a pharmaceutical agent by another person; and documented misuse of a prescription or OTC pharmaceutical or
dietary supplement. Nonmedical use may involve pharmaceuticals alone or in combination with other drugs.

“Bold numbers indicate that a statistically significant percentage difference was observed for at least one of the time periods for that CEWG
area.

5This column denotes statistically significant (p<.05) increases or decreases between estimates for the periods shown. Results of statistical
testing were provided by OAS, SAMHSA. The symbol,’--*, indicates no statistically significant changes in the estimates between the reporting
periods shown.

Three dots (...) indicate that an estimate with a relative standard error (RSE) greater than 50 percent or a count or estimate less than 30 has
been suppressed.

’No significance tests could be performed due to lack of data for 1 or more of the comparison years.

SOURCE: Area-specific data were obtained by request from DAWN, OAS, SAMHSA, received 5/18/2009; see https://dawninfo.samhsa.gov/files/
ED2006/DAWN2k6ED.htm or pdf for more information
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Table 20. Weighted Estimates' of Emergency Department (ED) Visits? for Nonmedical Use of
Pharmaceuticals® Involving Fentanyl, and Rates per 100,000 Population, for 12 CEWG Areas:

2004-2007*
Estimated Estimated Estimated Estimated Percent Percent Percent
Numbers of ED | Numbers of ED | Numbers of ED | Numbers of and and and
Visits and Visits and Visits and ED Visits and Direction Direction Direction
CEWG Area (Rates per (Rates per (Rates per (Rates per of Change, | of Change, | of Change,
100,000 100,000 100,000 100,000 2005-2007° | 2006-2007° | 2004-2007°
Population), Population), Population), Population),
2004 2005 2006 2007
165 218 163 226
Boston (37) (4.9) (37) (5.0) - - -
. 6 6 165 195 ; _ ;
Chicago 17) 2.0
3 74 135 232 o @ -
Denver 3.1) (5.6) 9.4) +213% +72%
. 137 234 250 334
Detroit 3.1) (5.2) (5.6) (7.5) - - +143%
Houston C 5000 e e g 7 v
Miami/ ...6 ...6 ...6 ...6 7 7 7
Dade County
Minneapolis/ 94 79 192 162
0 _— 0
St Paul (3.0) (2.5) ©6.1) (5.0) g R
New York City ..0 .0 .5 .8 7 7 7
. 94 140 135
6 . __ 7
Phoenix (2.4) (35) (3.2)
. 6 88 70 77 _ _ ;
San Diego (3.0) 2.4) 2.6)
San Francisco _c . e e 7 7 7
6 96 137 81 _ _ ;
Seattle (3.0 42) 25)

'Estimates of ED visits are based on a representative sample of non-Federal, short-stay hospitals with 24-hour EDs in the United States.

?It should be noted that summing or combining visits for drugs, cocaine, heroin, methamphetamine, and other drugs, produces incorrect and
inflated counts, since ED visits often involve multiple drug reports, and these visits will appear multiple times in the data tables.

3Nonmedical use is use that involves: taking a prescription or over-the-counter (OTC) pharmaceutical differently than prescribed or
recommended, especially taking more than prescribed or recommended; taking a pharmaceutical prescribed for another individual;
deliberate poisoning with a pharmaceutical agent by another person; and documented misuse of a prescription or OTC pharmaceutical or
dietary supplement. Nonmedical use may involve pharmaceuticals alone or in combination with other drugs.

“Bold numbers indicate that a statistically significant percentage difference was observed for at least one of the time periods for that CEWG
area.

5This column denotes statistically significant (p<.05) increases or decreases between estimates for the periods shown. Results of statistical
testing were provided by OAS, SAMHSA. The symbol, "--* indicates no statistically significant changes in the estimates between the reporting
periods shown.

SThree dots (...) indicate that an estimate with a relative standard error (RSE) greater than 50 percent or a count or estimate less than 30 has
been suppressed.

’No significance tests could be performed due to lack of data for 1 or more of the comparison years.

SOURCE: Area-specific data were obtained by request from DAWN, OAS, SAMHSA, received 5/18/2009; see https://dawninfo.samhsa.gov/files/
ED2006/DAWN2k6ED.htm or pdf for more information

8No significance tests were provided by OAS, although overlapping confidence intervals suggest lack of statistical significance across years.
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Benzodiazepines/Depressants

- Texas and Atlanta had the highest percentage of alprazolam drug items identified in forensic
laboratories in 2008, at 4.4 and 4.3 percent, respectively (table 21). Alprazolam ranked third in
frequency among the top 10 drug items identified in forensic laboratories in Atlanta, and ranked
fourth in four CEWG areas: Miami/Dade County, Philadelphia, New York City, and Texas (section II,
table 1).

« Drug items containing clonazepam accounted for 1.8 percent of all drug items in Boston, where
clonazepam figured as the sixth most frequently identified drug in forensic laboratories in 2008
(section Il, table 1; table 21).

« Diazepam ranked 8th in Cincinnati, 9th in San Diego, and 10th in Philadelphia among drug items
identified in NFLIS forensic laboratories in 2008 (section II, table 1).

« Estimated ED visits involving nonmedical use of benzodiazepines increased significantly in
one-half of the 12 reporting DAWN CEWG areas from 2004 to 2007. These were Boston, Denver,

Detroit, Minneapolis/St. Paul, New York City, and Seattle (table 22).

Treatment Admissions 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 noted that benzodiazepines
or sedative/hypnotics were secondary or tertiary
drugs of abuse among some treatment admissions.

Forensic Laboratory Data on
Benzodiazepines

Three benzodiazepine-type items—alpra-
zolam, clonazepam, and diazepam—were the
most frequently reported benzodiazepines identi-
fied by forensic laboratories in 22 CEWG areas
in the 2008 reporting period. Table 21 shows the
numbers and percentages of drug items contain-
ing alprazolam, clonazepam, and diazepam in
each of the reporting CEWG areas.

Alprazolam
In the 22 CEWG areas for which NFLIS data
were reported for 2008, the highest percentages

of alprazolam drug items identified were in
Texas (4.4 percent) and Atlanta (4.3 percent),
followed by Philadelphia (2.9 percent), Detroit
(2.6 percent), and New York City (2.5 percent).
Alprazolam drug items were reported at 1.0—
1.9 percent in Boston, Maine, St. Louis, and
Miami, and at less than 1 percent in the remain-
ing 13 reporting CEWG areas (table 21). In sec-
tion 11, table 1, which shows the rankings of the
most frequently reported drugs in NFLIS for
2008 data, alprazolam ranked third in frequency
among the top 10 drug items identified in Atlanta,
and fourth in four CEWG areas: Miami, New
York City, Philadelphia, and Texas.

Clonazepam

Drug items containing clonazepam accounted
for 1.8 percent of all drug items in Boston and
1.3 percent in Maine. Its presence was mini-
mal in the 20 other CEWG areas (table 21). In
Boston, clonazepam figured as the sixth most fre-
quently identified drug in forensic laboratories in
2008. Clonazepam ranked seventh in Baltimore
and Maryland. It ranked in 9th place in New
York City, Philadelphia, Cincinnati, and Texas,
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Table21. Selected Benzodiazepine Items Reported Among the Top 25 by Forensic Laboratories in
22 CEWG Areas, by Number and Percentage of Total Items Identified’: CY 20082

Alprazolam
CEWG Area

522 43 67 * 57 *

Atlanta 12,207
Baltimore 360 * 218 * 75 * 54,167
Boston 224 1.1 370 1.8 70 * 20,046
Chicago 206 * 38 * 42 * 77,456
Cincinnati 100 * 59 * 61 * 13,151
Denver 45 * 24 * 16 * 7,870
Detroit 164 2.6 14 * 24 * 6,323
Honolulu 3 & 7 & 7 & 1,892
Los Angeles 227 * 116 * 127 * 53,627
Maine 13 1.5 11 1.3 7 * 845
Maryland 360 * 218 * 76 * 57,968
Miami 558 1.9 21 * 24 * 29,239
; ; * * *
g/tl!rllr;i?polls/ 20 13 9 4,628
New York City 1,395 2.5 314 w 85 < 55,693
Philadelphia 884 29 140 * 79 * 30,238
Phoenix 34 * 32 * 24 * 6,198
San Diego 171 * 95 * 97 * 19,821
San Francisco 79 * 157 * 144 * 24,057
Seattle 10 * 11 * 9 * 2,546
St. Louis 267 1.6 52 * 75 * 17,153
Texas 3,750 44 618 * 379 * 85,244
Washington, DC 8 * 5 * 0 * 3,715

'Only percentages of 1.0 or higher are reported in this table; percentages of less than 1.0 are indicated with the symbol *.

’Data are for January-December 2008.

SOURCE: All data were received from NFLIS, DEA, April 14, 2009 (see appendix table 2); data are subject to change and may differ according

to the date on which they were queried

and was 10th in San Diego and San Francisco
(section II, table 1).

Diazepam

Drug items containing diazepam accounted
for less than 1 percent of all drug items in each
of'the 22 CEWG areas (table 21). However, diaz-
epam ranked 8th in Cincinnati, 9th in San Diego,
and 10th in Philadelphia among drug items iden-
tified in NFLIS forensic laboratories in calendar
year 2008 (section II, table 1).

Weighted DAWN Estimates of ED
Visits Involving Nonmedical Use of
Benzodiazepines, 2004-2007

Estimated numbers and rates of ED visits
involving nonmedical use of benzodiazepines
for 12 CEWG areas for which weighted DAWN
data were collected from 2004 through 2007 are
shown in table 22. Six of the 12 reporting areas
saw statistically significant increases in estimated
ED visits involving nonmedical benzodiazepine
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over the 4-year period. Between 2004 and 2007,
estimated ED visits involving nonmedical use
of benzodiazepines increased by 207 percent in
Denver, 103 percent in Minneapolis/St. Paul,
93 percent in Detroit, 59 percent each in New York
City and Seattle, and 30 percent in Boston. Four
of these areas showed increases of 2243 percent

in these ED visits from 2006-2007, namely
Boston, Denver, Detroit, and Minneapolis/
St. Paul, while increases in ED visits involv-
ing nonmedical use of benzodiazepines were
reported for two other areas from 2005-2007.
Houston had a 66 percent increase, and Phoenix,
a 35 percent increase (table 22).

Table 22. Weighted Estimates’ of Emergency Department (ED) Visits” for Nonmedical Use of Pharmaceuticals®
Involving Benzodiazepines, and Rates per 100,000 Population, for 12 CEWG Areas: 2004-2007*

Estimated Estimated Estimated Estimated Percent Percent Percent
Numbers of ED | Numbers of ED | Numbers of ED | Numbers of and and and
Visits and Visits and Visits and ED Visits and Direction Direction Direction
CEWG Area (Rates per (Rates per (Rates per (Rates per of Change, | of Change, | of Change,
100,000 100,000 100,000 100,000 2005-2007° | 2006-2007° | 2004-2007°
Population), Population), Population), Population),
2004 2005 2006 2007
Boston 23‘2)966) g;%‘; :;9,‘25421) (fﬁf;) +28% +25% +30%
. 3,369 3,208 3,660 3,782
Chicago (35.9) (34.0) (38.5) (39.7)
Denver (2535 L) (142‘29) (15'§73(‘; (1(;2859) +61% +22% +207%
Detroit (2417101) (26'2728) (36’;295) :‘9"1’8‘3 +42% +31% +93%
6,603 4,666 7,441 7,750
Houston (127.5) 87.2) (134.3) (137.7) i) - -
Miami/Dade 1,372 1,788 1,497 1,362 B B B
County (58.1) (75.2) (62.3) (57.1)
Minneapolis/ 943 883 1,337 1,916
St Paul (30.2) (28.1) (42.1) (59.7) e e =t
New York City (22%13?; (23’2828) (353'33 ?43159) +22% - +59%
. 2,269 2,247 3,082 3,030
Phoenix 61.1) (57.9) (76.3) (72.5) W EY - -
San Di 755 1,075 1,225 1,150 _ B _
an Liego (25.7) (36.6) 41.7) (387)
. 775 1,253 896 998 _ _ _
San Francisco (45.9) (74.1) (52.7) (58.0)
1,916 2,240 2,798 3,042
Seattle (60.5) (69.8) (85.7) 91.9) +36% - +59%

'Estimates of ED visits are based on a representative sample of non-Federal, short-stay hospitals with 24-hour EDs in the United States.

