
2. DRUG STATISTICS AND TRENDS





2.1 Understanding the extent  
 and nature of drug use

123

Globally, UNODC estimates that between 155 and 250 
million people, or 3.5% to 5.7% of the population aged 
15-64, had used illicit substances at least once in the 
previous year. Cannabis users comprise the largest 
number of illicit drug users (129-190 million people). 
Amphetamine-type stimulants are the second most com-
monly used illicit drugs, followed by opiates and cocaine. 
However, in terms of harm associated with use, opiates 
would be ranked at the top. 

A comprehensive understanding of the extent of the 
drug use problem requires a review of several indicators 
– the magnitude of drug use measured by prevalence 
(lifetime, annual, past 30 days) in the general popula-
tion, the potential of problem drug use as measured by 
drug use among young people, and costs and conse-
quences of drug use measured by treatment demand, 
drug-related morbidity and mortality. Additionally, to 
understand the dynamics of drug use in a country or 
region, it is important to look at the overall drug situa-

tion rather than merely the trends for individual drugs. 
This information helps to discern the extent to which 
market dynamics (availability, purity and price) have 
temporarily influenced the use, compared to results of 
long-term efforts such as comprehensive prevention 
programmes and other interventions to address the drug 
use situation. 

To illustrate, long-term trends in use of different drugs 
and overall drug use are presented for the United States 
of America, the United Kingdom, Australia and Spain 
where trend data over a longer period of time is availa-
ble. Although short-term changes and trends might be 
observed in the use of different drugs, long-term trends 
suggest that the magnitude of the core of the problem 
does not change considerably in a few years. Indeed, to 
impact the drug use situation, long-term interventions 
for prevention of drug use and drug dependence treat-
ment and care, along with supply reduction efforts, are 
required.

Number of people who inject drugs
aged 15-64 years : 11-21 million persons

Number of "problem drug users" 
aged 15-64 years : 16-38 million persons

Number of people who have used drugs
at least once in the past year aged 
15-64 years : 155-250 million persons

Total number of people aged 15-64 years
in 2008: 4,396 million persons

Illicit drug use at the global level, 2008Fig. 92: 

Source: UNODC
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United States: Dependence on or Fig. 93: 
abuse of drugs in the past year among 
persons aged 12 or older, 2002-2008*

* The difference between the estimates was only statistically significant 
for opioid painkillers in 2003/2004 and 2008.

Source: Substance Abuse and Mental Health Services Adminis-
tration, Results from the 2000-2008 National Survey on Drug 
Use and Health: National Findings, Office of Applied Studies, 
US Department of Health and Human Services

US: Types of drug use in the past year Fig. 94: 
among persons aged 12 and older, 
2000-2008

Source: Substance Abuse and Mental Health Services Adminis-
tration, Results from the 2000-2008 National Survey on Drug 
Use and Health: National Findings, Office of Applied Studies, 
US Department of Health and Human Services

UK: drug use trends among population Fig. 95: 
aged 16-59, 2000-2008/2009

Source: Hoare J, Home Office Statistical Bulletin, Drug Misuse 
Declared: Findings from the 2008/09 British Crime Survey, 
England and Wales, Home Office, UK July 2009

Australia: drug use trends among  Fig. 96: 
population aged 14 and over, 1991-2007

Source: Australia, National Campaign Against Drug Abuse 
Household Surveys 1991, 1993, National Drug Strategy 
Household Survey 1995, 1996, 2001, 2004 and 2007

+ difference between this  es timate and 2008 estimate is  s tatis tically 
s ignificant at .05 level
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Problem drug use

At the core of drug use lie the problem drug users; those 
that might be regular or frequent users of the substances, 
considered dependent or injecting and who would have 
faced social and health consequences as a result of their 
drug use. Information on problem drug users from a 
policy and programme planning perspective is impor-
tant as this drives the need and nature of the services 
required to address the diverse needs for treatment and 
care of drug dependent persons. 

Lack of a global standard definition  
of a problem drug user

One of the main challenges for UNODC remains the 
compilation of data reported by Member States and 
their comparability across countries and regions. The 
Commission on Narcotics Drugs in its forty-third ses-
sion in 2000 endorsed the paper on 'Drug information 
systems: principles, structures and indicators'1 – also 
known as the 'Lisbon Consensus Document'. The docu-
ment outlines the set of core epidemiological indicators 
to monitor the drug abuse situation, against which 
Member States could report their respective situations 
through the Annual Reports Questionnaire (ARQ). One 
of the core indicators in the paper was ‘high-risk drug 
consumption’. The assumption was that some drug-

1 Drug information systems: principles, structures and indicators (E/
CN.7/2000/CRP.3).

taking behaviours were particularly associated with 
severe problems and as such merit the attention of poli-
cymakers. The document further elaborated that high-
risk consumption included information on the number 
of drug injectors, estimates of daily users and those who 
are dependent. One challenge in measuring problem 
drug users or high-risk drug consumption is that most 
of these behaviours are hidden and have low prevalence. 
Therefore, they are poorly covered by general popula-
tion estimates. Specific methods are required to gather 
information on such behaviours.

Out of the 110 Member States who responded to the 
2008 ARQ on the extent and pattern of drug use, only 
24 reported information on problem drug use. The 
definitions and methods of calculation differ from coun-
try to country. One country in Africa defines problem 
drug use as “drug users who constitute social harm and 
insecurity and drug users who relapse after rehabilitation.”2 
In North America, the DSM-IV3 defines the criteria for 
illicit drug dependence or abuse, while one country in 
Asia only considers heroin injectors as problem drug 
users. The European Monitoring Centre for Drugs and 
Drug Addiction (EMCDDA), in its efforts to compile 
comparable information on problem drug use, defines it 
as “injecting drug use or long duration/regular use of 

2 ARQ: Nigeria 2008.
3 American Psychiatric Association, Diagnostic and Statistical Manual 

on Mental Disorders (see Box in cocaine market chapter).

Spain: drug use trends among  Fig. 97: 
population aged 15-64, 1995-2007/08

Source: UNODC and EMCDDA

Europe: Estimated trends in overall Fig. 98: 
problem drug use in selected  
countries from where data was  
available (2002-2007), rate per 1,000 
population aged 15-64

Source: EMCDDA – Statistical Bulletin 2009
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opioids, cocaine and/or amphetamines.”4 The broad 
scope and differences in defining and understanding 
problem drug use in different regions signifies the need 
for setting common parameters, based on an already 
acceptable definition or criterion, for example, DSM-IV 
or ICD – 10 (WHO International Classification of 
Diseases – Revision 10), for determining, reporting and 
comparing the extent of harmful or high risk drug use 
at global level.

4 EMCDDA Guidelines for Estimating the Incidence of Problem Drug 
Use, February 2008.

The global number of problem drug users is stable

Based on the global estimates of cannabis, opiate, cocaine 
and amphetamine-type stimulant users, and using the 
relative risk coefficient,5 it is estimated that in 2008, 
there were between 16 and 38 million problem drug 
users (between 10%-15% of estimated drug users) in the 
world. The broad range of the estimate reflects the 
uncertainties in the available data globally. 

5 The relative risk coefficient takes opiates as the index drug and cal-
culates the coefficient for treatment, injecting drug use, toxicity and 
deaths.

Drug use – nature and typology
Scientific evidence indicates that the drug use is a result 
of a complex multifactorial interaction between repeated 
exposure to drugs, and biological and environmental fac-
tors. In recent years, the biopsychosocial model has rec-
ognized drug dependence as a multifaceted problem 
requiring the expertise of many disciplines. A health sci-
ences multidisciplinary approach can be applied to 
research, prevention and treatment of drug use.

Recreational 
Some forms of drug use are associated with recreational 
settings or specific sub-populations, for example, ecstasy 
use, which is found more among young people and asso-
ciated with particular lifestyle and events (parties, night-
clubs and dance events) seen in many affluent societies. 
Also among those who use drugs in recreational settings, 
a significant proportion could be induced to substance 
abuse with the purpose of coping with anxiety, poor 
emotional skills, poor capacity to manage stressful stim-
uli and difficult environmental situations, poor engage-
ment in school and lack of vocational skills.

Society, family, life experience
Use of opiates, cocaine, amphetamine and metham-
phetamine, and those injecting, account for a substantial 
proportion of dependent or problem drug users (however 
defined). These drug users also tend to be more chronic 
users, with associated psychiatric and medical co-mor-
bidities, and are either stigmatized or come from margin-
alized segments of society. Many studies have shown a 
strong association between poverty, social exclusion and 
problem drug use. 

Studies also suggest the possibility that childhood experi-
ences of neglect and poor parent-child attachment may 
partially contribute to a complex neurobiological derange-
ment and dopamine system dysfunctions, playing a cru-
cial role in susceptibility to addictive and affective 
disorders.1 

Different kinds of adverse childhood experiences, such as 
self-reported supervision neglect, physical neglect, physi-
cal assault and contact sexual abuse, have been reported 
in association with adolescent cigarette, alcohol, cannabis 
and inhalant use, as well as violent behaviour.2 

Epidemiological data also show a frequent association 
between stress-related disorders such as post traumatic 
stress disorder (PTSD) and substance use disorder. Stud-
ies have examined the association between traumatic 
exposure, PTSD and substance use that have shown early 
onset of marijuana and heroin use, while alcohol depend-
ence and opiate dependence were each associated with 
exposure to a traumatic event.3

Psychiatric disorders
Further studies have shown that individuals with lifetime 
mental disorder were three times more likely than others 
to be dependent on substances. Patients suffering from 
bipolar disorders (manic-depressive disorders) are more 
likely to be using psychoactive substances compared with 
those suffering from unipolar major depression.4 On the 
other hand, use of psycho-stimulants such as ampheta-
mine or cocaine and cannabis can also induce psychotic-
like symptoms in users.

1 Gerra G. et al., “Childhood neglect and parental care perception in 
cocaine addicts: Relation with psychiatric symptoms and biologi-
cal correlates,” Neuroscience and Biobehavioral Reviews, 33 (2009) 
601-610.

2 Hussey J.M., Chang J.J. and Kotch J.B., “Child maltreatment in 
the United States: prevalence, risk factors, and adolescent health 
consequences”, Pediatrics, September 2006, 118(3):933-942.

3 Gerra G., Somaini L., Zaimovic A., Gerra M L., Maremmani I., 
Amore M. and Ciccocioppo R., Developmental Traumatic Experi-
ences, PTSD and Substance Abuse Vulnerability: The Neuroobiologi-
cal Link, Neurobiology of Post Traumatic Stress Disorder, June 
2010 ISBN: 978-1-61668-851-6. 

4 World Health Organization Neuroscience of psychoactive substance 
use and dependence, Geneva 2004.
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In Europe, the prevalence rate of problem drug users 
varies between 2.7 in Greece and 9.0 in UK as rate per 
1,000 population aged 15-64. The United Kingdom, 
Italy and Spain are on the higher end of the range, 
whereas Greece, Germany and Hungary are countries 
with low rates of problem drug use. 

In the United States, 7 million people - or 2.8% of the 
population aged 12 and older - were considered sub-
stance dependent, abusing illicit substances in 2008. 
Cannabis was the illicit substance with the highest rate 
of past year dependence, followed by pain relievers (opi-
oids) and cocaine.6 In Canada, 2.7% of the population 
aged 15 and older were reported to have experienced at 
least one type of harm in the past year due to illicit drug 
use. ‘Harm’ in the Canadian reports is classified as harm 
to physical health, or in the social, employment and 
legal spheres.7

Injecting drug users (IDU)

Among the most problematic drug users are those who 
inject drugs. The last available estimate of the global 
number of IDU remains the one developed by the 
UNODC/UNAIDS reference group in 2008, which 
estimated that there are 15.9 million people who inject 
drugs (between 11 – 21.2 million).8 Of these, 3 million 
may be living with HIV (range 0.5-5.5 million). East 

6 Substance Abuse and Mental Health Services Administration, Results 
from the 2008 National Survey on Drug Use and Health: National 
Findings, US Department of Health and Health Services, Office of 
Applied Studies.