2It should be noted that summing or combining visits for drugs, cocaine, heroin, methamphetamine, and other drugs, produces incorrect and
inflated counts, since ED visits often involve multiple drug reports, and these visits will appear multiple times in the data tables.

3Nonmedical use is use that involves: taking a prescription or over-the-counter (OTC) pharmaceutical differently than prescribed or
recommended, especially taking more than prescribed or recommended; taking a pharmaceutical prescribed for another individual; deliberate
poisoning with a pharmaceutical agent by another person; and documented misuse of a prescription or OTC pharmaceutical or dietary
supplement. Nonmedical use may involve pharmaceuticals alone or in combination with other drugs.

“Bold numbers indicate that a statistically significant percentage difference was observed for at least one of the time periods for that CEWG area.
5This column denotes statistically significant (p<.05) increases or decreases between estimates for the periods shown. Results of statistical testing
were provided by OAS, SAMHSA. The symbol,’--*, indicates no statistically significant changes in the estimates between the reporting periods shown.
SOURCE: Area-specific data were obtained by request from DAWN, OAS, SAMHSA, received 5/18/2009; see https://dawninfo.samhsa.gov/files/
ED2006/DAWN2k6ED.htm or pdf for more information
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Methamphetamine

« The proportions of primary treatment admissions, including primary alcohol admissions, for
methamphetamine abuse in 16 reporting CEWG areas were especially high in Hawai‘i and
San Diego, at approximately 32 and 31 percent, respectively. They were also relatively high in
Phoenix and Los Angeles, with respective percentages of approximately 25 and 19 (table 23;
appendix table 1).

« Methamphetamine ranked first in treatment admissions as a percentage of total admissions in
San Diego, second in Hawai‘i and Phoenix, and third in Colorado and Los Angeles (section Il
table 2).

+ Inall but 2 of the 13 CEWG areas reporting data, smoking was the most common route of
administration of methamphetamine among primary treatment admissions; the two were Maine
and Maryland (table 24).

+ Between 2007 and 2008, eight of nine CEWG areas for which data on primary methamphetamine
treatment admissions were available had declines in these admissions as a percentage of total
admissions, excluding primary alcohol admissions. The highest declines over the period were
observed in Phoenix and San Diego, with decreases of approximately 6 percentage points each,
followed by Los Angeles, at 4.0 percentage points. Atlanta and Hawai‘i had approximate declines
of 3 percentage points, while Denver showed a 2.9-percentage point increase in the 2-year period.
In the 5 years from 2004 to 2008, all but one reporting area showed decreases in methamphet-
amine admissions, with the largest declines in Minneapolis/St. Paul and Hawai'‘i, at approximately
7 percentage points each. Treatment data were not reported for 2004 for Phoenix; however, there
was a noteworthy decline of approximately 12 percentage points in the proportion of primary
methamphetamine treatment admissions from 2005 to 2008. One area, St. Louis, showed virtually
no change in admissions, with a 0.1-percentage point increase in the period (table 26).

+ In 2008, methamphetamine ranked first among all drugs in proportions of forensic laboratory
items identified in Honolulu, second in Atlanta, Phoenix, and San Diego, and third in six CEWG
areas: Minneapolis/St. Paul, Denver, Los Angeles, San Francisco, Seattle, and Texas (section Il
table 1). The largest proportions of methamphetamine items identified were reported in
Honolulu (close to 45 percent), followed by Minneapolis/St. Paul (approximately 27 percent),
Phoenix (approximately 22 percent), and San Diego (approximately 20 percent). In contrast, less
than 2 percent of drug items identified as containing methamphetamine were reported in nine
CEWG metropolitan areas east of the Mississippi, including Detroit, Chicago, Miami, New York
City, Cincinnati, Boston, Philadelphia, Maryland, and Baltimore (figure 20; appendix table 2).

« Estimated numbers of ED visits involving methamphetamine increased from a low base in 1 of
the 12 reporting CEWG areas in the DAWN system, Boston, and decreased from a high base in
one area, San Francisco, from 2004-2007. In the period from 2005-2007, decreases in metham-
phetamine-involved ED visits were observed for six CEWG areas, including Denver (declining by
32 percent), Minneapolis/St. Paul (50 percent), Phoenix (9 percent), San Diego (40 percent), San
Francisco (59 percent), and Seattle (38 percent). In three areas—Phoenix, San Diego, and San
Francisco—decreases were also reported for 2006-2007, at 20, 32, and 26 percent, respectively
(table 27).
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Treatment Admissions Data on admissions, including primary alcohol admissions,
Methamphetamine Hawai‘i had the highest proportion of metham-
phetamine admissions, at 31.9 percent, followed
by San Diego, at 30.7 percent. In the same period,
primary methamphetamine admissions accounted
for approximately 16-25 percent of total
primary admissions in Phoenix, Los Angeles, and
Colorado. Four CEWG areas, all east of the

Data on primary methamphetamine treat-
ment admissions in the CY 2008 reporting period
were available and reported for 16 CEWG areas
(table 23).!2 As a percentage of total treatment

12Data for Baltimore, Detroit, Miami/Dade County, Ft.

Lauderdale/Broward County, and Philadelphia were Mississippi River (Boston, Maine, Maryland,
excluded due to small numbers (less than 30). These and New York City), reported that less than
areas reported 8, 2, 12, 16, and 2 total primary metham- 1 percent of admissions were for primary

phetamine-related admissions, respectively.

Table 23. Primary Methamphetamine Treatment Admissions in 16 CEWG Areas as a Percentage’ of Total
Admissions, Including and Excluding Primary Alcohol Admissions: CY 2008

Primar
Methamphet):'-.lmine Total Admissions with Primary | Total Admissions with Primary
Admissions? Alcohol Admissions Excluded* | Alcohol Admissions Included
Atlanta 497 5,339 9.3 8,105 6.1
Boston 117 12,217 1.0 18,256 0.6
Colorado 4,442 16,449 27.0 28,036 15.8
Denver 1,508 7,346 20.5 11,872 12.7
Florida® 732 34,019 2.2 47,264 1.5
Hawai‘i 2,885 5,769 50.0 9,058 31.9
Los Angeles 10,564 43,709 24.2 55,530 19.0
Maine 31 7,318 0.4 12,849 0.2
Maryland 58 42,839 0.1 65,373 0.1
g"tf';,’;i?po"y 1,101 9,132 12.1 19,263 5.7
New York City 186 60,645 0.3 84,309 0.2
Phoenix 1,238 3,350 37.0 5,049 245
San Diego 4,618 12,010 385 15,041 30.7
Seattle 1,353 9,079 14.9 14,203 9.5
St. Louis 318 7,930 4.0 11,968 27
Texas® 7,458 64,943 11.5 88,871 8.4

'Percentages are rounded to one decimal place.

’Data are for calendar year 2008: January-December 2008.

3Data for five CEWG areas—Baltimore, Detroit, Philadelphia, Miami/Dade County, and Ft. Lauderdale/Broward County—were excluded from
this table due to small numbers (less than 30 total primary methamphetamine treatment admissions). For further information, see appendix
table 1.

“Percentages of primary methamphetamine admissions were obtained from admissions with primary alcohol admissions excluded for
comparability with past data.

*Florida and Texas reported combined methamphetamine and amphetamine admissions.

SOURCE: June 2009 State and local CEWG reports; more information on these data is available in the footnotes and notes for appendix table 1
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methamphetamine abuse. On the other hand, seven
areas—Atlanta, Denver, Florida, Minneapolis/
St. Paul, Seattle, St. Louis, and Texas—reported
that between approximately 2 and 13 percent of
primary treatment admissions were for meth-
amphetamine abuse problems in this reporting
period (table 23).

Based on rankings of primary drugs as a per-
centage of total treatment admissions, including
primary alcohol admissions, methamphetamine
ranked first in San Diego, second in Hawai‘i and
Phoenix, third in Colorado and Los Angeles, and
fourth in Atlanta and Denver (section I, table 2).

Route of Administration of Methamphetamine
In the 13 CEWG areas represented in table
24, smoking was the most common mode of

Table 24.

administering methamphetamine among primary
methamphetamine admissions in all but Maine
(35.5 percent) and Maryland (27.6 percent).
Smoking was reported at levels ranging from
27.6 percent in Maryland to 77.8 percent in Los
Angeles, with relatively high percentages of
smoking reported in Phoenix (76.1 percent) and
San Diego (74.4 percent). St. Louis and Texas
had the largest proportions of methamphetamine
admissions who injected the drug (at 36.2 and
33.1 percent of total admissions, respectively),
while the highest percentages reporting inhala-
tion as the primary route of methamphetamine
administration were in Maine, at approximately
42 percent, followed remotely by Boston (14.5
percent) and St. Louis (14.2 percent) (table 24). It
should be noted that because numbers of primary

Primary Route of Administration of Methamphetamine Among Treatment Admissions in 13

CEWG Areas as a Percentage’ of Primary Methamphetamine Treatment Admissions: CY 200823

Oral/Other/
Unknown
CEWG Area

T T T B R

L+
295

Atlanta 59.4 61 12.3
Boston 59 50.4 17 14.5
Colorado 2,876 64.7 449 10.1
Denver 898 59.5 182 12.1
Los Angeles 8,222 77.8 1,373 13.0
Maine 11 35.5 13 41.9
Maryland 16 27.6 5 8.6
gf’;’;ﬁ?po"y 764 | 69.4 92 8.4
New York City 98 52.7 25 13.4
Phoenix 942 76.1 88 7.1
San Diego* 3,437 744 471 10.2
St. Louis 145 45.6 45 14.2
Texas 3,680 493 682 9.1

497

68 13.7 73 14.7
33 28.2 5 4.3 117
1,013 22.8 104 23 4,442
382 253 46 3.1 1,508
629 6.0 340 3.2 10,564
4 12.9 3 9.7 31
12 20.7 25 43.1 58
175 15.9 70 6.4 1,101
49 26.3 14 7.5 186
166 134 42 34 1,238
645 14.0 60 1.3 4,618
115 36.2 13 4.1 318
2,470 33.1 626 8.4 7,458

'Percentages may not sum to 100 due to rounding.
2Data are for January-December 2008.

3No data were available for Hawai‘i or Seattle, while cases reported in Philadelphia, Detroit, Baltimore, Miami/Dade County, and
Ft. Lauderdale/Broward County were not included here due to small numbers. For further information, see appendix table 1.

“Missing values are reported as “Other/Unknown” for San Diego.
SOURCE: June 2009 State and local CEWG reports
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methamphetamine admissions were relatively
small in Maine and Maryland, caution should be
used in interpreting route of administration data.

Gender of Methamphetamine Admissions

In 13 of 15 CEWG areas reporting on the
gender of primary methamphetamine admis-
sions, males represented the majority. The largest
proportions of male methamphetamine admis-
sions were in New York City, at 92.5 percent,
followed by Boston, at 91.5 percent. In 4 of 15

arcas—Atlanta, Florida, Texas, and Phoenix—
females predominated among primary metham-
phetamine admissions, representing 63.0, 58.7,
55.1, and 52.9 percent of treatment admissions,
respectively (table 25).

Age of Methamphetamine Admissions

In the 15 CEWG areas for which age of
methamphetamine admissions was reported, the
majority of methamphetamine admissions were
age 35 orolder in two CEWG areas—Boston and

Table 25. Demographic Characteristics of Primary Methamphetamine Treatment Admissions in
15 CEWG Areas, by Percent': CY 2008>3

| Gender | Age Group

Percent Percent Percent Percent
CEWG Area Male Female 25 and Under 35 or Older
Atlanta 37.0 63.0 249 37.8
Boston* 91.5 6.8 14.5 63.2
Colorado 56.0 44.0 242 389
Denver 60.1 39.9 245 383
Florida®® 413 58.7 27.5 29.6°
Los Angeles 58.5 41.4 283 379
Maine 61.3 38.7 29.0 41.9
Maryland 70.7 29.3 50.0 24.1
Minneapolis/ 63.1 36.9 26.2 35.1
St. Paul
New York City 925 7.5 124 60.2
Phoenix 47.1 529 19.5 43.8
San Diego 55.3 44.7 20.2 493
Seattle 67.4 326 233 25.97
St. Louis 54.7 453 19.5 46.5
Texas® 44.9 55.1 23.5 39.2

'Percentages are rounded to the first decimal place.