7 Health Canada, Canadian Alcohol and Drug Use Monitoring Survey: 
Summary of Results for 2008.

8 Mathers B.M., Degenhardt L., Ali H., Wiessing L., Hickman M., 
Mattick RP., et al. “HIV prevention, treatment and care services fro 
people who inject drugs a systematic review of global, regional and 
national coverage,”The Lancet, 2010; 375(9719:1014-28).

Europe (1.5%) and Australia and New Zealand (1.03%) 
have a high prevalence of injecting drug use. In absolute 
numbers, East Europe has one of the highest numbers of 
injecting drug users. In East Europe most of the injectors 
are using opiates, while in Australia and New Zealand, 
methamphetamine is the main substance being injected. 

Gap in provision of services to problem drug users

The estimate of the global number of problem drug 
users provides the range of the number of people who 
need assistance to address their drug problems, includ-
ing treatment of drug dependence and care. Comparing 
this with the number of people who are in treatment 
provides the magnitude of the unmet need for treatment 
of illicit drug use. Notwithstanding the gap in reporting 
and coverage of services, Member States reported that 
between 42% (in South America) and 5% (in Africa) of 
problem drug users were treated in the previous year. It 
can be estimated that globally, between 12% and 30% 
of problem drug users had received treatment in the past 
year, which means that between 11 million and 33.5 
million problem drug users in the world have an unmet 
need for treatment interventions.

During the High-level Segment of the Commission on 
Narcotic Drugs in 2009, Member States adopted a Polit-
ical Declaration and Plan of Action. The Plan of Action 
called for Member States to ensure that access to drug 
treatment is affordable, culturally appropriate and based 
on scientific evidence, and that drug dependence care 
services are included in the health care systems. It also 
called for the need to develop a comprehensive treat-
ment system offering a wide range of integrated pharma-
cological (such as detoxification and opioid agonist and 
antagonist maintenance) and psychosocial (such as 
counselling, cognitive behavioural therapy and social 
support) interventions based on scientific evidence and 

Europe: Estimates of problem drug use (rate per 1,000 population aged 15-64)*Fig. 99: 

* The methods for estimation of problem drug users differ between countries, but include capture/recapture, treatment multiplier, police multiplier,  
et cetera.

Source: EMCDDA, Statistical bulletin 2009: Problem drug use population, 2009
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focused on the process of rehabilitation, recovery and 
social reintegration.9 

The costs for the delivery of evidence-based treatment is 
seen to be much lower than the indirect costs caused by 
untreated drug dependence (prisons, unemployment, 
law enforcement and health consequences). Research 
indicates that spending on treatment produces savings 
in terms of a reduction in the number of crime victims, 
as well as reduced expenditures for the criminal justice 
system. At a minimum there was a 3:1 savings rate, and 
when a broader calculation of costs associated with 
crime, health and social productivity was taken into 
account, the rate of savings to investment rose to 13:1. 
These savings can improve disadvantaged situations 
where opportunities for education, employment and 
social welfare are undermined, and increase possibilities 
for families to recover battered economies, thus facilitat-
ing social and economic development.10

9 UNODC, Political Declaration and Plan of Action on International 
Cooperation Towards an Integrated and Balanced Strategy to Counter the 
World Drug Problem, High-level segment, Commission on Narcotic 
Drugs, Vienna, 11-12 March 2009

10 UNODC and WHO, Principles of Drug Dependence Treatment: 
Discussion Paper , March 2008, also see Gossop M, Marsden J and 
Stewart D, The National Treatment Outcome Research Study: After 5 
years – Changes in substance use, health and criminal behaviour during 
the five years after intake, National Addiction Centre, London 2001.

Assessment of the services  
provided to injecting drug users  
to respond to HIV
The morbidity and mortality associated with injecting 
drug use (IDU) is a global public health issue. Of par-
ticular significance is the spread of HIV between people 
who inject drugs, through the sharing of injecting equip-
ment, and through sexual transmission to the wider 
population.

Responding to IDU is an essential component of the 
global response to HIV. During the 2009 High-level 
Segment of the Commission on Narcotic Drugs and in 
other forums, countries and UN agencies centrally 
involved in the HIV response for injecting drug users - 
UNODC, WHO and UNAIDS - endorsed a compre-
hensive package of interventions that are necessary to 
prevent and control HIV among IDUs.1 These include: 
needle and syringe programmes (NSP); opioid substitu-
tion therapy (OST) and other drug treatment modali-
ties; HIV testing and counselling; antiretroviral therapy 
for HIV (ART); targeted information and education for 
IDUs; prevention and treatment of viral hepatitis, sexu-
ally transmitted diseases and tuberculosis; and condom 
distribution programmes.

NSPs provide clean injecting equipment to IDUs; a 
crucial way to reduce injecting risk, and a contact point 
for providing health information to IDUs. These exist 
in 82 of the 151 countries where injecting drug use is 
known to occur. Only 7.5% (range 5.4%-11.5%) of 
IDUs worldwide are estimated to have accessed an NSP 
in a 12-month period. Globally, 22 clean syringes are 
estimated to be distributed per IDU in a year, meaning 
most injections worldwide occur with used injecting 
equipment. 

Long acting opioid maintenance therapy, or opioid sub-
stitution programmes (OST) have been introduced in 
71 countries, but remain absent in many where the 
prevalence of opioid injection is high. It is estimated 
that globally there are only 8 (range 6-12) OST recipi-
ents for every 100 IDUs, suggesting coverage of only a 
small proportion of IDUs who might benefit from this 
treatment for drug dependence.

ART is important not only for treating IDUs who have 
contracted HIV, but also in preventing HIV transmis-
sion.2 From the limited data available, it is estimated 

1 WHO/UNODC,UNAIDS, WHO, UNODC, UNAIDS Techni-
cal Guide for countries to set targets for universal access to HIV 
prevention, treatment and care for injecting drug users, Geneva, 
2008.

2 Degenhardt L., Mathers B.M., Vickerman P., Hickman M., 
Rhodes T., Latkin C., “HIV prevention for people who inject 
drugs: Why individual, structural, and combination approaches 

Unmet need for treatment  Fig. 100: 
interventions, 2008

Source: UNODC

Number of people who have used drugs at least once 
in the past year aged 15-64 years: 155-250 million

Number of problem drug users 
aged 15-64: 16-38 million

Number of problem drug users aged 15-64 
who did not receive treatment: 11-33.5 million 
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Trends in the main drugs of concern in problem 
drug users as indicated by treatment demand 

An analysis of the number of treatment services pro-
vided in a country according to the main drug for admis-
sion can provide information on the drugs that are most 
problematic in terms of health and social consequences 
and need for intervention. 

The treatment demand data presented here cover the 
10-year period from the late 1990s to 2008. Data for all 
but 2008 were published in the World Drug Report 2000 
(for 1997/1998, labelled as the late 1990s) and WDR 
2005 through 2009 (for the years 2003 to 2007, or 
latest year available at the time of publication).

The data show that there is generally, in each region, a 
clear, and over the past 10 years consistent, drug type 
that dominates treatment. This suggests marked regional 
differences in the drugs that affect problem drug users. 
Indeed, in the last decade, the primary drug for treat-
ment has remained cannabis in Africa, cocaine in South 
America and opiates in Asia and Europe. The two nota-
ble exceptions are: 1) North America, where a dominant 
drug for treatment demand does not emerge, and rather, 
the percentage breakdown of drugs has become more 
uniform over time, and 2) Oceania, which has experi-
enced over time one of the biggest changes in the pri-
mary treatment drug from opiates to cannabis. 

The changes observed over the last decade in the contri-
bution that each drug has made to treatment admissions 
suggest an ongoing diversification of problem drug users 

in some regions. The contribution of cannabis to treat-
ment demand is increasing in Europe, South America 
and Oceania, while admissions for synthetic opiates in 
North America sharply increased in the last few years, 
compensating for decreased admissions for heroin. In 
Europe, the admissions for stimulants (cocaine and 
amphetamine-type stimulants) and cannabis have also 
increased over time, in parallel with a decline in admis-
sions for opiates. 

Interpreting trends in treatment demand data is chal-
lenging as patterns and trends over time can reflect a 
mixture of factors, such as:

the development and improved coverage of drug   
treatment reporting systems;

statistical artefacts, for example, resulting from   
different countries reporting in a region in different 
time periods (notably in Africa);

changing patterns of consumption including   
prevalence, frequency of drug use and the typical 
amounts used on each occasion; 

prevention measures and the availability, accessibility  
and utilization of treatment services;

response of the criminal justice system to drug   
offenders, such as compulsory treatment as an  
alternative to imprisonment.

Opiates main problem drug by far in Europe and 
Asia, but declining in Oceania

Opiates are clearly the main problem drug as indicated 
by treatment demand over the past 10 years in Europe 
(with at least 55% of demand) and Asia (consistently 
more than 60% of demand). 

Opiates have also increased their contribution in Africa 
from 8% (late 1990s) to 20% (2008). While there has 
been an increase in opiate-related treatment in Africa 
over the last decade, the strong increase is, however, to 
some extent, a statistical artefact as previous treatment 
data (dating back more than 10 years) were removed and 
could not be replaced as no new data were forthcoming. 
Therefore, data from smaller island countries - such as 
Mauritius or the Seychelles, where the proportion of 
opiate treatment has historically been very high - con-
tribute more to the treatment demand for opiates in 
Africa.

Opiate-related treatment has recently exhibited a large 
increase in North America, from 10% (2006) to 23% 
(2008), reflecting the rising abuse of synthetic opioids, 
and are possibly starting to emerge in South America. 
Oceania has experienced a striking decline in the contri-
bution of opiates to treatment demand from 66% (late 
1990s) to 26% (2008), in line with the severe heroin 
shortage of 2001 in Australia which convinced many 
heroin addicts to give up their habit.

Effective treatment for heroin  
and crack dependence: UK 
Drug Treatment Monitoring 
System Outcomes Study Group
In the United Kingdom, using data from the national 
Drug Treatment Monitoring System, a prospective 
cohort study looked at treatment outcomes of 14,656 
heroin and crack addicts. The effectiveness of treat-
ment was assessed from changes in the days of heroin 
or crack cocaine use or both in the 28 days before the 
start of treatment and in the 28 days before the study 
review.

The study shows that the first six months of pharma-
cological or psychosocial treatment is associated with 
reduced heroin and crack cocaine use, but the effec-
tiveness of pharmacological treatment is less pro-
nounced for users of both drugs.

Source: Marsden J, Eastwood B, et al, Effectiveness of 
community treatments for heroin and crack cocaine addic-
tion in England: a prospective, in-treatment cohort study
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Regional patterns and trends in main problem drugs as reflected in treatment demandFig. 101: 

Sources: UNODC, Annual Reports Questionnaire Data/DELTA and National Government Reports

Notes: Percentages are unweighted means of treatment demand in reporting countries.

 An 'Other drugs' category is not included and so totals may not add up to 100%. Alternatively, polydrug use may increase totals beyond 100%.

 Number of countries reporting treatment demand data: Europe (30 to 45); Africa (15 to 41); North America (3); South America (21 to 26);  
 Asia (27 to 43); Oceania (1 or 2).

 * year specified or latest year available at time of WDR publication.