’Data are for January-December 2008.

3Data for Detroit, Philadelphia, Baltimore, Miami/Dade County, and Ft. Lauderdale/Broward County are not reported here due to small
numbers. For further information, see appendix table 1.

“It is Boston Substance Abuse Services (BSAS) policy to suppress (*) cell counts when they are five or less to preserve confidentiality;
consequently their cell totals may not add to the overall totals.

°Data for Florida are for age 26 and older.

Includes amphetamine as well as methamphetamine (Florida and Texas).

’Data from Seattle are for age 40 and older.

SOURCE: June 2009 State and local CEWG reports
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New York City (63.2 and 60.2 percent, respec-
tively). Maryland had the highest proportions of
methamphetamine admissions age 25 and younger
(50.0 percent), followed by Maine, at 29.0 per-
cent, and Los Angeles, at 28.3 percent. It should
be noted, however, that the total numbers of such
admissions were small for Maine and Maryland.
New York City and Boston had relatively low
percentages of young methamphetamine treat-
ment admissions (less than 15 percent in each
area were age 25 and younger) (table 25).

Changes in Methamphetamine
Admissions, 2004-2008

Table 26 compares percentages of primary
methamphetamine treatment admissions, exclud-
ing primary alcohol admissions, for nine CEWG
areas for which data were available from 2004
or 2005 through 2008. The largest percentage-

point decreases in methamphetamine-related
primary admissions over the 5-year period were
in Minneapolis/St. Paul and Hawai‘i, at 7.5 and
7.3 percentage points, respectively. San Diego
saw a decline in methamphetamine admissions
of 6.1 percentage points over the period. One of
eight reporting areas (Denver) had an increase in
these admissions, at approximately 3 percentage
points.

In the more recent period from 2007 through
2008, eight of the nine reporting areas had declines
in methamphetamine admissions. These included
declines of approximately 6 percentage points for
Phoenix and San Diego, 4.0 percentage points for
Los Angeles, and approximately 3 percentage points
each for Atlanta and Hawai‘i. Areas with smaller
decreases were Denver, Minneapolis/St. Paul, and
Seattle, while a negligible increase (0.1 percentage
point) was noted for St. Louis (table 26).

Table 26. Primary Methamphetamine Treatment Admissions in Nine CEWG Reporting Areas, as a
Percentage of Primary Drug Admissions, Excluding Primary Alcohol Admissions, and with
Percentage Point Changes for Two Time Periods: 2004-2008 and 2007-2008

Year (in Percent)

Percentage Percentage
CEWG Area Point Point
Change, Change,
2004-2008 2007-2008
Atlanta 1.3 15.5 11.4 12.5 9.3 -2.0 -3.2
Denver 17.6 20.7 214 21.7 20.5 +2.9 -1.2
Hawai‘i 573 56.3 543 53.1 50.0 -7.3 -3.1
Los Angeles 26.7 314 29.73 28.2 24.2 -2.5 -4.0
gt‘!';r;i?po"“ 196 22.1 15.4 13.7 12,1 75 16
Phoenix NR* 48.8 424 433 37.0 — -6.3
San Diego 44.6 50.2 47.0° 44.3 385 -6.1 -5.8
Seattle 15.2 16.9 17.6 17.3 14.9 -0.3 -24
St. Louis 6.5 57 4.0 39 4.0 -2.5 +0.1

'Calendar year data are reported for all years and areas with exceptions noted below.

2Atlanta reports first half of CY 2006 (January-June) data; all other areas report full-year CY 2006 data.

3This is an updated figure for Los Angeles provided by the CEWG representative to replace the figure of 31.0 percent for CY 2006.

“NR = Not reported by the CEWG area representative.

5This is an updated figure for San Diego provided by the CEWG representative to replace the figure of 49.0 percent for the first half of CY 2006.
SOURCES: June 2009 State and local CEWG reports; June 2008 Highlights and Executive Summary CEWG report, p. 72; June 2007 Volume |
CEWG report, p. 45; and updated in January 2009 for Los Angeles and San Diego
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Forensic Laboratory Data on
Methamphetamine

In 2008, forensic laboratory data for CEWG
reporting areas (figure 20 and on the map in
section II, figure 12) show that methamphet-
amine was the drug identified most frequently in
Honolulu (44.8 percent of total drug items). [tems
containing methamphetamine were next most
frequently identified among total drug items in
Minneapolis/St. Paul (26.5 percent), Phoenix
(21.8 percent), and San Diego (20.0 percent)
(figure 20). In nine of the CEWG reporting areas,
less than 2 percent of the total drug items con-
tained methamphetamine; all were in areas east
of the Mississippi River (figure 20; appendix
table 2).

Methamphetamine ranked first in drug
items identified in Honolulu; second in Atlanta,

Phoenix, and San Diego; and third in

six CEWG areas—Minneapolis/St. Paul, Denver,
Los Angeles, San Francisco, Seattle, and Texas in
this reporting period (section II, table 1).

Weighted DAWN Estimates of ED
Visits Involving Methamphetamine,
2004-2007

Estimated numbers and rates of ED visits
involving methamphetamine increased slightly
from a low base in 1 of the 12 CEWG areas for
which weighted DAWN data were reported, and
decreased in 1 area from a relatively high base.
Boston showed a 105-percent increase in ED
visits involving methamphetamine in the period
from 2004 through 2007, with rates increas-
ing from 2.2 to 4.5 per 100,000 population over
the period. San Francisco showed a 17 percent
decline in such visits over the period, with rates
decreasing from 127.2 to 104.2 per 100,000

Figure 20. Methamphetamine Items Identified as a Percentage of Total NFLIS Drug Items,

22 CEWG Areas: CY 2008’
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from 2004 to 2007 (table 27). In the period from (9 percent), San Diego (40 percent), San Francisco
2005-2007, decreases in methamphetamine- (59 percent), and Seattle (38 percent). In three
involved ED visits were estimated for six CEWG areas—Phoenix, San Diego, and San Francisco—
areas, including Denver (declining by 32 per- decreases were also estimated for 20062007,
cent), Minneapolis/St. Paul (50 percent), Phoenix at 20, 32, and 26 percent, respectively (table 27).

Table 27. Weighted Estimates' of Drug Misuse/Abuse-Related Emergency Department (ED)
Visits Involving Methamphetamine?, and Rates per 100,000 Population for 12 CEWG Areas:

2004-20073
Estimated Estimated Estimated Estimated Percent Percent Percent
Numbers of ED | Numbers of ED | Numbers of ED | Numbers of and and and
Visits and Visits and Visits and ED Visits and Direction Direction Direction
CEWG Area (Rates per (Rates per (Rates per (Rates per of Change, | of Change, | of Change,
100,000 100,000 100,000 100,000 2005-2007% | 2006-2007* | 2004-2007*
Population), Population), Population), Population),
2004 2005 2006 2007
99 222 141 203 N _ 0
Boston 2.2) (5.0) (3.2) (4.5) alao
. 201 253 183 159
Chicago 2.1) 2.7) (1.9) (1.7) - - -
756 1,794 1,381 1,216 @
Denver (32.4) (76.0) (57.3) (49.4) e - -
Detroit LS LS . LS 6 6 6
468 605 668 705
Houston (9.0) (113) (12.1) (125) - - -
Miami/Dade 60 132 70 s 6 6 6
County (2.5) (5.6) 2.9
Minneapolis/ 1,741 2,209 1,120 1,103 -50% . .
St. Paul (55.9) (70.3) (35.3) (34.4)
. 214 330 296 325
New York City (2.6) (4.0) (3.6) (3.9) - - -
q 3,476 4,119 4,706 3,762 0 Y0 _
Phoenix (93.6) (106.2) (116.5) (90.0) 9% 20%
. 1,470 2,601 2,297 1,551
San Diego (50.2) (88.6) (78.1) (52.1) -40% -32% -
. 2,149 4,343 2,429 1,794
San Francisco (127.2) 257.1) (143.0) (104.3) -59% -26% -17%
2,613 4,217 3,294 2,608 o
Seattle (82.5) (131.5) (100.9) (78.8) -38% - -

'Estimates of ED visits are based on a representative sample of non-Federal, short-stay hospitals with 24-hour EDs in the United States.

?It should be noted that summing or combining visits for drugs, cocaine, heroin, methamphetamine, and other drugs, produces incorrect and
inflated counts, since ED visits often involve multiple drug reports, and these visits will appear multiple times in the data tables.

3Bold numbers indicate that a statistically significant percentage difference was observed for at least one of the time periods for that CEWG area.
“This column denotes statistically significant (p<.05) increases or decreases between estimates for the periods shown. Results of statistical
testing were provided by OAS, SAMHSA. The symbol,’--*, indicates no statistically significant changes in the estimates between the reporting
periods shown.

SThree dots (...) indicate that an estimate with a relative standard error (RSE) greater than 50 percent or a count or estimate less than 30 has
been suppressed.

®No significance tests could be performed due to lack of data for 1 or more of the comparison years.

SOURCE: Area-specific data were obtained by request from DAWN, OAS, SAMHSA, 11/2008 update, received 5/18/2009; see https://dawninfo.
samhsa.gov/files/ED2006/DAWN2k6ED.htm or pdf for more information
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Marijuana/Cannabis

- Percentages of primary marijuana treatment admissions, including primary alcohol admissions,
were highest in 2008 in Ft. Lauderdale/Broward County (38.5 percent), followed by Florida

(31.0 percent) and Miami/Dade County (29.0 percent). The lowest proportions of such
admissions were in Boston (3.5 percent) (table 28; appendix table 1).

Marijuana ranked first as the primary drug problem in total drug admissions, including alcohol
admissions, in 3 of 21 CEWG areas; these were Ft. Lauderdale/Broward County, Florida, and
Philadelphia. Marijuana ranked second among primary drugs of admission in seven additional
areas: Miami/Dade County, Minneapolis/St. Paul, St. Louis, Denver, Los Angeles, and the States of
Colorado and Texas (section Il, table 2).

« Changes in percentages of primary marijuana treatment admissions, excluding alcohol
admissions, in 15 CEWG reporting areas did not exceed 5 percentage points from 2007 through
2008, although they rose by approximately 4 percentage points in St. Louis and San Diego.
However, over the 5 years from 2004-2008, primary marijuana treatment admissions declined by
approximately 13 percentage points in Maine and increased by at least 5 percentage points in 4
of 14 reporting areas—Hawai‘i, New York City, Los Angeles, and Detroit (table 30).

« Cannabis/marijuana ranked in either first or second place in frequency in the proportion of drug
items identified in forensic laboratories in 2008 in all CEWG areas, with the exception of Atlanta.
Cannabis ranked in first place among identified drugs in 11 of 22 CEWG areas in this reporting
period: Baltimore, Maryland, Boston, Philadelphia, Detroit, Chicago, St. Louis, Cincinnati,

Los Angeles, San Diego, and Phoenix. It ranked second in the remaining 10 areas (section Il
table 1). The highest proportions of marijuana items identified in the NFLIS system were in
Chicago, San Diego, and St. Louis, at approximately 56, 52, and 50 percent, respectively (figure
21; appendix table 2).

Estimated DAWN ED visits involving marijuana increased in 3 of 12 reporting areas and
decreased in one area. Increases in estimated marijuana-involved ED visits were reported in
Denver, Detroit, and New York City from 2004-2007, while decreased marijuana visits were

observed for Houston over the 4-year period (table 31).

Treatment Admissions Data on
Marijuana

In the 2008 reporting period, marijuana/
cannabis ranked as the most frequently reported
drug by primary treatment admissions in 3 of
21 CEWG areas, when primary alcohol admis-
sions were included in the total (section II, table
2); these were Ft. Lauderdale/Broward County,
Florida, and Philadelphia. Marijuana ranked
second among primary drugs of admission in
Miami/Dade County, = Minneapolis/St. Paul,
St. Louis, Denver, Los Angeles, and the States of
Colorado and Texas (section II, table 2).

As shown in table 28, Ft. Lauderdale/
Broward County had the highest percentage of
primary marijuana treatment admissions, includ-
ing primary alcohol admissions, at 38.5 percent.
In all, two other CEWG areas, besides Broward,
had percentages of marijuana treatment admis-
sions close to one-third—Florida (31.0 percent)
and Miami/Dade County (29.0 percent). The low-
est proportion of marijuana treatment admissions
was reported in Boston, at 3.5 percent.