 # Treatment data dating back more than 10 years were removed from the 2008 estimates and therefore caution should be taken in comparing the  
  data from 2008 with previous years.
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Synthetic opioids are increasingly linked with 
problem drug use in North America

Treatment demand data from the United States of 
America11 and Canada12 both show an increase of prob-
lem drug users linked to the use of synthetic opioids/
prescription medicine and a decline in the heroin-related 
problem users. In the United States, admissions where 
opiates were the primary drug of concern increased by 
34% between 1997 and 2007 (typically representing 
29-32% of demand for treatment, excluding alcohol). 
Heroin is still the major contributor to the treatment 
demand for opioids, but this has become less marked 
with the steady increase in demand for treatment for 
synthetic opioids. The contribution of heroin to opioid 
admissions has continually declined from 94% (1997) 
to 73% (2007), with the number of admissions for 
heroin starting to decline in 2002. In contrast, the 
number of admissions for other opiates/synthetic opio-
ids has increased from 16,274 to 90,516 (more than 
450%) between 1997 and 2007, from contributing just 
6% of opioid admissions in 1997 to 27% in 2007. A 
similar situation is found in Canada. Treatment demand 
for prescription opioids has been greater than for heroin/
opium over the past few years, and it is still increasing. 
Treatment demand data from Ontario show that the 
number of admissions for opioids increased 55% 
between 2004/2005 and 2008/2009, or from 14.7% to 
18.5% of all drug treatment demand (excluding alcohol 
and tobacco). This increase is attributable to the 68% 
rise in admissions for prescription opioids/codeine 
(heroin/opium admissions actually declined 5%). The 
contribution of prescription opioids/codeine to all 
admissions (excluding alcohol and tobacco) has increased 
from 12.1% to 16.5%, while the heroin/opium contri-
bution has declined from 2.6% to 2.0%. 

Cannabis is an increasingly problematic drug 

Although it is the world’s most widely used drug, can-
nabis is often thought to be the least harmful and of 
little interest to public health, in spite of the fact that 
evidence in recent years has shown that the use of can-
nabis can create remarkable levels of harm. Data on 
treatment demand for cannabis and medical research 
have pointed to the potentially severe health conse-
quences of cannabis use.

The most probable adverse effects of cannabis use 
include dependency, increased risk of motor vehicle 
accidents, impaired respiratory function, cardiovascular 
disease and adverse effects of regular use on adolescent 
psychosocial development and mental health.13 The 

11 Office of Applied Studies, Substance Abuse and Mental Health Serv-
ices Administration, Treatment Episode Data Set (TEDS).

12 Substance Abuse Statistical Tables, DATIS Centre for Addiction & 
Mental Health, July 2009.

13 Hall W., and Degenhardt, L., “Adverse health effects of non-medical 
cannabis use,” The Lancet, Volume 374, Issue 9698, Pages 1383 - 1391, 17 October 2009.

Treatment admissions for opiates, Fig. 102: 
1997-2007 (North America)

Note: Percent of admissions excluding alcohol.
Source: Office of Applied Studies, Substance Abuse and 
Mental Health Services Administration, Treatment Episode 
Data Set (TEDS)

Treatment admissions for opiates, Fig. 103: 
2004-2009 (North America)

Note: Percent of admissions excluding alcohol, tobacco and  
not specified.
Source: Substance Abuse Statistical Tables, DATIS, Centre for 
Addiction & Mental Health, July 2009
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rising number of cannabis-related problem drug users is 
often not correlated with a similar rise in the overall 
number of cannabis users, suggesting that the risks asso-
ciated with the use of cannabis have been increasingly 
recognized and diagnosed in recent years. Rising levels 
in cannabis potency in many parts of the world (notably 
in industrialized countries) have also contributed to the 
increased risk of cannabis use.

Cannabis is clearly the dominant drug for treatment in 
Africa with consistently over 60% of demand. Over the 
past 10 years, cannabis has been making an increasing 
contribution to treatment demand in Europe (more than 
doubling from 10% to 22%), South America (more than 
doubling from 15% to 40%) and Oceania (more than 
trebling from 13% to stabilize around 47%). Only North 
America has seen a reduction in the contribution of can-
nabis to treatment demand compared to other drugs.

Harmful levels of cannabis use on the rise  
in Australia

Treatment episodes where cannabis was the primary 
drug of concern increased in Australia by 34%, from 
23,826 to 31,864 between 2002 and 2008 alone,14 
despite a sharp decline in cannabis use among the gen-
eral population. 

Possible explanations for the increasing trend in the 
problematic use of cannabis and cannabis-related harm 
include: increased consumption among older users 
reflecting dependence among those who have had a long 
history of use that was initiated at a relatively young age; 
and the increased availability of cheaper and possibly 
higher potency cannabis. Referrals from the criminal 
justice system do not seem to have had an influence  
on the increase in the numbers entering treatment in 
Australia.15

Contributing factors for increasing treatment 
demand for cannabis in Europe remain uncertain

Cannabis ranks second for treatment demand at the 
European level and its contribution to drug treatment 
demand has been steadily increasing. The EMCDDA 
has been documenting rising levels of demand for treat-
ment from cannabis-related problems since 1996, but 
there are wide discrepancies between countries. In 2006, 
21% of all European clients and 28% of new clients 
entered treatment with cannabis as the primary drug of 
concern. In Denmark, Germany, France, Hungary and 
Turkey the percentage of new clients seeking treatment 
for cannabis as the primary drug was greater than 50%. 

14 Australian Institute of Health and Welfare (AIHW), Alcohol and other 
drug treatment services in Australia 2007–08: report on the national 
minimum data set, Drug treatment series no. 9, cat. no. HSE 73, 
Canberra, 2009.

15 Roxburgh, A., Hall, W.D., Degenhardt, L., McLaren, J., Black, E., 
Copeland, J., and Mattick, R.P. “The epidemiology of cannabis use 
and cannabis-related harm in Australia 1993–2007,” Addiction, 2010 
Mar 12. Pre-publication early view.

However, reasons for the increase in demand have proved 
difficult to identify and EMCDDA recommends further 
research16 to tackle this issue.17 

The effect of poly-drug use in the treatment statistics 
should not be disregarded. While drug treatment seekers 
in the past may have been registered almost automati-
cally for heroin, they may now be more accurately regis-
tered as having cannabis as the primary problem drug 
while consuming other drugs as well. Moreover, the 
increasing complexity of drug use makes it difficult to 
have a simple characterization of problem drug users 
according to a single drug type. In the context of drug 
users combining the use of different drugs to get the 
effect they want to achieve, the use of cannabis becomes 
potentially more harmful because its effect combined 
with other drugs can be very different from when it is 
used alone. 
Cocaine is the main problem drug in the Americas, 
but its contribution is declining in North America

Treatment demand for cocaine is most dominant in the 
Americas, where coca cultivation is concentrated. 
Cocaine is the main problem drug according to treat-
ment demand for South America (with more than 50% 
of demand), and where once it appeared to be on the 
decline, over the last few years, the situation has stabi-
lized. Although cocaine was the main drug for treatment 
in North America in the late 1990s, the cocaine-related 
treatment demand has been declining over the last 
decade, and was responsible for just 31% of total treat-
ment demand in 2008. In Europe, the treatment 
demand, in contrast, increased from 3% to 10% over 
the same period. Cocaine-related treatment demand in 
Africa accounts for less than 10% of the total,18 and in 
Asia and Oceania demand is negligible (<1%).
ATS treatment demand is relatively small but not 
unimportant

Asia has the highest percentage of admissions for 
amphetamine-type stimulants (ATS), where it ranks as 
the second most important drug. In Oceania and North 
America, treatment demand for ATS has increased to 
some 20% since the late 1990s. Otherwise, demand for 
treatment has remained below approximately 10% in 
other regions, with a possible recent emergence in South 
America. It should be noted that treatment for ATS is 
often administered differently than for other drugs, and  
can be easily under-reported. 

16 EMCDDA, A cannabis reader: global issues and local experiences, 
Monograph series 8, Volume 2, Lisbon, 2008.

17 EMCDDA, Annual report on the state of the drugs problem in the 
European Union and Norway. Cannabis problems in context — under-
standing the increase in European treatment demands, Lisbon, 2004.

18 In contrast to the data shown, there are no indications of any decline 
in cocaine-related treatment demand in Africa over the last decade. 
The lower demand shown is a statistical artefact resulting from the 
removal of treatment data dating back more than 10 years.
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Gender and the illicit drug  
markets
The markets for illicit drugs affect more men than 
women worldwide, both in terms of use and trafficking 
of illicit substances. Data that characterize traffickers of 
illicit drugs are scarce. In 2009, the Commission on 
Narcotic Drugs, in its resolution 52/1, stressed the 
importance of collecting and analysing data disaggre-
gated by sex and age, and of conducting research on 
gender issues related to drug trafficking, especially the 
use of women and girls as drug couriers. The Commis-
sion called for improved data collection and recom-
mended the undertaking of a gender analysis based on 
available data. One data source that can be used to gen-
erate a gender analysis of drug traffickers is the Indi-
vidual Drug Seizures Database, where data submitted by 
a limited number of countries (between 30 and 50 from 
all regions) report the characteristics of traffickers associ-
ated with each individual seizure.1 These data show that 
the great majority of drug traffickers are men. They also 
suggest that, irrespective of age, the percentage of female 
traffickers slightly decreased between 2006 and 2009, 
reaching between 15% and 20% of detected traffickers 
in 2009. 

The use of illicit drugs is more balanced between males 
and females, but it still sees a higher number of men 
involved. For all drugs, the gender gap between males 

1 Data on the gender composition of drug-related arrestees could 
also be reported by Member States in the ARQ. However, this 
data can hardly be utilized for a gender analysis because very few 
countries provide the sex-breakdown of the data on arrestees with 
little comparability across countries. 

and females is lower among the young population than 
for the adults. 

Male students outnumber females in the use of cocaine 
and cannabis in all European countries. In contrast, 
female students more frequently report tranquillizer use 
in virtually all countries and ecstasy use in some coun-
tries.2 

A gender gap between the young and older generations 
is also apparent in South America. One comparative 
study shows, for example, that in all six analysed coun-
tries, except Argentina, the gender ratio3 of cannabis use 
is lower for students than the adult population, though 
with large variations across countries. Data from Latin 
America and other parts of the world suggest that the 
more advanced the country, the higher the proportion 
of females among drug users. 

In general, substance dependence and abuse is also 
higher for males than females, although in the United 
States an age-specific analysis reveals that in 2008, the 
rate of substance dependence was higher for females 
(8.2%) than males (7.0%) in the population aged 12 to 

2 EMCDDA, A gender perspective on drug use and responding to drug 
problems, Lisbon 2006. 

3 Ratio of prevalence among males and females. 

Trends in gender distribution of  Fig. 104: 
drug traffickers, 2005-2009

Source: UNODC Individual Drug Seizures Database
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17, while the same rate was almost double for males 
(12.0%) than females (6.3%) in the population 18 
years and older.4 There are few studies that analyse 
gender differences in accessibility of treatment serv-
ices. In 2004 in Europe, there was a ratio of 4:1 
between males and females in treatment. The high 
ratio (higher than the ratio between male and female 
drug users) can be explained by the higher risk of 
becoming problem drug users observed for males. At 
the same time, according to the EMCDDA, there are 
no studies that can provide definitive answers on the 
gender distribution of the unmet treatment needs of 
problem drug users.5 In many countries where gender 
roles are culturally determined and women are not 
empowered, gender differences can be reflected in a 
lack of access to treatment services which could be 
due to: a) higher stigma for women who use drugs 
than for men, and/or b) the fact that services do not 
cater for women (for example, they do not admit 
women or do not cater for the needs of safety and 
childcare). An illustrative example of the lack of 
accessibility can be found in Afghanistan, where in 
2008 there were only three residential drug treat-
ment facilities for women with adjacent child care 
and treatment facilities, despite the high level of 
heroin and opium use among the female popula-
tion.6

 

4 Substance Abuse and Mental Health Services Administration, 
Results from the 2000 - 2008 National Survey on Drug Use 
and Health: National Findings, Office of Applied Studies, US 
Department of Health and Human Services.

5 EMCDDA, A gender perspective on drug use and responding to 
drug problems, Lisbon, 2006.

6 Report to the US Congress, Report on Progress Toward Security 
and Stability in Afghanistan, April 2010. 
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Cultivation

In 2009, the area under opium poppy cultivation 
decreased by 15% from 2008. Similar to the year before, 
this was mainly due to a large decrease in opium poppy 
cultivation in Afghanistan, which was not offset by 
increases in Myanmar and the Lao People’s Democratic 
Republic. In Afghanistan, where in 2009 two thirds 
(66%) of global opium poppy cultivation were concen-
trated, cultivation continued to be concentrated mainly 
in the south and west of the country. Over half of the 
opium poppy area (57%) was located in only one prov-
ince, Hilmand, although most of the decrease in cultiva-
tion from 2008 took place in the same province, in the 
so-called food zone where farmers were supported with 
wheat seeds and fertilizers. Almost the entire Afghan 
opium poppy-cultivating area was located in provinces 
characterized by high levels of insecurity. In 2009, erad-
ication remained at the relatively low level of 2008. A 
preliminary assessment indicated that opium poppy 
cultivation in 2010 may remain at about the 2009 lev-
el.1

In Pakistan, Afghanistan’s neighbour, the 2009 opium 
poppy cultivation remained at about the same level of 
less than 2,000 ha as in previous years. Myanmar, the 
second largest opium poppy cultivating country (17% 
of global cultivation) experienced the third consecutive 
yearly increase in cultivation, although the level remains 
much lower than in the 1990s and early 2000s. Most of 
the cultivation area was concentrated in the eastern part 

1 UNODC/Ministry of Counter Narcotics, Afghanistan Opium Survey 
2010. Winter Rapid Assessment, February 2010. 

of the country (Shan State). Opium poppy cultivation 
in the Lao People’s Democratic Republic remained at a 
low level of about 2,000 ha with no significant changes 
since 2005. Mexico remains the third largest cultivating 
country, showing a large increase in the area under 
opium poppy cultivation between 2007 and 2008. 

Reports on eradication of opium poppy and seizures of 
poppy plant material indicate the existence of illicit 
opium poppy cultivation in many other countries and 

Global opium poppy cultivation (ha), Fig. 106: 
1995-2009

Note: The 2009 estimate for ‘Rest of the world’ is provisional as limited 
information was available for some countries and regions. 
Source: UNODC
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(a) Opium poppy harvestable after eradication.
(b) Afghanistan, sources: before 2003: UNODC; since 2003: National Illicit Crop Monitoring System supported by UNODC. 
(c) Pakistan, sources: ARQ, Government of Pakistan, US Department of State       
(d) Lao PDR, sources: 1995: US Department of State; 1996-1999: UNODC; since 2000: National Illicit Crop Monitoring System supported by UNODC. 
(e) Myanmar, sources: before 2001: US Department of State; since 2001: National Illicit Crop Monitoring System supported by UNODC.
(f ) Due to continuing low cultivation, figures for Viet Nam (as of 2000) and Thailand (as of 2003) were included in the category "Other".
(g) Colombia, sources: before 2000: various sources, since 2000: Government of Colombia. Production: In Colombia, opium is produced as opium latex, which has a higher 

moisture content than opium produced in other regions of the world. The figures presented refer to dry opium. For 2008 and 2009, dry opium production in Colombia 
was calculated based on regional yield figures and conversion ratios from US Department of State/DEA. 

(h)  Figures derived from US Government surveys.The Government of Mexico reported a gross opium poppy cultivation of 19,147 hectares (2006) and estimated gross opium 
production at 211 mt (2006), 122 mt (2007), 144 mt (2008) and 162 mt (2009). These gross figures are not directly comparable to the net figures presented in this table. 
The Government of Mexico is not in a position to confirm the US figures as it does not have information on the methodology used to calculate them. 

(i) Reports from different sources indicate that illicit opium poppy cultivation also exists in other countries and regions, including Algeria, the Baltic countries, Balkan coun-
tries, Egypt, Guatemala, Iraq, Lebanon, Peru, the Russian Federation and other C.I.S. countries, South Asia, Thailand, Ukraine, Venezuela, Viet Nam, as well as in Central 
Asia and the Caucasus region. Starting 2008, a new methodology was introduced to estimate opium poppy cultivation and opium/heroin production in these countries. 
This new series is listed unter "Other countries". The estimates are higher than the previous figures but have a similar order of magnitude. A detailed description of the 
estimation methodology is available in the online version of the World Drug Report 2010.

(j) Potential production refers to the amount of oven-dry opium with unknown morphine content that could be produced if all opium poppy cultivated in an area in one 
year was harvested in the traditional method of lancing the opium capsules and collecting the opium gum or latex. 

(k) In some countries, poppy straw is used to produced acetylated opium rather than opium gum. However, for reasons of comparability, it was assumed that all opium poppy 
cultivation is used for opium gum production.      

(l) This estimate represent the amount of opium, which remains opium and is not processed into morphine or heroin. It refers only to Afghan opium as for other countries, 
the amount of opium which is not processed into morphine or heroin could not be estimated. For years before 2004, no such estimate was available for Afghanistan.

(m) Since 2004: Potential heroin production available outside Afghanistan. Estimates for Afghanistan only include heroin and morphine available for export, i.e. after deducting 
local consumption and seizures, based on the Afghanistan Opium Surveys. The amount of Afghan opium estimated to remain available as opium is not included in this 
figure. For all other countries, it is assumed that all opium gets converted into heroin, disregarding the fact that some opium may be consumed as such or as morphine. 

(n) This series contains all heroin potentially manufactured world-wide, including the heroin and morphine consumed and seized in Afghanistan. The amount of Afghan 
opium estimated to remain available as opium (potential opium, not processed) is not included in this figure.

(o) Potential manufacture refers to the amount of heroin of unknown purity that could be produced if the total potential opium production was converted into heroin, exclud-
ing the opium which is consumed as such and is not processed. Key informant surveys in Afghanistan indicated that 7 kg of air-dry opium are needed to manufacture 1 
kg of brown heroin base of unknow purity. Typical purities found in seized heroin base in Afghanistan range from 50% to 80%. Assuming 10%-15% moisture content 
in air-dry opium, 7 kg of air-dry opium correspond to 6.0 to 6.3 of oven-dry opium. With the indicated typical base purity of 50% to 80%, between 7.4 kg and 12.6 kg 
of oven-dry opium would be needed to produce 1 kg of 100% pure heroin base in Afghanistan. A DEA study on heroin laboratory efficiency in Colombia estimated that 
indeed 8 kg of oven-dry opium were needed to produce 1 kg of 100% pure heroin HCl, corresponding to an overall laboratory efficiency of 67.2% from opium (latex) to 
heroin HCl. This suggests that the currently used ratios for oven-dry opium to heroin 7:1 (Afghanistan), 8:1 (Colombia in recent years) and 10:1 (rest of the world) could 
indeed provide an estimate of pure heroin production. However, the heroin estimates provided are still considered to refer to"heroin of unknown purity" as not enough 
is know about the laboratory efficiency in most producing countries.

Global illicit cultivation of opium poppy and production of opiates, 1995-2009Table 14: 
1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009

 SOUTH-WEST ASIA
   Afghanistan (b) 53,759 56,824 58,416 63,674 90,583    82,171 7,606 74,100 80,000 131,000 104,000 165,000 193,000 157,000 123,000

   Pakistan (c) 5,091 873 874 950 284 260 213 622 2,500 1,500 2,438 1,545 1,701 1,909 1,779

   Subtotal 58,850 57,697 59,290 64,624 90,867 82,431 7,819 74,722 82,500 132,500 106,438 166,545 194,701 158,909 124,779

 SOUTH-EAST ASIA
   Lao PDR (d) 19,650 21,601 24,082 26,837 22,543 19,052 17,255 14,000 12,000 6,600 1,800 2,500 1,500 1,600 1,900

   Myanmar (e) 154,070 163,000 155,150 130,300 89,500 108,700 105,000 81,400 62,200 44,200 32,800 21,500 27,700 28,500 31,700

   Thailand (f) 168 368 352 716 702 890 820 750

   Viet Nam (f) 1,880 1,743 340 442 442

   Subtotal 175,768 186,712 179,924 158,295 113,187 128,642 123,075 96,150 74,200 50,800 34,600 24,000 29,200 30,100 33,600

 LATIN AMERICA
   Colombia (g) 5,226 4,916 6,584 7,350 6,500 6,500 4,300 4,153 4,026 3,950 1,950 1,023 715 394 356

   Mexico (h) 5,050 5,100 4,000 5,500 3,600 1,900 4,400 2,700 4,800 3,500 3,300 5,000 6,900 15,000 n.a.

   Subtotal 10,276 10,016 10,584 12,850 10,100 8,400 8,700 6,853 8,826 7,450 5,250 6,023 7,615 15,394 15,394

 OTHER (i)

   Combined 5,025 3,190 2,050 2,050 2,050 2,479 2,500 2,500 3,074 5,190 5,212 4,432 4,184

   Other countries 8,600 7,600

 TOTAL 249,919 257,615 251,848 237,819 216,204 221,952 142,094 180,225 168,600 195,940 151,500 201,000 235,700 213,003 181,373

 SOUTH-WEST ASIA
   Afghanistan (b) 2,335     2,248     2,804     2,693     4,565     3,276     185        3,400     3,600     4,200 4,100 6,100 8,200 7,700 6,900
   Pakistan (c) 112        24          24          26          9            8            5            5            52          40 36 39 43 48 44

   Subtotal 2,447 2,272 2,828 2,719 4,574 3,284 190 3,405 3,652 4,240 4,136 6,139 8,243 7,748 6,944

 SOUTH-EAST ASIA
   Lao PDR (d) 128        140        147        124        124        167        134        112        120        43 14 20 9 10 11
   Myanmar (e) 1,664     1,760     1,676     1,303     895        1,087     1,097     828        810        370 312 315 460 410 330
   Thailand (f) 2            5            4            8            8            6            6            9            
   Viet Nam (f) 9            9            2            2            2            

   Subtotal 1,803     1,914     1,829     1,437     1,029     1,260     1,237     949        930 413 326 335 469 420 341

 LATIN AMERICA

   Colombia (g) 71          67          90          100        88          88          80          52          50          49          24 13 14 10 9

   Mexico (h) 53          54          46          60          43          21          91          58          101        73          71 108 149 325 n.a.

   Subtotal 124        121        136        160        131        109        171        110        151 122 95 121 163 335 335

 OTHER (i)

   Combined 78          48          30          30          30          38          32 56 50          75 63 16 15
   Other countries (k)

139 134
 TOTAL 4,452      4,355      4,823      4,346      5,764      4,691      1,630      4,520      4,783      4,850 4,620 6,610 8,890 8,641 7,754

NON-PROCESSED OPIUM (l) 1,382 1,317 2,228 3,698 3,070 2,895

AVAIL. OUTSIDE AFGH. 445         436         482         435         576         469         163         452         478         495 472 606 735 724 634
TOTAL(n) 529 472 629 757 752 657

 POTENTIAL OPIUM PRODUCTION IN METRIC TONS (j) 

POTENTIAL MANUFACTURE OF HEROIN IN METRIC TONS (o)

CULTIVATION(a) IN HECTARES
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regions.2 In countries where information was available 
on eradication and seizures of opium poppy plants but 
not on the area under cultivation between 2003 and 
2009, a methodology was developed to estimate opium 
poppy cultivation. This indirect method does not allow 
for individual country estimates, but can provide an 
estimate of the total level of opium cultivation in this 
residual group of countries which for 2009 amounted to 
7,600 ha, equivalent to 4% of global cultivation. A 
detailed description of the estimation methodology is 
included in the methodology chapter, available on the 
UNODC website at www.unodc.org/wdr. 