Gender of Marijuana Admissions

Males predominated in all 20 CEWG areas
reporting on the gender of primary marijuana
admissions in 2008 (table 29). The proportion of
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males ranged from a high of 80.4 percent of mari-
juana admissions in Baltimore and Maryland to
lows of 66.1 percent in Atlanta and 66.5 percent
in Phoenix.

Age of Marijuana Admissions
Across 16 of the 20 CEWG areas for which
age distributions were reported, the majority of

primary marijuana treatment admissions were
age 25 and younger. Exceptions were New York
City, Philadelphia, and Phoenix. Los Angeles
and San Diego had the highest proportion of pri-
mary marijuana treatment admissions who were
younger than 18, at more than one-half (53.8
and 53.6 percent, respectively). Phoenix (45.7
percent), Boston (43.2 percent), and Minneapolis/

Table 28. Primary Marijuana Treatment Admissions in 21 CEWG Areas as a Percentage of Total
Admissions, Including and Excluding Primary Alcohol Admissions': CY 20082

Primary Total Admissions

Marijuana

Admissions
Atlanta 1,769 5,339
Baltimore 2,079 15,558
Boston 641 12,217
Colorado 6,020 16,449
Denver 2,799 7,346
Detroit 1,239 6,457
Florida 14,671 34,019
Hawai‘i 2,016 5,769
Los Angeles 11,031 43,709
Maine 1,304 7,318
Maryland 11,069 42,839
Miami/ 979 2,504
Dade County
Ft. Lauderdale/ 1,611 3,183
Broward County
Minneapolis/ 3,199 9,132
St. Paul
New York City 19,512 60,645
Philadelphia 3,592 11,363
Phoenix 711 3,350
San Diego 2,839 12,010
Seattle 2,326 9,079
St. Louis 2,836 7,930
Texas 20,257 64,943

with Primary Alcohol

Admissions Excluded?

Total Admissions
with Primary Alcohol
Admissions Included

33.1 8,105 21.8
134 18,355 11.3

52 18,256 35
36.6 28,036 21.5
38.1 11,872 23.6
19.2 8,927 13.9
43.1 47,264 31.0
34.9 9,058 223
25.2 55,530 19.9
17.8 12,849 10.1
25.8 65,373 16.9
39.1 3,371 29.0
50.6 4,184 38.5
35.0 19,263 16.6
322 84,309 23.1
31.6 14,741 244
21.2 5,049 14.1
23.6 15,041 18.9
25.6 14,203 16.4
35.8 11,968 23.7
31.2 88,871 22.8

"More information on these data is available in the footnotes and notes for appendix table 1.

’Data are for January-December 2008.

3Percentages of primary marijuana admissions are obtained from admissions with primary alcohol admissions excluded for comparability

with past data.
SOURCE: June 2009 State and local CEWG reports
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St. Paul (41.0 percent) had the highest propor-
tions of marijuana admissions in the next young-

Changes in Marijuana Admissions,
2004-2008

est age group, 18-25. Older primary marijuana
treatment admissions (age 35 and older) were
highest in Philadelphia, at 28.8 percent, followed
by Phoenix, Boston, New York City, and Maine,
at approximately 21 to 23 percent (table 29).

Table 30 compares percentages of primary
marijuana treatment admissions, excluding pri-
mary alcohol admissions, for 14 CEWG areas
for which data were available from 2004 through
2008. Over the 5-year period, primary marijuana
treatment admissions decreased as a percentage of

Table 29. Demographic Characteristics of Primary Marijuana Treatment Admissions in 20 CEWG Areas,
as a Percentage’: CY 2008

CEWG Area

Percent Percent Percent Percent Percent Percent 35
Male Female <17 18-25 26-34 or Older

Atlanta 66.1 339 26.8 320 222 19.1
Baltimore 80.4 19.6 35.7 30.2 20.9 13.2
Boston 71.3 28.7 94 432 24.8 22,6
Colorado 76.7 233 28.2 324 226 16.7
Denver 77.6 224 32.0 31.1 21.5 15.4
Detroit 68.3 31.7 34.9 253 22.1 17.6
Florida 71.3 28.7 49.1 29.9 12.6° 8.4°
Los Angeles 69.7 30.3 53.8 20.9 11.9 135
Maine 72.5 27.5 27.1 29.6 219 21.2
Maryland 80.4 19.6 35.8 39.1 15.7 9.4
Miami/Dade County 754 24.6 494 283 13.0 9.3
Ft. Lauderdale/ 78.6 214 373 383 13.2 11.2
Broward County

Minneapolis/St. Paul 78.2 21.8 274 41.0 18.3 13.3
New York City 79.8 20.2 10.1 382 30.1 21.6
Philadelphia 75.6 16.4 2.6 343 34.33 28.8°
Phoenix 66.5 335 0.0 45.7 31.2 23.1
San Diego 73.5 26.5 53.6 20.9 14.2 11.3
Seattle 78.1 21.9 35.1 28.7 25.54 10.74
St. Louis 77.3 22.7 244 325 26.4 16.7
Texas 71.0 29.0 31.8 36.5 20.7 11.0

'Percentages are rounded to one decimal place.

Data are for January-December 2008.

3The age ranges are 26-35, and 36 and older in Florida and Philadelphia.

“Data from Seattle are for age 30-39 and 40 and older.

NOTE: Missing values were reported by Texas (5 in the gender distribution); Maine (1 in the age distribution); and Philadelphia (287 in the
gender distribution).

SOURCE: June 2009 State and local CEWG reports
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Table 30.

Primary Marijuana Treatment Admissions in 15 CEWG Areas by Percentage of All Admissions,

Excluding Primary Alcohol Admissions, and Percentage Point Change for Two Time Periods:

2004-2008 and 2007-2008"

CEWG Area (in Percent)

Percentage
Point Change

N e

Atlanta 28.8 27.7 30.9
Baltimore 16.2 15.8 18.3
Boston? 5.9 55 54
Denver 38.6 37.0 36.9
Detroit 13.5 154 19.0
Hawai‘i 25.2 29.2 29.6
Los Angeles 17.0 18.7 20.24
Maine 30.5 25.6 21.7
Minneapolis/ 39.1 326 355
St. Paul

New York City 235 253 27.8
Phoenix NR> 16.0 18.6
San Diego 20.2 154 16.6
Seattle 28.2 25.2 244
St. Louis 35.1 29.0 27.5
Texas 26.4 27.1 28.7

314
12.8
4.9
36.6
20.8
323
225
20.5
32.8

293
19.9
19.5
255
315
30.2

2007-2008
33.1 +4.3 +1.7
134 -2.8 +0.6
52 -1.4 +0.3
38.1 -0.5 +1.5
19.2 +5.7 -1.6
349 +9.7 +2.6
25.2 +8.2 +2.7
17.8 -12.7 -2.7
35.0 -4.1 +2.2
32.2 +8.7 +2.9
21.2 — +1.3
23.6 +3.4 +4.1
25.6 -2.6 +0.1
35.8 +0.7 +4.3
31.2 +4.8 +1.0

'CY 2007 and CY 2008 data are reported for all areas, as are CY 2004 and CY 2005 data.
22006 data for Boston, Chicago, Detroit, and San Francisco cover the fiscal year, while Atlanta and San Diego report first half (January-June)

of CY 2006. All other CEWG areas report full-year CY 2006 data.

3The Boston representative updated CY data for this table; previous data that was replaced is as follows: 2004, 6.6 percent; 2005, 5.0 percent;

2006, 4.2 percent.

“The Los Angeles representative provided updated data for CY 2006, replacing the previous value of 19.7 percent.

°NR = Not reported by the CEWG area representative.

SOURCES: June 2009 State and local CEWG reports; June 2008 Highlights and Executive Summary CEWG report, p. 72; and June 2007

Volume | CEWG report, p. 51

total nonalcohol admissions in one area, Maine,
by 12.7 percentage points. Conversely, propor-
tions of primary marijuana admissions increased
by 5 or more percentage points in 4 of the remain-
ing 13 areas reporting, namely Hawai‘i, New
York City, Los Angeles, and Detroit. Respective
percentage point increases were 9.7, 8.7, 8.2, and
5.7 (no 2004 treatment data were reported for
Phoenix, although data for 2005-2008 showed
a 5.2 percentage point increase in proportions of
primary marijuana treatment admissions for that
area) (table 30).

76

In the more recent period from 2007 through
2008, only minimal changes were observed of
less than 3 percentage points in 13 of 15 CEWG
reporting areas, with the exception of increases in
marijuana treatment admissions in St. Louis and
San Diego, each at approximately 4 percentage
points over the 2-year period (table 30).

Forensic Laboratory Data on Marijuana/
Cannabis

Chicago had the highest percentage of mari-
juana identified by NFLIS laboratories in 2008
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(55.7 percent), followed by San Diego and
St. Louis (51.6 and 50.3 percent, respectively)
(figure 21; appendix table 2). The proportions
of cannabis drug items identified in the other
19 CEWG areas were highest in Detroit (45.0
percent), Cincinnati (44.2 percent), and Boston
(43.2 percent). The remaining CEWG sites had
percentages ranging from 1.4 percent in Atlanta'
to 38.8 percent in Phoenix for cannabis drug
items identified (figure 21).

Cannabis ranked in either first or second
place among drug items most frequently identi-
fied in all CEWG areas, with the exception of
Atlanta, in 2008. Cannabis ranked in first place
among identified drugs in 11 of 22 CEWG areas
in the period: Baltimore, Maryland, Boston,
Philadelphia, Detroit, Chicago, St. Louis,
Cincinnati, Los Angeles, San Diego, and Phoenix.

3 The CEWG representative from Atlanta reported that in
2004, Georgia initiated a statewide administrative policy
that laboratory testing is not required when cannabis is
seized by law enforcement officers. This results in artifi-
cially low numbers of such drug items identified in this
CEWG area relative to other CEWG areas.

It was the second most frequently identified drug
item in 2008 NFLIS data in another 10 CEWG
areas (section II, table 1).

Weighted DAWN Estimates of ED Visits
Involving Marijuana, 2004-2007

Estimated numbers and rates of ED visits
involving marijuana increased in 3 of 12 CEWG
areas for which weighted DAWN data were
reported; they decreased in 1 area. Statistically
significant increases in marijuana visits were
reported for Denver, New York City, and Detroit,
with respective increases of 207, 145, and
111 percent from 2004 through 2007. In Houston,
ED visits involving marijuana based on weighted
estimates for the 4-year period declined signifi-
cantly, by 19 percent (table 31). Three arcas—
Denver, Detroit, and New York City—showed
increases in estimated ED visits involving mari-
juana of 70, 38, and 42 percent, respectively,
for the period, 2005-2007, while in one area,
Boston, marijuana-involved ED visitsincreased by
21 percent in 2006-2007.