Production

In 2009, global potential opium production was esti-
mated at 7,755 mt, a decrease by 10% from 2008. Over 
one third (37%) was estimated to be available on the 
drug market as opium, the remainder being converted 
into morphine and heroin. This would correspond to a 
potential heroin production of 657 mt. This is the 

2 Without detailed information on the circumstances of poppy straw 
seizures, the seizure as such is not proof of illicit opium poppy cultiva-
tion. The material could be diverted from licit cultivation or originate 
from another country. Between 2003 and 2009, on average 18 coun-
tries/territories reported eradication and/or seizures of opium poppy, 
suggesting the existence of opium poppy cultivation, among them: 
Algeria, Argentina, Armenia, Australia, Austria, Bangladesh, Belarus, 
Costa Rica, Ecuador, Egypt, Estonia, Guatemala, India, Japan, Kaza-
khstan, Kyrgyzstan, Latvia, Lebanon, Lithuania, the former Yugoslav 
Republic of Macedonia, the Republic of Moldova, Nepal, Norway, 
Peru, Poland, Romania, the Russian Federation, Tajikistan, Turkmen-
istan, Ukraine, Uzbekistan, the Bolivarian Republic of Venezuela, 
Viet Nam and the Palestinian Territory. Source: UNODC ARQ and 
IDS, US State Department, International Narcotics Control Strategy 
Report (INCSR). 

second consecutive decrease since 2007, when global 
opium production reached a peak of 8,890 mt, with an 
estimated potential heroin production of 757 mt. 

Opium yields in Afghanistan remained very high in 
2009. The potential opium production was estimated at 
6,900 mt. About 56% of the total opium production 
was estimated to be potentially exported as morphine 
and heroin, corresponding to 548 mt in heroin equiva-

Reported opium poppy eradication in selected countries (ha), 1995-2009Table 15: 

* Although eradication took place in 2004, it was not officially reported to UNODC. 
Source: ARQ, Government reports, reports of regional bodies, INCSR

1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009

Afghanistan  400  121 21,430 *  5,103 15,300 19,047  5,480  5,351 

Colombia  3,466  6,885  6,988  2,901  8,249  9,254  2,385  3,577  3,266  3,866  2,121  1,929  375  381  546 

Egypt  15  34  65  45  50  98  121 

Guatemala  489  720  449  536  1,345 

India  29  96  248  153  18  219  494  167  12  247  8,000  624  2,420 

Lao PDR  4,134  3,556  2,575  1,518  779  575  651 

Lebanon  4  67  27  8 

Mexico 15,389 14,671 17,732 17,449 15,461 15,717 15,350 19,157 20,034 15,926 21,609 16,890 11,046 13,095 11,471 

Myanmar  3,310  1,938  3,093  3,172  9,824  1,643  9,317  7,469  638  2,820  3,907  3,970  3,598  4,820  4,087 

Nepal  19  19  1  21  35 

Pakistan  867  654  2,194  1,197  1,704  1,484  4,185  5,200  391  354  614 0 16

Peru  4  18  26  155  14  57  98  92  88  88  23  32 

Thailand  580  886  1,053  716  808  757  832  989  767  122  110  153  220  285  201 

Venezuela 
(Bolivarian 
Rep. of)

 148  51  266  148  137  215  39 0 0  87  154 0 0 0

Viet Nam  477  1,142  340  439  426 125 100  32  38  99 45

Global potential opium production Fig. 107: 
(mt), 1995-2009

Note: The 2009 estimate for ‘Rest of the world’ is provisional as limited 
information was available for some countries and regions.

Source: UNODC
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lent.3 Afghanistan remained by far the largest opium-
producing country, representing 89% of the global illicit 
opium production. Despite the increase in cultivation, 
opium production in Myanmar decreased by 20% to 
only 330 mt, due to lower yields.

Laboratories

Only eight countries reported destruction of clandestine 
opiate-processing laboratories in 2008. In addition to 
countries where opium production takes place, such as 
Afghanistan (69 laboratories), Myanmar (5), Mexico (1) 
and Peru (1), destruction of clandestine opiate process-
ing laboratories were reported from Belarus (1), Greece 
(2), New Zealand (1) and the Russian Federation (1). 
Much higher numbers were reported in 2007 (639). 
However, most of these laboratories were small-scale 
kitchen laboratories reported by the Russian Federation, 
many of which produced acetylated opium from poppy 
straw, which is commonly consumed in this subregion 
only. It can be assumed that most heroin production still 
occurs in countries where opium poppy is cultivated or 
in their close proximity. 

Precursor chemicals

Illicit morphine and heroin production requires large 
quantities of precursor chemicals such as acetic anhy-
dride, a substance which is essential in the refinement of 
morphine to heroin. All acetic anhydride used for heroin 
production in Afghanistan has to be smuggled into the 
country as no known production facilities of the sub-
stance exist in the country nor is there any reported 
legitimate use of this chemical.4 

Large amounts of acetic anhydride seizures were reported 
in 2008, mainly from European and Western Asian 
countries (Afghanistan, Pakistan, the Syrian Arab 
Republic and Turkey), totalling 199,344 litres (57,308 l 
in 2007).5 Large amounts were also seized in East and 
South-East Asia (China, the Republic of Korea and 
Myanmar). In South America, Colombia regularly 
reports seizures of acetic anhydride. Increased interna-
tional control and cooperation helped to prevent the 
diversion of large amounts of precursors. The seizures 
and related information confirmed that large-scale traf-
ficking of morphine and heroin precursors to Afghani-
stan and neighbouring countries occurred but also to 

3 A detailed description of the methodology of the Afghanistan opium 
and heroin estimates can be found in UNODC/Government of 
Afghanistan (Ministry of Counter Narcotics), Afghanistan Opium 
Survey 2009, December 2009. 

4 Information on precursor seizures stems mainly from the Interna-
tional Narcotics Control Board, E/INCB/2009/1. 

5 The total reported seizure amount does not include seizures from 
Afghanistan, which were not officially reported to the INCB. Seizures 
were reported to UNODC by Afghan authorities, at 14,234 l of 
acetic anhydride in 2008.

other opium producing countries. The controls in place 
seem to have led to a high price level of acetic anhydride 
in Afghanistan (US$350/l – US$400/l), which is thought 
to have become a major cost factor in the production of 
heroin.6 

6  UNODC/Ministry of Counter Narcotics, Afghanistan Opium Survey 
2009, December 2009. 
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2.2.2 Seizures

In 2008, seizures of opium continued to increase stead-
ily, together with heroin seizures, which rose for the 
second consecutive year, albeit less sharply. In contrast, 
morphine seizures continued the declining trend which 
started in 2007. Although heroin seizures have followed 
a generally increasing trend since 2002, they have been 
clearly outpaced by growth in global opium seizures. 
This is mainly due to the contribution of the Islamic 
Republic of Iran, which has registered increases in both 
heroin and opium seizures, accounting for an over-
whelming proportion of global opium seizures.

Globally, interdiction of opium is concentrated in the 
area around Afghanistan, while seizures of processed 
heroin are far more geographically dispersed. Not sur-
prisingly, the closer the substance is to the final product 
(heroin), the more ubiquitous it becomes. Moreover, 
opium consumption is to be found mainly in the Near 
and Middle East/South-West Asia.

Total heroin seizures are driven by various factors, 
including law enforcement efforts, as well as the global 
supply of heroin, which in turn depends on the global 
production of heroin and opium. However, global 

heroin seizures tend to respond to changes in produc-
tion levels with a longer time lag than opium as a result 
of the time taken to process the opium into heroin and 
to traffic it. Therefore, the effect of production on sei-
zures is visible later, and may also be less prononced. The 
distinction can be observed, for example, in the sharp 
decline of opium production in 2001, which resulted in 
a sharp drop in opium seizures the same year, and in a 
much less pronounced decline in heroin the following 
year. Over the period 2001-2008, heroin seizure totals 
were more strongly correlated with opium production 
estimates in the previous year, while in the case of opium, 
the best correlation is observed with the average opium 
production in the current and previous years. This sug-
gests that the interception rate for heroin can be best 
assessed if calculated by comparing global seizures with 
the production estimated for the year before. 

The difficulties in calculating the global heroin intercep-
tion rate are further compounded by the necessity to 
adjust for purity in heroin production estimates7 as well 
as heroin seizures – a complication which does not arise 
in the case of opium. 

7 The available heroin production estimates refer to heroin of unknown 
purity. 

Global opiate seizures, 1998-2008Fig. 108: 

Source: UNODC ARQ/DELTA
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Production in same year as seizures
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Global heroin seizures (mt)

The interception rate for opium8 rose slightly in 2008, 
from 17% in 2007 to 19%. On the other hand, the ratio 
of the other opiate seizures (heroin and morphine) to 
estimated potential heroin production in the previous 
year dropped from 15% in 2007 to 12% in 2008.9 

Opium

Global opium seizures have risen steadily for six con-
secutive years, from 95.7 mt in 2002 to almost seven 

8 Calculated as the ratio of global opium seizures in a given year to 
the estimated global supply of opium not processed into heroin or 
morphine. The supply is estimated by the average of production in 
the given year and the preceding year.

9 In previous years, UNODC estimated a single interception rate for 
opiates, which expressed total opiate seizures in a given year, con-
verted into heroin equivalents, as a percentage of potential heroin 
production (excluding, since 2004, seizures and consumption in 
Afghanistan) in the same year. 

times more - 646 mt - in 2008, equivalent to consistent 
annual increases of 37%. The growth has mainly been 
driven by the quantities seized in the Islamic Republic 
of Iran, which continues to report by far the largest 
opium seizures worldwide. Most of the remaining sei-
zures happened in Afghanistan and Pakistan. These 
three countries together accounted for more than 97% 
of global seizures in 2007 and 2008.

Every year from 1996 to 2008, the Islamic Republic of 
Iran accounted for more than two thirds of annual 
global opium seizures. For six consecutive years, increas-
ing quantities of opium were seized in this country 
(from 73 mt in 2002 to 561 mt in 2008), setting the 
trend for the global total. According to preliminary data, 
in 2009 seizures stabilized, standing at 579 mt.10

10 Islamic Republic of Iran, Drug Control Headquarters, Drug Control 

Distribution of opiate seizures worldwide (percentage), 2008Fig. 109: 

* The category “Other” refers to a different set of countries according to the drug type.
Source: UNODC ARQ/DELTA

Correlation of global heroin seizures with total opium production, 2001-2008Fig. 110: 

Source: UNODC ARQ/DELTA (seizure data), UNODC (production estimates)

Near and Middle
 East /

South-West
 Asia,
39%

Near and Middle 
East /

South-West 
Asia,  
97% 

Near and Middle
 East /

South-West
 Asia,   
98%

0%

20%

40%

60%

80%

100%

Opium Morphine Heroin

Pe
rc

en
ta

g
e

Other*

North America

East Europe

Central Asia and
Transcaucasian countries
East and South-East Asia

Western and Central
Europe
South-East  Europe

Near and Middle East
/South-West Asia

Correlation  
coefficient: 
0.75

Correlation  
coefficient: 
0.95



143

2. Drug statistics and trends Opium/heroin

Opium seizures in Afghanistan fell from 52.5 mt in 
2007 to 42.8 mt11 in 2008. Given the large amounts of 
opium being produced in Afghanistan, these levels imply 
a disproportionately low seizure rate. Based on data 
gathered by UNODC, in 2008, opium seizures mainly 
took place in the provinces of Hilmand (20.8 mt), Nan-
garhar (9.8 mt), Kandahar (4.1 mt) and Hirat (3.4 mt). 
Afghanistan reported seizures of 35.7 mt in 2009. How-

in 2009.
11 UNODC Afghanistan country office.

ever, this may not include seizures made by international 
forces in collaboration with Afghan forces - in the first 
half of 2009 only, military operations seized 50 mt of 
opium.12

In line with the trend in the Islamic Republic of Iran, 
opium seizures in Pakistan rose more than tenfold over 
the period 2004-2008, from 2.5 mt in 2004 to 27.2 mt 
in 2008. Pakistan also reported seizures of 6.9 mt of 
opium poppy straw in 2007, and more than 10 times 
this quantity – 81.7 mt – in 2008. 