Figure 21. Marijuana Items Identified as a Percentage of Total NFLIS Drug Items, 22 CEWG

Areas: CY 2008’
0 10

Chicago

San Diego

St. Louis

Detroit
Cincinnati
Boston

Phoenix
Maryland
Philadelphia
Baltimore

Los Angeles
Washington, DC
Seattle

Texas

Denver

San Francisco
Minneapolis/St. Paul
New York City
Honolulu

30 40 50 60
55.7
51.6
50.3
45.0
44.2
43.2
38.8
38.1
37.8
36.2
34.5
329
325
30.0
28.0
277
27.2
26.1
26.0

Miami
Maine
Atlanta

'Data are for January-December 2008.
SOURCE: NFLIS, DEA, received April 14, 2009; see appendix table 2
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Table31. Weighted Estimates' of Drug Misuse/Abuse-Related Emergency Department (ED) Visits
Involving Marijuana? and Rates per 100,000 Population for 12 CEWG Areas: 2004-20073

Estimated Estimated Estimated Estimated Percent Percent Percent
Numbers of ED | Numbers of ED | Numbers of ED Numbers of and and and
Visits and Visits and Visits and ED Visits and Direction Direction Direction
CEWG Area (Rates per (Rates per (Rates per (Rates per of Change, | of Change, | of Change,
100,000 100,000 100,000 100,000 2005-2007* | 2006-2007* | 2004-2007*
Population), Population), Population), Population),
2004 2005 2006 2007
5,252 5,661 5,414 6,556 ®
Boston (118.7) (127.3) (121.5) (146.2) - 2l -
. 11,544 10,808 11,644 11,335
Chicago (122.9) (114.4) (122.5) (119.0)
1,172 2,126 3,287 3,605
Denver (50.3) (90.0) (136.5) (146.2) A - ALz
. 2,935 4,496 5,268 6,207 ~ o
Detroit (65.3) (100.4) (117.9) (138.9) +38% +111%
8,214 5,003 7,219 6,643 __ _ 6w
e (158.6) (93.5) (130.3) (118.0) 19%
Miami/Dade 3,755 5,192 4,333 3,576 B _ .
County (158.9) (218.3) (180.4) (149.8)
Minneapolis/ 4,455 4,467 4,302 5,757 _ - _
St. Paul (143.0) (142.2) (135.5) (179.4)
. 5,920 10,192 12,938 14,500
New York City (73.0) (124.1) (157.5) (175.2) +42% - +145%
. 2,671 2,830 3,730 3,433 _ _ _
Phoenix (71.9) (73.0) (92.3) (82.1)
. 837 1,644 1,660 1,622 N N 3
San Diego (28.6) (56.0) (56.4) (54.5)
. 1,166 2,179 1,566 1,549 _ _ _
San Francisco (69.0) (129.0) (92.2) (90.0)
3,881 4,399 4,136 4,729
Seattle (122.6) (137.1) (126.7) (142.9) - - -

'Estimates of ED visits are based on a representative sample of non-Federal, short-stay hospitals with 24-hour EDs in the United States.

2It should be noted that summing or combining visits for drugs, cocaine, heroin, methamphetamine, and other drugs, produces incorrect and
inflated counts, since ED visits often involve multiple drug reports, and these visits will appear multiple times in the data tables.

3Bold numbers indicate that a statistically significant percentage difference was observed for at least one of the time periods for that CEWG
area.

“This column denotes statistically significant (p<.05) increases or decreases between estimates for the periods shown. Results of statistical
testing were provided by OAS, SAMHSA. The symbol,’--*, indicates no statistically significant changes in the estimates between the reporting
periods shown.

SOURCE: Area-specific data were obtained by request from DAWN, OAS, SAMHSA, 11/2008 update, received 5/18/2009; see https://dawninfo.
samhsa.gov/files/ED2006/DAWN2k6ED.htm or pdf for more information
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Club Drugs (MDMA, MDA, GHB/GBL, LSD, and Ketamine)

Treatment Admissions Data on Club
Drugs

The club drugs reported on in this section
include MDMA (3,4-methylenedioxymethamphet-
amine, or ecstasy), MDA (3,4-methylenedioxy-
amphetamine), 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 low in those areas that do report on
these drugs.

Table 32. Number of MDMA Items Identified and MDMA Items as Percentage of Total Items Identified by
Forensic Laboratories in CEWG Areas: CY 2008’

Atlanta 410
Baltimore 119
Boston 106
Chicago 1,163
Cincinnati 194
Denver 177
Detroit 232
Honolulu 30
Los Angeles 1,248
Maine 1
Maryland 175
Miami 259
el
New York City 283
Philadelphia 57
Phoenix 57
San Diego 313
San Francisco 786
Seattle 56
St. Louis 521
Texas 1,288
Washington, DC 78

q Percentage of Total
Total Items Identified Items Identified

12,207 34
54,167 0.2
20,046 0.5
77,456 1.5
13,151 1.5
7,870 2.2
6,323 3.7
1,892 1.6
53,627 23
845 13
57,968 0.3
29,239 0.9
4,628 4.1
55,693 0.5
30,238 0.2
6,198 0.9
19,821 1.6
24,057 33
2,546 2.2
17,153 3.0
85,244 1.5
3,715 2.1

'Data are for January-December 2008.

SOURCE: All data were received from NFLIS, DEA, April 14, 2009 (see appendix table 2); data are subject to change and may differ according

to the date on which they were queried
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Forensic Laboratory Data on Club Drugs in nine areas. These include Minneapolis/St.
Paul and Detroit, which had the highest percent-

MDMA ages (4.1 and 3.7 percent, respectively), followed
MDMA was the club drug most frequently by Atlanta (3.4 percent), San Francisco (3.3
reported among NFLIS data in the 22 CEWG percent), and St. Louis (3.0 percent). Other areas
areas depicted in table 32. As shown, MDMA whose MDMA NFLIS items equaled 2 percent
equaled or exceeded 2 percent of all drug items or greater were Los Angeles, Denver, Seattle,

Table 33. MDA, GHB', Ketamine, LSD, PCP, and Other Drug Items*?Reported by Forensic Laboratories in
the Top 25 Most Frequently Identified Drug Items in 22 CEWG Areas, by Number of Total Items

Identified: CY 2008*
cewcns | won | rcr | 130 [ ptc | s | | oo | Tt

Atlanta 43 - - 30 36 32 114 12,207
Baltimore 102 107 - - - 63 - 54,167
Boston — = - - - 53 - 20,046
Chicago - 195 33 72 41 380 - 77,456
Cincinnati - - 14 12 - - - 13,151
Denver 36 - 18 65 7 27 9 7,870
Detroit = - - 13 32 4 6,323
Honolulu 6 - - - - 14 4 1,892
Los Angeles - 485 158 53 93 173 53,627
Maine 4 - 9 12 - 3 - 845
Maryland 109 171 - 35 - - - 57,968
Miami - 236° - - 20 95 15 29,239
g{l{fr;r;iz;\polis/ - - - 21 - 10 - 4,628
New York City 253 674 - 356 154 - - 55,693
Philadelphia 18 782 - - - 5 - 30,238
Phoenix - 19 - 11 - 11 47 6,198
San Diego = 38 - 378 - 37 - 19,821
San Francisco - - 23 91 46 - 28 24,057
Seattle 4 13 10 8 - 41 - 2,546
St. Louis - 25 - 32 - 143 - 17,153
Texas - 349 - 166 186 402 787 85,244
Washington, DC 6 240 - - 5 62 - 3,715

"No GHB drug items were identified in the top 25 in these CEWG areas.

2Foxy Methoxy was identified in one area, Denver, with 19 items containing it identified.

STFMPP was identified in 227 drug items identified in Atlanta, and in 32 drug items in Washington, DC.

“Data are for January-December, 2008.

*Miami reports hallucinogens only, which are included under PCP.

®Psilocibine/psilocybine is reported by New York City, and psilocybin/psilocin items by San Diego.

SOURCE: All data were received from NFLIS, DEA, April 14, 2009 (see appendix table 2); data are subject to change and may differ according
to the date on which the data were queried
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and Washington, DC. As shown in section II, MDA

table 1, MDMA was the fourth most frequently MDA was reported among the top 25 drug
identified drug item in Atlanta, Chicago, and items identified in 10 of 22 areas: Atlanta,
Minneapolis/St.  Paul in 2008. It ranked Baltimore, Denver, Honolulu, Maine, Maryland,
fifth in 8 of 22 reporting areas: Miami, New York City, Philadelphia, Seattle, and Wash-
Washington, DC, Detroit, St. Louis, Denver, ington, DC (table 33). While neither ketamine,
Honolulu, Los Angeles, and San Francisco GHB, nor LSD figured among the top 10 most
(section I, table 1). frequently identified drug items in any CEWG

Table 34. Weighted Estimates’ of Drug Misuse/Abuse-Related Emergency Department (ED) Visits
Involving MDMA?, and Rates per 100,000 Population for 12 CEWG Areas: 2004-20073

Estimated Estimated Estimated Estimated Percent Percent Percent
Numbers of ED | Numbers of ED | Numbers of ED Numbers of and and and
Visits and Visits and Visits and ED Visits and Direction Direction Direction
CEWG Area (Rates per (Rates per (Rates per (Rates per of Change, | of Change, | of Change,
100,000 100,000 100,000 100,000 2005-2007* | 2006-2007* | 2004-2007*
Population), Population), Population), Population),
2004 2005 2006 2007
320 356 378 261 _ e _
Boston (7.2) (8.0) (8.5) (5.8) el
. 333 378 525 425
Chicago (3.5) (4.0) (5.5) (4.5) - - -
105 162 241 272 0 N o
Denver 4.5) 6.8) (10.0) (11.0) +68% +160%
. 153 364 324 381 _ ~ o
Detroit (3.4) @8.1) (7.2) (8.5) +149%
438 359 543 371 9
Houston (8.5) 6.7) (9.8) 6.6) - 2 -
Miami/Dade 209 209 144 194 _ _ -
Minneapolis/ 204 254 252 433 _ _ _
St. Paul (6.5) (8.1) (8.0) (13.5)
. 372 380 451 506
New York City (4.6) (4.6) (5.5) 6.1) - - -
. s 73 162 94 » N 6
Phoenix (1.9) 4.0) 23)
. 68 113 110
5 — _— 6
San Diego 23) (3.9) (3.7)
. 210 398 286 188 = v e
San Francisco (12.4) (23.6) (16.9) (10.9) 53% 34% 10%
284 295 426 334
Seattle (9.0) 92) (13.0) (10.1) - - -

'Estimates of ED visits are based on a representative sample of non-Federal, short-stay hospitals with 24-hour EDs in the United States.

?It should be noted that summing or combining visits for drugs, cocaine, heroin, methamphetamine, and other drugs, produces incorrect and
inflated counts, since ED visits often involve multiple drug reports, and these visits will appear multiple times in the data tables.

3Bold numbers indicate that a statistically significant percentage difference was observed for at least one of the time periods for that CEWG area.
“This column denotes statistically significant (p<.05) increases or decreases between estimates for the periods shown. Results of statistical
testing were provided by OAS, SAMHSA. The symbol,’--*, indicates no statistically significant changes in the estimates between the reporting
periods shown.

*Three dots (...) indicate that an estimate with a relative standard error (RSE) greater than 50 percent or a count or estimate less than 30 has
been suppressed.

®No significance tests could be performed due to lack of data for 1 or more of the comparison years.

SOURCE: Area-specific data were obtained by request from DAWN, OAS, SAMHSA, 11/2008 update, received 5/18/2009; see https://dawninfo.
samhsa.gov/files/ED2006/DAWN2k6ED.htm or pdf
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area in 2008, MDA ranked in 10th place among
drugs identified in 2008 in forensic laboratories in
Denver (section II, table 1).

GHB

GHB drug items were not among the top 25
drug items identified for any CEWG area in 2008
(table 33).

LSD

LSD was not among the top 10 drugs reported
in the NFLIS system for any CEWG report-
ing area, but it ranked in the top 25 ranked drug
items identified in forensic laboratory data in
6 of 22 CEWG reporting areas: Chicago, Cincin-
nati, Denver, Maine, San Francisco, and Seattle.
Only one area, Chicago, had 30 or more cases,
and in only one area, Maine, was the percentage
at 1 percent of drug items identified (table 33).

Ketamine

Ketamine ranked in the top 25 drug items
identified in the NFLIS system in 2008 in 9 of
22 areas: Atlanta, Chicago, Denver, Los Angeles,
Miami, New York City, San Francisco, Texas,
and Washington, DC (table 33). While ketamine
represented less than 1 percent of total drug

items identified in any reporting area, six areas
reported 30 cases or more: Texas, New York City,
Los Angeles, Chicago, San Francisco, and Atlanta
(table 33). Ketamine did not figure among the top
10 most frequently identified drug items in any
CEWG area (section 11, table 1).

Weighted DAWN Estimates of ED Visits
Involving MDMA, 2004-2007

Estimated numbers of ED visits and visit
rates per 100,000 involving MDMA signifi-
cantly changed in 3 of 12 CEWG areas for which
weighted DAWN data were reported. MDMA-
involved visits increased in Denver and Detroit,
by 160 and 149 percent, respectively, while
decreasing by 10 percent in San Francisco from
2004 through 2007. Declines of 53 percent from
2005 to 2007 and 34 percent from 2006 to 2007
were also noted for San Francisco. In Denver,
estimated ED visits involving MDMA increased
by 68 percent from 2005 to 2007, while during the
period from 2006 to 2007, such visits decreased
by 31 percent in Boston and 32 percent in
Houston (table 34).
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Phencyclidine (PCP)

Forensic Laboratory Data on PCP

As a percentage of all identified items,
PCP items were highest in Washington, DC, at
6.5 percent, followed by Philadelphia, at 2.6 per-
cent, and New York City, at 1.2 percent (table 33).