Morphine

For the second consecutive year, in 2008, global mor-
phine seizures fell by more than one third, dropping 
from 27.4 mt in 2007 to 17.3 mt. The decline over the 
2006-2008 period was mainly due to a notable down-
ward trend in Pakistan. Seizures of morphine in Pakistan 
fell sharply in 2007, from 32.7 mt in 2006 to 11.0 mt, 
and even further in 2008, to 7.3 mt – the lowest level 
since 2002. The downward trend was in sharp contrast 
with increasing opium seizures in the same country.

In 2008, the largest quantity of morphine was seized by 
the Islamic Republic of Iran, where seizures amounted 
to 9.0 mt,13 essentially stable at the 2007 level (9.7 mt). 
However, according to preliminary data,14 in 2009, 
seizures almost doubled, rising to 16.1 mt.

12 UNODC/Government of Afghanistan (Ministry of Counter Narcot-
ics), Afghanistan Opium Survey 2009, December 2009.

13 Islamic Republic of Iran, Drug Control Headquarters, Drug Control 
in 2009.

14 Ibid.

Comparison of global opiate seizures with global production estimatesFig. 111: 

Source: UNODC ARQ/DELTA (seizure data), UNODC (production estimates)
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Global morphine seizures, 2003-2009Fig. 113: 

* Data for 2009 for the Islamic Republic of Iran are preliminary.
Source: UNODC ARQ/DELTA

Comparison of morphine and opium Fig. 114: 
seizure trends in Pakistan (mt), 2004-
2008

Note: Data are presented for the purposes of a comparison of trends 
over time, not quantities, across different drug types. In no sense 
should 1 ton of opium be considered equivalent to 1 ton of morphine 
(in particular not in terms of potential heroin manufacture).
Source: UNODC ARQ/DELTA
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Source: UNODC ARQ/DELTA
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Heroin

In 2008, global heroin seizures reached a record level of 
73.7 mt, up from 65.5 mt in 2007, registering the 
second consecutive year-on-year increase. Heroin sei-
zures remained much less geographically concentrated 
than seizures of opium and morphine, with large quanti-
ties of heroin being seized in the subregion of the Near 
and Middle East/South-West Asia (39% of the global 
total), South-East Europe (24%), West and Central 
Europe (10%), East and South-East Asia (7.3%), Cen-
tral Asia and Transcaucasian countries (7.3%), East 
Europe (5.4%) and North America (3.1%).

The global increase in heroin seizures over the 2006-
2008 period was driven mainly by continued burgeon-

ing seizures in the Islamic Republic of Iran and Turkey. 
In 2008, these two countries accounted for more than 
half of global heroin seizures, and registered, for the 
third consecutive year, the highest and second highest 
seizures worldwide, respectively. By 2008, heroin sei-
zures in the Islamic Republic of Iran had climbed to 
23.1 mt.15 According to preliminary data, in 2009 
heroin seizures may have stabilized, amounting to 23.4 
mt.16 In Turkey, seizures rose from 13.2 mt in 2007 to 
15.4 mt in 2008.

15 Islamic Republic of Iran, Drug Control Headquarters, Drug Control 
in 2009.

16 Ibid.

Correlation of heroin seizures in Turkey with opium and heroin seizures in the Islamic  Fig. 116: 
Republic of Iran, 2000-2004 and 2004-2008

Sources: UNODC ARQ/DELTA
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Turkey remained a major gateway for heroin destined 
for West and Central Europe. A comparison of heroin 
seizures in Turkey with opiate seizures in the neighbour-
ing Islamic Republic of Iran reveals notable patterns. 
Over the 2000-2004 period, heroin seizures in Turkey 
were more strongly correlated with opium seizures than 
with heroin seizures in the Islamic Republic of Iran, sug-
gesting that the supply of heroin in Turkey was sourced 
to a significant extent from opium transiting the Islamic 
Republic of Iran. In contrast, over the 2004-2008 period, 
the correlation was remarkably strong with both heroin 
and opium seizures in the Islamic Republic of Iran, and 
the discrepancy could no longer be observed, thus 
making it plausible that traffickers in the two countries 
were ultimately drawing from a common supply of 
heroin.

Following a significant decline over the 2004-2007 
period, heroin seizures in China appeared to stabilize in 
2008, amounting to 4.3 mt in 2008, only slightly less 
than the level in 2007 (4.6 mt). China reported that 
West African (especially Nigerian) syndicates were traf-
ficking large quantities of heroin, as well as metham-
phetamine, to China, especially through Guangdong 
province.

Heroin seizures fell both in Afghanistan, from 5.0 mt17 
in 2007 to 2.8 mt15 in 2008, and in Pakistan, from 2.9 
mt in 2007 to 1.9 mt in 2008 – the lowest level in Paki-
stan since 1981. On the other hand, in 2008 seizures 
reached the highest levels on record in Uzbekistan (1.5 
mt) and Kazakhstan (1.6 mt), while remaining essen-
tially stable in Tajikistan (1.6 mt).

17 UNODC Afghanistan country office.

Further indications of changing trafficking patterns in 
Pakistan can be observed from an analysis of significant 
individual heroin seizures reported by this country. 
Among those cases in which a country other than Paki-
stan was identified as the destination, the proportion of 
consignments intended for Malaysia had never exceeded 
1% prior to 2006. In contrast, this proportion rose to 
9% in 2007 and 22% in 2008. Similarly, the proportion 
of consignments intended for China had never exceeded 
1% prior to 2005, but rose to 28% in 2006. However, 
this proportion then declined to 10% in 2007 and 4% 
in 2008.

In West and Central Europe, heroin seizures remained 
stable for the second year in a row, at 7.7 mt in 2008. 
Seizures in the Russian Federation rose in 2007, from 
2.5 mt in 2006 to 2.9 mt, and again in 2008, to 3.4 mt. 
Seizures in the United States fell from 2.4 mt in 2007 to 
2.0 mt in 2008, nevertheless remaining higher than the 
level in 2005 and 2006 (1.7 mt).

Destination of heroin seizure cases reported by Pakistan, 2007 and 2008Fig. 117: 

Source: UNODC Individual Drug Seizures database 
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Prices2.2.3 

Opium farm-gate prices and opium  
production

Both heroin (wholesale) and opium (farm-gate) prices in 
Afghanistan have decreased noticeably over the last 
years, but not at the same speed. A comparison between 
the two price trends reveals that the ratio of heroin to 
opium prices between 2006 and 2009 has indeed 
increased, as opium prices were falling more rapidly than 
heroin prices. Without knowing the composition and 
purity of the heroin sold at the reported prices this trend 
is difficult to interpret. Potentially, a large ratio could 
indicate a larger profit margin for drug traffickers 
involved in heroin production. On the other hand, 
prices for precursors seemed to have reached a very high 
level in 2009, when acetic anhydride, a key element of 
the conversion process, was sold at US$350 to US$400 
per litre. Thus, the high prices for inputs could (partly) 
be compensated by paying less for opium, as the market 
did not allow an increase in heroin prices. Another pos-
sible explanation is that the quality of the opium (mor-
phine content) is lower and more opium is needed to 
produce the same amount of heroin. 

The declining opium prices in Afghanistan are not 
always mirrored by price trends in neighbouring coun-
tries. As one can expect, opium price levels in neigh-
bouring countries are higher than in Afghanistan, as a 
result of transport costs and risk premiums. The opium 
wholesale price in Peshawar, Pakistan, seems to best 
reflect price developments in Afghanistan whereas opium 
price trends in the Islamic Republic of Iran and Tajikistan 
seem to be subject to additional factors. 

Farm-gate prices of opium in Afghanistan have been on 
the decline in recent years, reflecting production increases 
in Afghanistan and a high level of global opium produc-
tion, to which Afghanistan is the main contributor. The 
price decline was steepest in years of large production 
increases in Afghanistan and has ebbed off since 2008, 
despite a decline in production, probably reflecting the 
still very high level of global opium production since 
2006 and the existence of opium stocks. 

Prices in Colombia, where prices refer to opium latex 
which has a higher moisture content than opium gum, 
are not directly comparable to prices in Afghanistan and 
Myanmar, where they refer to air-dried opium gum. 
Converted into air-dried opium equivalents, per kilo 
prices in Colombia would roughly be double to triple 
the price in Myanmar, which is already far higher than 
the price in Afghanistan. Two observations can be made: 
First, farm-gate prices of opium in Myanmar, the second 
largest opium producing country, and in Colombia, 
which has a small but regionally important production, 
showed constant increases over the last five years and do 
not reflect the strong increase in global opium produc-
tion. Second, price levels differ strongly in these three 
regions, with Afghanistan having the lowest prices, 
Myanmar a price level five times higher than Afghani-
stan, and Colombia (in dry opium equivalents about 
US$930/kg) about three times higher than Myanmar or 
15 times higher than Afghanistan. The opium prices in 
Colombia are close to the opium price levels observed in 
Thailand and the Lao People’s Democratic Republic of 
over US$1,000/kg since 2008. 

The disconnect between farm-gate prices and global 
production trends supports the hypothesis of the exist-
ence of separate regional markets, where prices reflect 
the local/regional rather than global opium production 
levels and trends. 

Afghanistan, wholesale opium and Fig. 118: 
heroin price, 2006-2009 

Source: UNODC ARQ
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Heroin wholesale and retail prices

Wholesale prices of heroin (not adjusted for purity) 
follow the well-known trafficking routes from South-
West Asia to Europe, and from South America and 
Mexico to the United States and Canada. In 2008, 
wholesale prices ranged from US$2,400 per kg in 
Afghanistan to US$10,300-US$11,800 per kg in Turkey 
and an average of US$44,300 per kg in West and Cen-
tral Europe. In the Americas, a largely self-sufficient 
market for heroin, prices ranged from US$10,000 per 
kg in Colombia to US$45,000-US$70,000 per kg (for 
heroin of South American origin) in the United States 
and US$119,000 per kg in Canada. The price in Mexico, 
US$35,000 per kilogram, is possibly influenced by two 

contrasting factors – the proximity to the consumer 
market of the United States, which can arguably raise 
the price, and the local production of heroin in Mexico,18 
which would be expected to lower the price. 

Over the 2005-2008 period, heroin retail prices in key 
European markets, when adjusted for purity and infla-
tion, displayed a marked sensitivity to the wholesale 
price in Turkey, confirming the role of this country as a 

18 Mexico is also believed to be a transit point for heroin from South 
America to the United States.

Opium prices in South and Central Asia (US$/kg), 2006-2009Fig. 119: 

Source: National monitoring systems supported by UNODC in Afghanistan, Governments of the Islamic Republic of Iran and Tajikistan
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Opium production and prices in  Fig. 121: 
cultivating areas in Lao People’s  
Democratic Republic, Myanmar and 
Thailand, 2002-2009

Source: National monitoring systems supported by UNODC in 
Lao People’s Democratic Republic and Myanmar, Government 
of Thailand
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major gateway for heroin entering Europe. A notable 
exception was the United Kingdom, where the adjusted 
price remained largely stable. This may reflect the differ-
ent trafficking patterns for heroin reaching the United 
Kingdom, as opposed to continental Europe.19

In the United States, high wholesale purity and low 
prices, as well as other indicators, suggest that heroin 
remains widely available in the country, and that the 
availability is increasing in some areas. Moreover, the 

19 The United Kingdom assessed that, in 2008, 25% of the heroin in its 
market was trafficked from Pakistan, as opposed to the Balkan route. 
Other factors may also distinguish the UK market from continental 
Europe.

results of the Heroin Signature Program (HSP) of the 
US Drug Enforcement Agency point to an increase in 
the availability of heroin from Mexico. The wholesale 
purity of heroin of Mexican origin was at its highest 
(40%) since 2005, while Mexican heroin represented 
39% (by weight) of all heroin analysed through the HSP, 
the highest percentage since 1987.20

20 National Drug Intelligence Center, United States Department of 
Justice, National Drug Threat Assessment 2010, February 2010.

Heroin wholesale prices (not adjusted for purity) in Africa, Asia and Europe, 2008Fig. 122: 

* Average of reported minimum and maximum prices. ** Simple average.
Source: UNODC ARQ
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* Average of reported minimum and maximum prices. ** Tar (Mexican 
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Source: UNODC ARQ

Trends in purity- and inflation-adjusted Fig. 124: 
heroin prices in selected European 
countries, 2005-2008 (indexed, base-
line 2005)

* France did not register a variation in purity over the period 2005-
2008. Note: purity-adjusted prices are UNODC estimates based on 
reported prices and purities.
Source: UNODC ARQ, Europol, World Drug Report 2009
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2.2.4 Consumption

In 2008, UNODC estimates that between 12.8 and 
21.9 million people globally used opiates over the past 
12 months, with the prevalence ranging between 0.3% 
and 0.5% of the world’s population aged 15-64. The 
range of the estimated prevalence did not change from 
2007, but the range of the lower bound of the estimated 
number of annual users decreased, reflecting an increased 
uncertainty in South Asia and Africa, but also a possible 
decrease in the total number of users observed, particu-
larly in Europe. More than half of the estimated opiate 
users are in Asia. Despite significant growth in the pro-
duction of opiates in recent years, global consumption 
remains relatively stable, as also perceived by national 
experts.

Opiate consumption in East and South-East Asia is 
stabilizing, but it remains a problematic drug group 
in many parts of the region

While most countries/territories in East and South-East-
Asia have reported some decrease, between 2.8 and 5 
million people aged 15 to 64 are estimated to have used 
opiates in the past year in the subregion. Opiates, and 
especially heroin, is still reported as the most prevalent 
drug in China, Indonesia, Malaysia and Myanmar. The 
highest prevalence of opiate use of 1.3% and 1.2% 

respectively in this subregion are estimated to be found 
in Malaysia (among the population aged 15-64, 2002) 
and Macao, China (among the population aged 15-64, 
2003) respectively. In Malaysia, a similar prevalence of 
injecting drug use among the population aged 15-64 is 
reported with an HIV prevalence of 10.3% among this 

World annual opiates usersFig. 125: 

Source: UNODC ARQ

Global trend in the perception of opiate use: cumulative unweighted average* as reported  Fig. 126: 
by national experts 

* The graph measures the trend from countries reporting an increase or decrease in drug use. It does not measure the trend in terms of number of 
drug users. 
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group.21 Except for Myanmar, there is no new informa-
tion on opiate consumption available for 2008 in the 
subregion. Higher than global average prevalence of 
opiate use is reported in Myanmar, where opium-pro-
ducing villages have a higher consumption rate than 
non-producing villages.22 In Myanmar, heroin use is still 

21 Mathers B., Degenhardt L., Phillips B., Wiessing L., Hickman M., 
Strathdee A., Wodak A., Panda S., Tyndall M., Toufik A.and Mattick 
R., on behalf of the Reference Group to the United Nations on HIV 
and Injecting Drug Use, “Global epidemiology of injecting drug use 
and HIV among people who inject drugs: a systematic review,” The 
Lancet, 2008; 372:1733-1745.

22 UNODC, Opium poppy cultivation in South-East Asia, December 

less widespread than opium use, but data suggest that 
heroin use may have increased in recent years.23 Opium 
use among the population aged 15 and older has 
decreased from 2% among men to 1.4%, and from 
0.2% among women in 2008 to 0.1% in 2009. On the 
other hand, heroin use has increased from 0.1% in 2008 
to 0.3% in 2009.24 

2009.
23 Ibid.
24 UNODC, Opium poppy cultivation in South-East Asia, December 

2008.

Estimated number of people who used opiates at least once in the past year and  Table 16: 
prevalence of opiate use in the population aged 15-64, by region, 2008

Region/Subregion
Estimated  

number of users 
annually (lower)

-
Estimated  

number of users 
annually (upper)

Percent of  
population age 
15-64 (lower)

-
Percent of  

population age 
15-64 (upper)

Africa 680,000 - 2,930,000 0.1 - 0.5

Eastern Africa 150,000 - 1,730,000 0.1 - 1.3
North Africa 130,000 - 540,000 0.1 - 0.4
Southern Africa 240,000 - 320,000 0.2 - 0.3
West and Central Africa 160,000 - 340,000 0.1 - 0.2

Americas 2,290,000 - 2,440,000 0.4 - 0.4

Caribbean 60,000 - 90,000 0.2 - 0.3
Central America 100,000 - 110,000 0.4 - 0.4
North America 1,290,000 - 1,380,000 0.4 - 0.5
South America 840,000 - 870,000 0.3 - 0.3

Asia 6,460,000 - 12,540,000 0.2 - 0.5

Central Asia 340,000 - 340,000 0.7 - 0.7
East/South-East Asia 2,830,000 - 5,060,000 0.2 - 0.3
Near and Middle East 1,890,000 - 3,820,000 0.8 - 1.5
South Asia 1,390,000 - 3,310,000 0.2 - 0.4

Europe 3,290,000 - 3,820,000 0.6 - 0.7

Eastern/South-East Europe 2,210,000 - 2,460,000 0.8 - 0.9
Western/Central Europe 1,090,000 - 1,370,000 0.4 - 0.5

Oceania 120,000 - 150,000 0.5 - 0.6

Global 12,840,000 - 21,880,000 0.3 - 0.5

Range of estimated numbers and annual prevalence of opiate use globally and by regionFig. 127: 
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Opiate use in Central and South-West Asia  
remains the highest 

Most countries in these subregions have opiate use prev-
alence rates that are higher than the world average. New 
information was available for Afghanistan, where a sharp 
increase was observed in opiate use, and in Azerbaijan, 
showing a slight decrease (from a 0.3% annual preva-
lence rate among the population aged 15-64 in 2006 to 
0.2% in 2008). Last year’s drug use survey conducted in 
Afghanistan suggests that the country has one of the 
highest opiate use prevalence rates in the world, ranging 
between 2.3% and 2.9% of the population aged 15-64 
(between 285,000 and 360,000 users). Opium is the 
most commonly used opiate, with estimates ranging 
between 200,000 and 250,000 regular users. The 
number of heroin users in Afghanistan is estimated 
between 100,000 and 135,000. The opiate use preva-
lence in the Islamic Republic of Iran in 1999 was 
reported as 2.8% of the population, and more than 2 
million people were estimated to be regular opiate users. 
However, experts in the Islamic Republic of Iran per-
ceive that there has been a slight decrease in opiate use 
over the last years.25 Both in Afghanistan and the Islamic 
Republic of Iran, opium remains the preferred opiate, 
while heroin remains the main opiate in the rest of the 
subregion. In Pakistan, the opiate use prevalence rate 
was reported as 0.7% or an estimated 630,000 people 
who had used opiates in the past year in 2006.26 

25 Islamic Republic of Iran, Annual Reports Questionnaire: Extent, pat-
terns and trends of drug abuse, 2008.

26 UNODC and the Paris Pact Initiative, Illicit Drug Trends in Pakistan, 
April 2008; UNODC Global Assessment Programme on Drug Use/
Ministry of Narcotics Control of the Government of Pakistan, Anti-
Narcotics Force of the Government of Pakistan, Problem Drug Use 
in Pakistan, Results from the year 2006 National Assessment, Tashkent, 
2007.

In Central Asia, Kazakhstan in particular has a high 
opiate use prevalence rate (1% in 2006), followed by 
Uzbekistan and Kyrgyzstan (0.8% each). Estimates for 
Tajikistan (0.5%) and Turkmenistan (0.3%) are lower.27 
Injecting drug use is reportedly one of the preferred 
methods in Central Asia, with increasing numbers also 
reported in Pakistan and the Islamic Republic of Iran. 
Injecting drug use is fuelling the HIV epidemic among 
injecting drug users in the region. The highest HIV 
prevalence among injecting drug users in the region is 
reported from Uzbekistan, Tajikistan, the Islamic Repub-
lic of Iran and Pakistan.28 

South Asia

No new information was available for South Asia in 
2008, and the lack of accurate, up to date information 
on the prevalence of opiate use among the general popu-
lation in India makes uncertain the estimate of the 
number of users for this subregion. In a national survey 
in 2001, a high prevalence rate was observed among 
Indian males (monthly prevalence rate of 0.7% among 
the male population 12-60 years old), but the lack of 
information on female opiate use prevents the calcula-
tion of a generally accepted, internationally comparable 
prevalence rate.29 In the region, Bangladesh and Bhutan 
have opiate prevalence rates close to the world average 
(around 0.4%). In Bangladesh, India and Nepal, illicit 
use of opioids such as buprenorphine, especially through 

27 UNODC, HIV and AIDS and Injecting Drug Use in Central Asia: 
From Evidence to Action, country reports for Kyrgyzstan, Tajikistan 
and Uzbekistan.

28 Mathers B., Degenhardt L., Phillips B., Wiessing L., Hickman M., 
Strathdee A., Wodak A., Panda S., Tyndall M., Toufik A. and Mattick 
R., on behalf of the Reference Group to the United Nations on HIV 
and Injecting Drug Use, “ Global epidemiology of injecting drug use 
and HIV among people who inject drugs: a systematic review,” The 
Lancet, 2008; 372:1733-1745.

29 Previous UNODC estimates put the rate at around 0.4% for the year 
2001.

Number of injecting drug users and HIV prevalence among those who inject drugsTable 17: 

Source: UNODC and the Paris Pact Initiative, Illicit Drug Trends in Pakistan, April 2008; UNODC Global Assessment Programme on Drug Use; 
Mathers B., et al, on behalf of the Reference Group to the United Nations on HIV and Injecting Drug Use

Estimated number of people who inject 
drugs

Prevalence of HIV among people who inject 
drugs (%)

Low Mid High Low Mid High

Afghanistan 6,870 6,900 6,930 1.7 3.4 5.1

I.R. of Iran - - 180,000 5 15 25

Pakistan 125,000 130,460 150,000 9.6 10.8 13.6

Kazakhstan - - 100,000 8 9.2 10.4

Kyrgyzstan - - 25,000 2.4 8.0 13.6

Tajikistan - - 17,000 11.5 14.7 17.9

Uzbekistan - - 80,000 11.7 15.6 19.5
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injecting, is reportedly common.30 In Sri Lanka, smok-
ing heroin remains the preferred method of use.

Other than Israel, most of the countries in Middle East 
have reportedly negligible opiate use. However, this is 
also due to the fact that there is limited data on drug use 
and treatment demand from the region.

East and South-East Europe as a subregion has the 
second highest number of opiate users, ranging 
between 2.2 and 2.5 million people 

The subregion on the whole seems to have one of the 
highest prevalence rates in the world (0.8% to 0.9% of 
the population aged 15-64), though individual country 
estimates must be treated with caution. The Russian 

30 UNODC, Rapid Situation and Response Assessment of drugs and HIV 
in Bangladesh, India, Nepal and Sri Lanka – a regional report, 2007.