PCP figured among the top 10 most frequently
identified drug items in seven CEWG areas from
NFLIS data for 2008. In Washington, DC, PCP
ranked fourth as the most frequently identi-
fied drug item in forensic laboratories in 2008.
PCP was also among the top drug items identi-
fied in Philadelphia and New York City, where
it ranked sixth in each. In 2008, PCP ranked 7th
in Los Angeles, 9th in Chicago, and 10th each
in Maryland and Seattle (section II, table 1). No
PCP items were documented among the top 25 in
forensic laboratory data on drug items identified
in 10 CEWG areas: Atlanta, Boston, Cincinnati,
Denver, Detroit, Honolulu, Maine, Miami, Min-
neapolis/St. Paul, and San Francisco, although
Miami NFLIS reported a general category of
hallucinogens, which totaled 236 cases in 2008
(table 33; appendix table 2). Fewer than 30 such
items were identified in three areas (Seattle,
Phoenix, and St. Louis). The areas reporting 30
or more PCP items were Baltimore, Chicago, Los
Angeles, Maryland, New York City, Philadelphia,
Texas, and Washington, DC.

It should be noted that hallucinogens,
reported as a category of drug items in one area
only, ranked 6th in Miami/Dade County in drug
items identified in 2008, while another hallucino-
gen, psilocin, ranked 8th in Denver and 10th in
Maine in the NFLIS data for the current reporting
period (section II, table 1). Psilocin (and psilocy-
bin) was reported among the top 25 drug items in
forensic laboratories in 16 of 22 CEWG areas in
2008 (table 33).

Weighted DAWN Estimates of ED Visits
Involving PCP, 2004-2007

Estimated numbers of PCP-involved ED
visits and visit rates per 100,000 increased
significantly over the 4-year period from 2004—
2007 in 1 of the 12 CEWG areas for which
weighted DAWN data were available, New York
City, which saw a 96-percent increase in PCP
ED visits for the period 2004-2007 (New York
City also saw a 34-percent increase in such vis-
its in 2006-2007). A significant decline in such
visits was found for an additional area, Chicago,
where ED visits involving PCP fell by 52 percent
over the 4-year period. In Phoenix and Houston,
PCP-involved ED visits increased from 2005-
2007 by 126 and 184 percent, respectively, while
in Seattle, they increased by 59 percent in 2006—
2007 (table 35).
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Table 35. Weighted Estimates’ of Drug Misuse/Abuse-Related Emergency Department (ED) Visits
Involving PCP? and Rates per 100,000 Population for 12 CEWG Areas: 2004-20073

Estimated Estimated Estimated Estimated Percent Percent Percent
Numbers of ED | Numbers of ED | Numbers of ED Numbers of and and and
Visits and Visits and Visits and ED Visits and Direction Direction Direction
CEWG Area (Rates per (Rates per (Rates per (Rates per of Change, | of Change, | of Change,
100,000 100,000 100,000 100,000 2005-2007* | 2006-2007* | 2004-2007*
Population), Population), Population), Population),
2004 2005 2006 2007
Boston 500> 000> 00 coc? ® 3 6
. 837 354 380 398
Chicago (8.9) (3.7) (4.0) 4.2) - - -52%
Denver - p0c) p0c) bo0 ® 6 6
1 5 5 5 68 6 6 6
Detroit (15)
1,090 431 1,012 1,226 n . i
Houston (21.0) 8.1) (18.3) (21.8) LD
Miami/Dade s s s 5 . . 6
County
Minneapolis/ s 132
69 (2.2) - ® o C
St. Paul (4.2)
. 451 794 660 884
New York City (5.6) 9.7) (8.0) (10.7) - +34% +96%
. 91 67 134 150 @
Phoenix 2.4) (1.7) (3.3) (3.6) +126%
1 5 87 5 5 6 6 6
San Diego 2.9)
. 93 111 116 159
San Francisco (5.5) (6.6) 6.8) 9.2) - - -
262 237 176 280 o
Seattle 8.3) (7.4) (5.4) 8.5) - +59% -

'Estimates of ED visits are based on a representative sample of non-Federal, short-stay hospitals with 24-hour EDs in the United States.

2|t should be noted that summing or combining visits for drugs, cocaine, heroin, methamphetamine, and other drugs, produces incorrect and
inflated counts, since ED visits often involve multiple drug reports, and these visits will appear multiple times in the data tables.

3Bold numbers indicate that a statistically significant percentage difference was observed for at least one of the time periods for that CEWG area.
“This column denotes statistically significant (p<.05) increases or decreases between estimates for the periods shown. Results of statistical
testing were provided by OAS, SAMHSA. The symbol,’--*, indicates no statistically significant changes in the estimates between the reporting
periods shown.

*Three dots (...) indicate that an estimate with a relative standard error (RSE) greater than 50 percent or a count or estimate less than 30 has
been suppressed.

®No significance tests could be performed due to lack of data for 1 or more of the comparison years.

SOURCE: Area-specific data were obtained by request from DAWN, OAS, SAMHSA, 11/2008 update, received 5/18/2009; see https://dawninfo.
samhsa.gov/files/ED2006/DAWN2k6ED.htm or pdf for more information
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Table 36. Weighted Estimates’ of Emergency Department (ED) Visits? for Nonmedical Use of
Pharmaceuticals?® Involving Carisoprodol, and Rates per 100,000 Population, for 12 CEWG
Areas: 2004-2007*

Estimated Estimated Estimated Estimated Percent Percent Percent
Numbers of ED | Numbers of ED | Numbers of ED Numbers of and E | and
Visits and Visits and Visits and ED Visits and Direction Direction Direction
CEWG Area (Rates per (Rates per (Rates per (Rates per of Change, | of Change, | of Change,
100,000 100,000 100,000 100,000 2005-2007° | 2006-2007° | 2004-2007°
Population), Population), Population), Population),
2004 2005 2006 2007
165 159 122 132
Boston 37) (36) 27) 29) - - -
Chicago .8 .8 .8 .8 7 7 7
Denver (_fg) (14031) (16672) (179;) +88% - +138%
Detroit (‘;375) (%614) (?;36(()’) (1525 75) +53% +55% -
Houston (13:?352) (12’290‘; ?6’;95‘; ?7";’3(;5) +211% - +166%
Miami/Dade . . . B , , ,
County
Minneapolis/ . 83 . 151 _ 7 7
St. Paul (2.7) 4.7)
New York City .8 .8 .8 ... 7 7 7
. 487 531 752 710
Phoenix (13.1) (13.7) (18:6) (17.0) - - -
. 232 273 175 197 o
San Diego (7.9) 9.3) (5.9) (6.6) - - -15%
. 97 200 155 115
San Francisco (5.8) (11.8) ©.1) 6.7) - - -
193 181 169 232
Seattle 6.1) (5.6) (5.2) (7.0) - - -

'Estimates of ED visits are based on a representative sample of non-Federal, short-stay hospitals with 24-hour EDs in the United States.

2|t should be noted that summing or combining visits for drugs, cocaine, heroin, methamphetamine, and other drugs, produces incorrect and
inflated counts, since ED visits often involve multiple drug reports, and these visits will appear multiple times in the data tables.

3Nonmedical use is use that involves: taking a prescription or over-the-counter (OTC) pharmaceutical differently than prescribed or
recommended, especially taking more than prescribed or recommended; taking a pharmaceutical prescribed for another individual;
deliberate poisoning with a pharmaceutical agent by another person; and documented misuse of a prescription or OTC pharmaceutical or
dietary supplement. Nonmedical use may involve pharmaceuticals alone or in combination with other drugs.

“Bold numbers indicate that a statistically significant percentage difference was observed for at least one of the time periods for that CEWG area.
This column denotes statistically significant (p<.05) increases or decreases between estimates for the periods shown. Results of statistical
testing were provided by OAS, SAMHSA. The symbol,’--*, indicates no statistically significant changes in the estimates between the reporting
periods shown.

Three dots (...) indicate that an estimate with a relative standard error (RSE) greater than 50 percent or a count or estimate less than 30 has
been suppressed.

No significance tests could be performed due to lack of data for 1 or more of the comparison years.

SOURCE: Area-specific data were obtained by request from DAWN, OAS, SAMHSA, received 5/18/2009; see https://dawninfo.samhsa.gov/files/
ED2006/DAWN2k6ED.htm or pdf for more information
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Other Drugs (including BZP, TFMPP, Foxy Methoxy, and

Carisoprodol)

BZP (1-Benzylpiperazine)

In 2008, BZP emerged among the top 25
identified drugs in NFLIS forensic laboratories
in 18 of 22 CEWG areas. The four exceptions
were: Cincinnati, Maryland, New York City, and
San Francisco (table 33). This contrasts with
2007 when none of the 22 CEWG areas, with
the exception of Detroit, listed BZP-containing
drug items among the top 25 drugs identified in
forensic laboratories. In Detroit, for example,
11 BZP items were identified in 2007, represent-
ing 0.1 percent of all drug items identified, while
in 2008, 32 items, or 0.5 percent of drug items
in the period, were so identified. In Seattle, 1.6
percent (n=41) of drug items identified in 2008
contained BZP, compared with none in 2007.
Section II, table 1 shows BZP rankings among
the top 10 most frequently identified drug items
in NFLIS data in 2008. BZP ranked 6th in
Chicago, 7th in Washington, DC, Honolulu, and
Seattle, 9th in Miami, and 10th in Detroit, St.
Louis, and Texas.

TFMPP or 1-(3-Trifluoromethylphenyl)
piperazine

The identification of this drug in top 25
NFLIS data for 2008 was localized to two
areas—Atlanta and Washington, DC. Atlanta
reported an increase in items containing TFMPP
in 2008, compared with 2007, reporting 16 such
drug items in 2007 and 227 in 2008. This repre-
sents an increase from 0.1 percent to 1.9 percent
of drug items identified in the respective periods.
In 2008 forensic laboratory data, TFMPP ranked
eighth in frequency among drug items identified in
Atlanta and Washington, DC (section II, table 1).

Foxy or Foxy Methoxy (5-Methoxy-N,N-
Diisopropyltryptamine, or 5-MeO-DIPT)

The only CEWG area in which Foxy
Methoxy drug items were identified among the

top 25 in the NFLIS system was Denver, with 19
items in 2008, compared with none in 2007 (table
33, footnote 2).

Carisoprodol

Carisoprodol was identified among the top 25
drugs in 9 of 22 reporting areas in 2008: Atlanta,
Denver, Detroit, Honolulu, Los Angeles, Miami,
Phoenix, San Francisco, and Texas (table 33).
Reported among the top 25 most commonly iden-
tified drugs in both 2007 and 2008, carisoprodol
items increased slightly over the two periods in
Atlanta, Los Angeles, and Texas. In 2008, drug
items containing carisoprodol ranked eighth in
Texas and Phoenix and 10th in Atlanta and Los
Angeles among the 10 most frequently identified
items from 22 CEWG areas (section II, table 1).

Weighted DAWN Estimates of ED
Visits Involving Nonmedical Use of
Carisoprodol, 2004-2007

Estimated numbers of ED visits and visit
rates per 100,000 involving nonmedical use of
carisoprodol increased significantly in 2 of 12
CEWG areas for which weighted DAWN data
were available, namely Houston, where such vis-
its increased by 166 percent, and Denver, which
saw a 138-percent increase for the period 2004—
2007. A significant decline of 15 percent in ED
visits involving carisoprodol was observed for
another area, San Diego, over the 4-year period.
From 2005-2007, carisoprodol-involved ED
visits rose by 211 percent in Houston, by 88
percent in Denver, and by 53 percent in Detroit.
In Detroit, estimated ED visits involving cariso-
prodol also rose significantly in the period from
2005 to 2006 (by 55 percent) (table 36).
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Appendix Tables

Appendix Tables

Appendix Table 1. Total Treatment Admissions by Primary Substance of Abuse, Including Primary Alcohol
Admissions, and CEWG Area: CY 2008’

Number of Total Admissions

Other

Cocaine/ Other Metham- Drugs/
CEWG Areas Alcohol Crack? Heroin | Opiates phetamine®* | Marijuana | Unknown | Total (N*)
Atlanta 2,766 1,853 349 414 497 1,769 457 8,105
Baltimore 2,797 2,700 10,019 564 8 2,079 188 18,355
Boston 6,039 1,440 8,641 613 117 641 765 18,256
Colorado 11,587 3,256 1,172 1,089 4,442 6,020 470 28,036
Denver 4,526 1,623 738 453 1,508 2,799 225 11,872
Detroit 2,470 2,005 3,050 137 2 1,239 24 8,927
Florida 13,245 8,902 1,080 4,699 7323 14,671 3,935 47,264
Hawai‘i 3,289 355 174 NR® 2,885 2,016 339 9,058
Los Angeles 11,821 8,662 10,250 828 10,564 11,031 2,374 55,530
Maine 5,531 768 1,092 3,951 31 1,304 172 12,849
Maryland 22,534 8,463 16,879 4,982 58 11,069 1,388 65,373
Miami/Dade 867 1,273 94 32 12 979 114 3,371
County
Ft. Lauderdale/ 1,001 775 110 264 16 1,611 407 4,184
Broward County
Minneapolis/ 10,131 1,905 1,292 1,187 1,101 3,199 448 19,263
St. Paul
New York City® 23,664 15,596 22,474 1,017 186 19,512 1,860 84,309
Philadelphia 3,378 3,439 2,503 136 2 3,592 1,691 14,741
Phoenix 1,699 429 709 167 1,238 711 96 5,049
San Diego 3,031 995 2,777 594 4,618 2,839 187 15,041
Seattle 5,124 2,455 1,784 614 1,353 2,326 547 14,203
St. Louis 4,038 2,127 2,249 235 318 2,836 165 11,968
Texas 23,928 19,247 9,945 5,381 7,458° 20,257 2,655 88,871

'Data are for January-December 2008.

2Cocaine values were broken down into crack or powder/other cocaine for the following areas: Atlanta (crack=1,080; powder or other cocaine=773); Baltimore (crack=2,332;
powder or other cocaine=368); Boston (crack=1,068; powder or other cocaine=372); Colorado (crack=2,002; powder or other cocaine=1,254); Denver (crack=935; powder

or other cocaine=688); Detroit (crack=1,851; powder or other cocaine=154); Florida (crack=5,758; powder or other cocaine=3,144); Los Angeles (crack=7,360; powder or
other cocaine=1,302); Maine (crack=201; powder or other cocaine=567); Maryland (crack=6,789; powder or other cocaine=1,674); Miami/Dade County (crack=769; powder
or other cocaine=504); Ft. Lauderdale/Broward County (crack=469; powder or other cocaine=306); Minneapolis/St. Paul (crack=1,444; powder or other cocaine=461); New
York City (crack=8,119; powder or other cocaine=7,477); Phoenix (crack=319; powder or other cocaine=110); St. Louis (crack=1,899; powder or other cocaine=228); and Texas
(crack=11,160; powder or other cocaine =8,087). No breakdowns by type of cocaine were available for Hawai‘i, Philadelphia, San Diego, and Seattle.

3Methamphetamine and amphetamine are grouped together in Texas and Florida treatment data.

“These N's are used in all percentage calculations involving total treatment admissions data for each area. Treatment data contain unknown primary admissions in Atlanta
(n=3), Boston (n=565), Florida (n=3,044), Hawai‘i (n=338), Maryland (n=2), Minneapolis/St. Paul (n=169), New York City (n=676), Philadelphia (n=12), and St. Louis (n=13). Since
these cases may be classified as to route of administration and demographic characteristics, they are included in the numbers for these areas and are included with “Other
Drugs/Unknown”in this table. Total admissions data for all other areas exclude unknowns.

°NR = Not reported by the CEWG area representative.

°Alcohol data for New York City are alcohol only=10,289, and alcohol in combination with other drugs=13,375.

ADDITIONAL NOTES to APPENDIX TABLE 1:

Hawai‘i data report total admissions of 9,241, of which 183 did not report using any drugs at admission for substance abuse treatment; the N of 9,058 includes only cases in
which a primary drug was reported. Phoenix data report total admissions of 9,156, of which 4,107 did not report using any drugs at admission for substance abuse treatment;
the N of 5,049 includes only cases in which a primary drug was reported. Treatment data were provided by CEWG representatives between May 2009 and July 2009.
Treatment admissions data for San Francisco were received for FY 2008 and were reported in the January 2009 CEWG meeting report. As such, they are not included in the
cross-area treatment data presentations in section Ill, which focuses on the 2008 reporting period.

SOURCE: June 2009 State and local CEWG reports
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Appendix Tables 2.1-2.22. NFLIS Top 10 Most Frequently Identified Drugs of Total Analyzed Drug Items in
Forensic Laboratories for 22 CEWG Areas: January-December 2008

Appendix Table 2.1. Top 10 Most Frequently
Identified Drugs of Total Analyzed Drug Items,
Atlanta: 2008

Cocaine 6,820 55.9
Methamphetamine 2,223 18.2
Alprazolam 522 43
3,4-Methylenedioxy- 410 34
methamphetamine

Hydrocodone 400 33
Oxycodone 339 2.8
Heroin 268 2.2
1j(3—Trif]uoromethyIphenyl)— 227 1.9
piperazine

Cannabis 175 14
Carisoprodol 114 0.9
Other Drugs? 709 5.8
Total 12,207 100.0

'"Data are for CY 2008: January 2008-December 2008.

2All other analyzed items.

NOTES:

1. Data are for the 28-county Atlanta/Sandy Springs/Marietta GA MSA:
Barrow, Bartow, Butts, Carroll, Cherokee, Clayton, Cobb, Coweta, Dawson,
DeKalb, Douglas, Fayette, Forsyth, Fulton, Gwinnett, Haralson, Heard,
Henry, Jasper, Lamar, Meriwether, Newton, Paulding, Pickens, Pike,
Rockdale, Spalding, and Walton Counties.

2. Percentages may not sum to the total due to rounding.

SOURCE: NFLIS, DEA, April 14, 2009

Appendix Table 2.3. Top 10 Most Frequently
Identified Drugs of Total Analyzed Drug Items,
Boston: 2008’

Cannabis 8,667 43.2
Cocaine 4,564 228
Heroin 1,964 9.8
Oxycodone 852 43
Buprenorphine 403 2.0
Clonazepam 370 1.8
Alprazolam 224 1.1
Hydrocodone 153 0.8
Methadone 130 0.6
3,4-Methylenedioxy- 106 0.5
methamphetamine

Other Drugs? 2,613 13.0
Total 20,046 100.0

'Data are for CY 2008: January 2008-December 2008.

2All other analyzed items.

NOTES:

1. Data are for all counties in the Boston MSA: Essex, Middlesex, Norfolk,
Plymouth, Rockingham, Strafford, and Suffolk Counties.
2.”Noncontrolled Nonnarcotic Drug” represents 225 cases and are
included under “Other!”

3. Percentages may not sum to the total due to rounding.

SOURCE: NFLIS, DEA, April 14,2009

Appendix Table 2.2. Top 10 Most Frequently
Identified Drugs of Total Analyzed Drug Items,
Baltimore: 2008

Cannabis 19,611 36.2
Cocaine 19,112 353
Heroin 11,806 21.8
Oxycodone 715 1.3
Buprenorphine 567 1.0
Alprazolam 360 0.7
Clonazepam 218 0.4
Methadone 181 0.3
Hydrocodone 139 0.3
3,4-Methylenedioxy- 119 0.2
methamphetamine

Other Drugs? 1,339 2.5
Total 54,167 100.0

'Data are for CY 2008: January 2008-December 2008.

2All other analyzed items.

NOTES:

1. Data are for the Baltimore MSA, including Baltimore City and six
counties: Anne Arundel, Baltimore, Carroll, Harford, Howard, and Queen
Anne’s Counties.

2.”Negative Results—Tested for Specific Drugs” represents 221 cases and
are included under “Other”

3. Percentages may not sum to the total due to rounding.

SOURCE: NFLIS, DEA, April 14,2009

Appendix Table 2.4. Top 10 Most Frequently
Identified Drugs of Total Analyzed Drug Items,
Chicago: 2008’

Cannabis 43,123 55.7
Cocaine 19,745 25.5
Heroin 10,121 13.1
3,4-Methylenedioxy- 1,163 1.5
methamphetamine

Methamphetamine 781 1.0
1-Benzylpiperazine 380 0.5
Hydrocodone 365 0.5
Alprazolam 206 0.3
Phencyclidine 195 0.3
Acetaminophen 180 0.2
Other Drugs? 1,197 1.5
Total 77,456 100.0

'Data are for CY 2008: January 2008-December 2008.

2All other analyzed items.

NOTES:

1. Data are for 13 counties in the Chicago/Naperville/Joliet, II/IN/WI MSA:
Cook, DeKalb, DuPage, Grundy, Kane, Kendall, McHenry, and Will Counties in
IL; Jasper, Lake, Newton, and Porter Counties in IN; and Kenosha County in WI.
2. Percentages may not sum to the total due to rounding.

SOURCE: NFLIS, DEA, April 14,2009

88 Proceedings of the Community Epidemiology Work Group, Vol. I, June 2009



Appendix Tables

Appendix Table 2.5. Top 10 Most Frequently

Identified Drugs of Total Analyzed Drug Items,

Cincinnati: 2008’

Cannabis
Cocaine
Heroin
Oxycodone
Hydrocodone

3,4-Methylenedioxy-
methamphetamine

Alprazolam
Diazepam
Clonazepam
Methamphetamine
Other Drugs?

Total

5814
5,084
886
272
197
194

100

61

59

57

427
13,151

44.2
38.7
6.7
2.1
1.5
1.5

0.8
0.5
0.4
0.4
3.2
100.0

' Data are for CY 2008: January 2008-December 2008.

2 All other analyzed items.
NOTES:
1. Data are for Hamilton County.

2. Percentages may not sum to the total due to rounding.

SOURCE: NFLIS, DEA, April 14,2009

Appendix Table 2.7. Top 10 Most Frequently

Identified Drugs of Total Analyzed Drug Items,

Detroit: 2008’

Cannabis
Cocaine
Heroin
Hydrocodone

3,4-Methylenedioxy-
methamphetamine

Alprazolam
Oxycodone
Methamphetamine
Codeine
1-Benzylpiperazine
Other Drugs?

Total

2,847
1,555
503
405
232

164
86

70

46

32
383
6,323

45.0
24.6
8.0
6.4
3.7

2.6
14

0.7

0.5

6.1
100.0

'Data are for CY 2008: January 2008-December 2008.

2All other analyzed items.
NOTES:
1. Data are for Wayne County.

2. Percentages may not sum to the total due to rounding.
SOURCE: NFLIS, DEA, April 14, 2009

Appendix Table 2.6. Top 10 Most Frequently

Identified Drugs of Total Analyzed Drug Items,

Denver: 2008’

Drug | Number | Percent |
Cocaine 3,069 39.0
Cannabis 2,202 28.0
Methamphetamine 1,034 13.1
Heroin 270 34
3,4-Methylenedioxymeth- 177 2.2
amphetamine
Oxycodone 113 14
Hydrocodone 83 1.1
Psilocin 65 0.8
Alprazolam 45 0.6
3,4-Methylenedioxy- 36 0.5
amphetamine
Other Drugs? 776 9.9
Total 7,870 100.0

'Data are for CY 2008: January 2008-December 2008

2All other analyzed items.
NOTES:

1. Data are for Denver, Arapahoe, and Jefferson Counties.
2. “Noncontrolled Nonnarcotic Drug” represents 454 cases and are

included under “Other!”

3. Percentages may not sum to the total due to rounding.

SOURCE: NFLIS, DEA, April 14, 2009

Appendix Table 2.8. Top 10 Most Frequently

Identified Drugs of Total Analyzed Drug Items,

Honolulu: 2008’

Methamphetamine
Cannabis

Cocaine

Heroin

3,4-Methylenedioxy-
methamphetamine

Oxycodone
1-Benzylpiperazine
Testosterone
Methadone
Hydrocodone
Other Drugs?

Total

847
492
318
37
30

17
14
14

9

8

106
1,892

44.8
26.0
16.8
2.0
1.6

0.9
0.7
0.7
0.5
0.4
5.6
100.0

'Data are for CY 2008: January 2008-December 2008.

2All other analyzed items.
NOTES:
1. Data are for Honolulu County.

2. Percentages may not sum to the total due to rounding.

SOURCE: NFLIS, DEA, April 14,2009
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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,
Los Angeles: 2008’ Maine: 2008’
Cannabis 18,527 345 Cocaine 373 441
Cocaine 17,892 B Cannabis 114 13.5
Methamphetamine 8,923 16.6 Heroin 82 9.7
Heroin 2,357 44 Oxycodone 41 4.9
3,4-Methylenedioxy- 1,248 2.3 Methadone 34 4.0
methamphetamine
Hydrocodone 27 32
Hydrocodone 718 13 .
Methamphetamine 22 2.6
Phencyclidine 485 0.9 .
Buprenorphine 15 1.8
Alprazolam 227 04
Alprazolam 13 1.5
Codeine 183 0.3 o
Psilocin 12 14
Carisoprodol 173 0.3
Other Drugs? 112 13.3
Other Drugs? 2,894 5.4
Total 845 100.0
Total 53,627 100.0
"Data are for CY 2008: January 2008-December 2008.
'Data are for CY 2008: January 2008-December 2008. 2All other analyzed items.
2All other analyzed items. NOTES:
NOTES: 1. Data are for the State of Maine.
1. Data are for Los Angeles County. 2. Percentages may not sum to the total due to rounding.
2. “Negative Results—Tested for Specific Drugs” represents 561 cases and SOURCE: NFLIS, DEA, April 14, 2009

are included under “Other”

3.”No Controlled Drug Identified” represents 240 cases and are included
under “Other.”

4. Percentages may not sum to the total due to rounding.

Appendix 2.12. Top 10 Most Frequently

SOURCE: NFLIS, DEA, April 14, 2009 Identified Drugs of Total Analyzed Drug Items,
Miami: 2008’
Appendix 2.11. Top 10 Most Frequently Orug | Number | Percent |
Identified Drugs of Total Analyzed Drug Items, Cocaine 19,156 65.5
Maryland: 2008’ Cannabis 4,928 16.9
Drug | Number | Percent | Heroin 6 | 23
Cannabis 22,090 38.1 Alprazolam 558 1.9
Cocaine 20,121 34.7 3,4-Methylenedioxy- 259 0.9
Heroin 11,882 205 methamphetamine
Oxycodone 728 13 Hallucinogen 236 0.8
Buprenorphine 567 1.0 Oxycodone 205 0.7
Alprazolam 360 06 Methamphetamine 168 0.6
Clonazepam 518 0.4 1-Benzylpiperazine 95 0.3
Methadone 182 03 Hydrocodone 65 0.2
2
3,4-Methylenedioxy- 175 0.3 Other Drugs 2833 97
methamphetamine Total 29,239 100.0
Phencyclidine 171 0.3 'Data are for CY 2008: January 2008-December 2008.
2All other analyzed items.
Other Drugs? 1,474 2.5 NOTES:
Total 57,968 100.0 1. Data are for the Miami/Fort Lauderdale/Pompano Beach MSA and
include Broward, Dade, and Palm Beach Counties.
'Data are for CY 2008: January 2008-December 2008. 2. "Controlled Substance” represents 1,647 cases and are included under
2All other analyzed items. “Other”
NOTES: 3. Percentages may not sum to the total due to rounding.
1. Data are for the State of Maryland. SOURCE: NFLIS, DEA, April 14,2009

2."Negative Results—Tested for Specific Drugs” represents 221 cases and
are included under “Other”

3. Percentages may not sum to the total due to rounding.

SOURCE: NFLIS, DEA, April 14,2009
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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,
Minneapolis/St. Paul: 2008’ New York City: 2008’
Cocaine 1,307 28.2 Cocaine 25,162 45.2
Cannabis 1,257 27.2 Cannabis 14,557 26.1
Methamphetamine 1,228 26.5 Heroin 6,301 11.3
3,4-Methylenedioxy- 190 4.1 Alprazolam 1,395 2.5
methamphetamine
- Oxycodone 686 1.2
Heroin 4 20 Phencyclidine 674 1.2
Oxycodone 6 14 Methadone 601 1.1
Hydrocodone 48 10 Hydrocodone 448 0.8
Acetaminophen 33 0.7 Clonazepam 314 06
i 2 .7
Codeine 3 0 3,4-Methylenedioxy- 283 05
Amphetamine 28 0.6 methamphetamine
Other Drugs? 346 7.5 Other Drugs? 5,272 9.5
Total 4,628 100.0 Total 55,693 100.0
'Data are for CY 2008: January 2008-December 2008. 'Data are for CY 2008: January 2008-December 2008.
2All other analyzed items. 2All other analyzed items.
NOTES: NOTES:
1. Data are for 7 counties in Minnesota in the 13-county Minneapolis/St. 1. Data are for the New York City Police Department and five NYC
Paul/Bloomington MN/WI MSA: Anoka, Carver, Dakota, Hennepin, Ramsey, boroughs: Bronx, Kings, Queens, New York, and Richmond.
Scott, and Washington Counties. 2. "No Drug Found” represents 3,428 cases and are included under “Other.”
2. Percentages may not sum to the total due to rounding. 3. Percentages may not sum to the total due to rounding.
SOURCE: NFLIS, DEA, April 14,2009 SOURCE: NFLIS, DEA, April 14, 2009
Appendix Table 2.15. Top 10 Most Frequently Appendix 2.16. Top 10 Most Frequently
Identified Drugs of Total Analyzed Drug Items, Identified Drugs of Total Analyzed Drug Items,
Philadelphia: 2008’ Phoenix: 2008’
Cannabis 11,420 37.8 Cannabis 2,402 38.8
Cocaine 11,304 374 Methamphetamine 1,351 21.8
Heroin 3,316 11.0 Cocaine 1,224 19.7
Alprazolam 884 29 Heroin 421 6.8
Oxycodone 860 2.8 Oxycodone 98 1.6
Phencyclidine 782 2.6 Hydrocodone 86 14
Codeine 216 0.7 3,4-Methylenedioxy- 57 0.9
h h i
Hydrocodone 165 0.5 methamphetamine
i | 47 K
Clonazepam 140 0.5 C2IESpiods 08
Morphi 41 0.7
Diazepam 79 0.3 orphine
Alprazolam 4 0.
Other Drugs® 1,072 35 Lt 3 >
Other Drugs? 437 7.1
Total 30,238 100.0 \g
; Total 6,198 100.0
Data are for CY 2008: January 2008-December 2008.
2All other analyzed items. 'Data are for CY 2008: January 2008-December 2008.
NOTES: 2All other analyzed items.
1. Data are for Philadelphia County. NOTES:
2.”“No Controlled Drug Identified” represents 459 cases and are included 1. Data are for Maricopa County.
under “Other” 2. “Noncontrolled Nonnarcotic Drug” represents 52 cases and are included
3. “Noncontrolled Nonnarcotic Drug” represents 210 cases and are under “Other.”
included under “Other!” 3. Percentages may not sum to the total due to rounding.
4. Percentages may not sum to the total due to rounding. SOURCE: NFLIS, DEA, April 14, 2009

SOURCE: NFLIS, DEA, April 14,2009
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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,

San Diego: 2008’ San Francisco: 2008’
Cannabis 10,226 51.6 Cocaine 6,845 285
Methamphetamine 3,955 20.0 Cannabis 6,675 27.7
Cocaine 2,498 12.6 Methamphetamine 3,983 16.6
Heroin 676 34 Heroin 1,280 53
Hydrocodone 364 1.8 3,4-Methylenedioxy- 786 33
3,4-Methylenedioxy- 313 1.6 methamphetamine
methamphetamine Oxycodone 690 2.9
Oxycodone 202 1.0 Hydrocodone 589 24
Alprazolam 171 0.9 Methadone 229 1.0
Diazepam 97 0.5 Morphine 204 0.8
Clonazepam 95 0.5 Clonazepam 157 0.7
Other Drugs? 1,224 6.2 Other Drugs? 2,619 10.9
Total 19,821 100.0 Total 24,057 100.0

'Data are for CY 2008: January 2008-December 2008. 'Data are for CY 2008: January 2008-December 2008.

2All other analyzed items. 2All other analyzed items.

NOTES: NOTES:

1. Data are for San Diego County. 1. Data are for the five counties in the San Francisco/Oakland/Fremont MSA:

2. "Plant Material, Other” represents 276 cases and are included under Alameda, Contra Costa, Marin, San Francisco, and San Mateo Counties.

“Other” 2. Percentages may not sum to the total due to rounding.

3. Percentages may not sum to the total due to rounding. SOURCE: NFLIS, DEA, April 14,2009

SOURCE: NFLIS, DEA, April 14,2009

Appendix Table 2.20. Top 10 Most Frequently

A dix Table 2.19. Top 10 Most F tl
ppandix ‘able op os. rrequently Identified Drugs of Total Analyzed Drug Items,

Identified Drugs of Total Analyzed Drug Items,

. Louis: 2008’

Seattle: 2008" St. Louis: 2008
Cocaine 914 35.9 Cannabis 8,630 50.3
Cannabis 827 325 Cocaine 2,958 17.2
Methamphetamine 315 12.4 Heroin 1,301 7.6
Heroin 112 44 Methamphetamine 650 3.8

3,4-Methylenedioxy- 521 3.0
Oxycodone 89 35 methamphetamine
3,4-Methylenedioxy- 56 2.2 Hydrocodone S -
methamphetamine .
1-Benzylpiperazine 41 16 Alprazolam 267 1.6
Hydrocodone 35 14 Pseudoephedrine 230 13
Dimethylsulfone 14 05 Oxycodone 181 1.1
Phencyclidine 13 05 1-Benzylpiperazine 143 0.8
2
Other Drugs? 130 51 Other Drugs 1,978 115
Total 2,546 100.0 Total 17,153 100.0
'Data are for CY 2008: January 2008-December 2008.

'Data are for CY 2008: January 2008-December 2008. 2All other analyzed itemns.

2All other analyzed items. NOTES:

NOTES: . 1. Data are for the St. Louis MO/IL MSA, which includes the City of St.

1-Data are for King County. i Louis and 16 counties: St. Louis, St. Charles, Crawford, Jefferson, Franklin,

2 Percentages may not sym to the total due to rounding, Lincoln, Warren, and Washington Counties in Missouri; and Madison, St.

SOURCE: NFLIS, DEA, April 14,2009 Clair, Macoupin, Clinton, Monroe, Jersey, Bond, and Calhoun Counties in

Illinois.

2. Percentages may not sum to the total due to rounding.
SOURCE: NFLIS, DEA, April 14, 2009
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Appendix Table 2.21. Top 10 Most Frequently
Identified Drugs of Total Analyzed Drug Items,

Texas: 2008’

Cocaine

Cannabis
Methamphetamine
Alprazolam
Hydrocodone
Heroin

3,4-Methylenedioxy-
methamphetamine

Carisoprodol
Clonazepam
1-Benzylpiperazine
Other Drugs?

Total

28,215
25,554
11,014
3,750
3,322
1,594
1,288

787
618
402
8,700
85,244

33.1
30.0
129
4.4
3.9
1.9
1.5

0.9
0.7
0.5
10.2
100.0

'Data are for CY 2008: January 2008-December 2008.

2All other analyzed items.
NOTES:
1. Data are for the State of Texas.

2.”Noncontrolled Nonnarcotic Drug” represents 885 cases and are

included under “Other.”

3. Percentages may not sum to the total due to rounding.

SOURCE: NFLIS, DEA, April 14,2009

Appendix Table 2.22. Top 10 Most Frequently

Identified Drugs of Total Analyzed Drug Items,

Washington, DC: 2008’

Drug | Number | Percent _
Cocaine 1,505 40.5
Cannabis 1,224 329
Heroin 324 8.7
Phencyclidine 240 6.5
3,4-Methylenedioxy- 78 2.1
methamphetamine
Methamphetamine 77 2.1
1-Benzylpiperazine 62 1.7
1 j(3-Trif.Iuoromethylphenyl) 32 0.9
piperazine
Oxycodone 27 0.7
Cathinone 14 0.4
Other Drugs? 132 3.6
Total 3,715 100.0

'Data are for CY 2008: January 2008-December 2008.

2All other analyzed items.
NOTES:

1. Data are for the District of Columbia only.

2. Percentages may not sum to the total due to rounding.

SOURCE: NFLIS, DEA, April 14, 2009
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