Federation and Ukraine are the two countries in the 
subregion with the highest estimated number of opiate 
users. In the Russian Federation, the number of opiate 
users are estimated between 1.6 and 1.8 million (1.6% 
prevalence) and in Ukraine, between 325,000 and 
425,000 (1.16% prevalence). The only country report-
ing new information in 2008 was the Republic of 
Moldova, showing an increase from a 0.1% annual 
prevalence rate in 2007 to 0.15% in 2008. Both the 
Russian Federation and Ukraine have some of the high-
est HIV prevalence rates among injecting drug users 
(37.2% and 41.8%, respectively).31 The other countries 
in the region have opiate use prevalence rates either 
equivalent to or lower than the world average.

European data suggest that while heroin use is 
decreasing its associated harm is growing

In West and Central Europe, the opiate use prevalence 
is estimated between 0.4% and 0.5% of the general 
population, with the corresponding number of opiate 
users between 1 and 1.4 million. The 2008 range shifted 
slightly down from the one estimated in 2007, when the 
number of opiate users was estimated between 1.2 and 
1.5 million, reflecting a decrease in most of the countries 
which reported new estimates in 2008. Scotland and 
Estonia are the two countries with high prevalence of 
opiate use in West and Central Europe (1.5% among the 
population aged 15-64).

While overall heroin use may be stable or declining in 
West and Central Europe, problems associated with 
heroin abuse seem to increase. Based on a sample of 19 
countries, the overall number of primary heroin users 
entering treatment increased between 2002 and 2007. 
More than half of the reporting countries recorded 

31 Mathers B., Degenhardt L., Phillips B., Wiessing L., Hickman M., 
Strathdee A., Wodak A., Panda S., Tyndall M., Toufik A. and Mattick 
R, on behalf of the Reference Group to the United Nations on HIV 
and Injecting Drug Use, “Global epidemiology of injecting drug use 
and HIV among people who inject drugs: a systematic review,” The 
Lancet, 2008; 372:1733-1745.

Annual opiate users in Asia, 2007-2008Fig. 128: 

Source: UNODC ARQ

Expert perception of the opiates us trend between 2007 and 2008Table 18: 

Source: UNODC ARQ

Region

Member 
States  

providing 
perception 

data

Member 
States  

perception 
response 

rate

Use  
problem 

increased*

Percent 
use  

problem 
increased

Use  
problem 
stable

Percent 
use prob-
lem stable

Use  
problem 

decreased*

Percent 
use  

problem 
decreased

Africa 12 23% 6 50% 2 17% 4 33%

Americas 12 34% 6 50% 5 42% 1 8%

Asia 28 62% 11 39% 11 39% 6 21%

Europe 31 69% 9 29% 19 61% 3 10%

Oceania 1 7% 0 1 0

Global 84 44% 32 38% 38 45% 14 17%

* Identifies increases/ decreases ranging from either some to strong, unweighted by population.
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increasing numbers of drug-induced deaths, mostly asso-
ciated with opioid use, between 2006 and 2007.32 Spain, 
Portugal, Italy and France are the countries with the 
highest prevalence of HIV among injecting drug users 
(39.7%, 15.6%, 12.1% and 12.2% respectively).33

Opiates use remains problematic in  
North America with increasing problems in the 
abuse of prescription opioids

In North America, the highest prevalence of heroin use 
was reported from the United States in 2000 (0.58% of 
the population aged 15-64).34 Household survey data 
suggest that the level of heroin use remained rather 
stable until 2008. Other heroin abuse indicators, includ-
ing heroin treatment admissions and drug overdose 
deaths involving heroin, had, however, increased in 
some parts of the United States in 2008.35 Non-medical 
use of prescription opioids, although stable over the past 
years, remains a major problem across the United States. 
In 2008, 6.2 million people (aged 12 and older) had 
used prescription medication in the month prior to the 
survey.36 Significantly increasing trends in the use of 
prescription and over-the-counter drugs, including oxy-
codone and hydrocodone among teens,37 is reported. 
From 1999 to 2006 the number of fatal poisonings 

32 EMCDDA, Annual Report 2009: the state of the drugs problem in 
Europe, Lisbon 2009.

33 Reference group to United Nations on HIV and Injecting Drug 
Use. 

34 US ONDCP, 2000.
35 NIDA, Epidemiological Trends in Drug Abuse, Proceedings of the 

Community Epidemiology Work Group, Highlights and Executive 
Summary, January 2009.

36 US DHHS, SAMHSA, National Survey on Drug Use and Health 
(NSDUH), 2008 highlights.

37 NIDA, Monitoring the Future Survey, Overview of 2009 Findings.

involving opioid analgesics more than tripled from 
4,000 to 13,800 deaths.38

In Canada, while the overall prevalence of opiate39 use 
is 0.3% of the population, heroin use has also been 
overshadowed by abuse of prescription opioids.40

38 CDC/NCHS, Warner, M., Chen , L-H, et al. Increase in Fatal Poi-
sonings Involving Opioid Analgesics in the United States, 1999 – 2006, 
NCHS Data Brief No. 2, September 2009. 

39 Opiates refer to one of a group of alkaloids derived from the opium 
poppy. The term excludes synthetic opioids (WHO Lexicon of alco-
hol and drug terms). 

40 RCMP, Reports on the Illicit Drug Situation in Canada, 2008.

Trends in prevalence rate of opiate use among the population aged 15-64 in European  Fig. 129: 
countries reporting new or revised data in 2008

Source: UNODC *Estimate for Riga only.

Opioid-related deaths in the USA, Fig. 130: 
1999-2006 

Source: Warner M., Chen L. and Makuc D. M., Increase in 
Fatal Poisonings involving opioid analgesics in the United 
States 1999-2006, National Centre for Health Statistics 
(NCHS) Data Brief Number 22, September 2009, Centers for 
Disease Control and Prevention (USA)

0.6

0.25

0.13
0.07

0.3

0.1
0.2

0.3
0.4

0.57

0.25 0.280.27

0.4
0.330.3

0.1
0.2

0.13

0.4

0.5

0.74
0.79

0.7

0.9
0.8

0.75

10.96

0.81

0

0.2

0.4

0.6

0.8

1

Sp
ai

n 
'0

0
Sp

ai
n 

'0
2

Sp
ai

n 
'0

7

M
ol

do
va

 '0
0

M
ol

do
va

 '0
2

M
ol

do
va

 '0
7

M
ol

do
va

 '0
8

Sl
ov

ak
ia

 '0
4

Sl
ov

ak
ia

 '0
5

Sl
ov

ak
ia

 '0
6

Sl
ov

ak
ia

 '0
7

G
re

ec
e 

'0
4

G
re

ec
e 

'0
7

N
or

w
ay

 '9
7

N
or

w
ay

 '0
5

N
or

w
ay

 '0
8

C
ze

ch
 R

ep
 '0

4
C

ze
ch

 R
ep

 '0
5

C
ze

ch
 R

ep
 '0

6
C

ze
ch

 R
ep

 '0
8

Sl
ov

en
ia

 '0
1

Sl
ov

en
ia

 '0
4

Ita
ly

 '0
5

Ita
ly

 '0
8

La
tv

ia
 '0

3*
La

tv
ia

  '
07

La
tv

ia
 '0

7 
ne

w

En
gl

.&
W

al
es

 '0
4

En
gl

.&
W

al
es

 '0
5

En
gl

.&
W

al
es

 '0
7

A
n

n
u

al
 p

re
va

le
n

ce
 (

%
)

0

1,000

2,000

3,000

4,000

5,000

6,000

7,000

8,000

1999 2000 2001 2002 2003 2004 2005 2006

N
u

m
b

er
 o

f 
d

ea
th

s

Other opioids Methadone
Other synthetic narcotics Heroin



157

2. Drug statistics and trends Opium/heroin

In South America, the highest prevalence of opioids41 
use was reported by Brazil and Chile (0.5% of the pop-
ulation between 15 and 64 years, with corresponding 
numbers of 640,000 and 57,000, respectively). In both 
cases, prescription opioids constitute the key problem 
while abuse of heroin is still extremely low. In Chile, the 
2008 estimate (0.5%) represents an increase from the 
0.3% reported in 2006. For the first time, Costa Rica 
reported data on prevalence of opioid users showing that 
in 2006, 2.7% of the population aged 12-70 used opio-
ids at least once during the preceding year. However, this 
estimate needs to be reviewed with caution as it includes 
use of preparations that include all methylphenidate-
type and anorexigenous stimulants prepared with 
codeine.42 Other countries in the region have low opiate 
use prevalence rates ranging from 0.1% in Ecuador to 
0.3% in the Plurinational State of Bolivia. In South 
America, most countries report use of synthetic opioids 
rather than heroin.

Opioid use in Oceania increased

The number of opiate and opioid users in Oceania in 
2008 ranged between 120,000 and 150,000 people, an 
increase from 2007 when 90,000 people were estimated 

41 Opioid is the generic term applied to alkaloids from the opium 
poppy, and their synthetic analogues. The opium alkaloids and 
their semi-synthetic derivatives include morphine, diacetylmorphine, 
codeine and oxycodone as well as fentany, methadone, pethidine, and 
pentazocine, (WHO Lexicon of alcohol and drug terms).

42 Organization of American States, Inter American Drug Abuse Con-
trol Commission (CICAD), Multilateral Evaluation Mechanism 
(MEM) Governmental Expert Group (GEG): Evaluation of Progress in 
Drug Control 2003-2004.

to have used the substances at least once in the previous 
year. The higher estimate reflects a sharp increase 
observed in New Zealand, where the annual prevalence 
among 16-64 year olds reached 1.1% in 2008 from 
0.4% observed in 2006. With the new estimate, New 
Zealand has a much higher prevalence than Australia. In 
New Zealand, street morphine and street methadone are 
the most widely available and used opioids.43 In Aus-
tralia, currently there is no indication of heroin use 
returning to the levels of use seen prior to the 2001 
heroin shortage. Nevertheless, heroin-related overdose 
cases are commonly observed. Non-medical use of opio-
ids including methadone, buprenorphine, morphine 
and oxycodone remain common, however.44 

Opiate use is perceived to be increasing in Africa

There are an estimated 680,000 to 2.9 million opiate 
users in Africa. This wide range reflects missing data and 
information on opiate use from most parts of the conti-
nent. Experts from half of the responding African states 
perceived increasing opiate use, which likely reflected, in 
part, the increasing role of African countries as transit 
areas for heroin from Afghanistan to Europe. Opiates 
are the second most common drug group in terms of 
numbers of individuals seeking treatment.45 Mauritius, 
Kenya and Egypt are the countries in the region with the 
highest prevalence of opiate use (1.9%, 0.7% and 0.4% 
respectively.46) Mauritius also has high prevalence of 
injecting drug use and a concentrated HIV epidemic 
among these users.47 South Africa is the only country 
with a drug use surveillance system based on treatment 
demand (the South African Community Epidemiology 
Network on Drug Use – SACENDU). During the first 
half of 2009, in South Africa, treatment admissions for 
heroin problems have remained stable or declined in 
some parts of the reporting regions; but data also show 
far higher levels than a decade ago.48 

43 Wilkins C., Griffiths R. and Sweetsur P., Recent Trends in illegal drug 
use in New Zealand, 2006 – 2008, Findings from the Illicit drug 
monitoring system (IDMS).

44 Stafford J, Sindiicich N. et al, Australian drug trends 2008. Findings 
from the Illicit drug reporting system (IDRS).

45 World situation with regard to drug abuse – Report of the Secretariat 
(E/CN/2010/2) para. 21.

46 The estimates in Mauritius are derived from a Rapid Assessment 
Study and adjusted for age by UNODC, in Kenya extrapolated from 
the information form the data from Reference group to the UN on 
HIV and Injecting Drug Users, 2009 and in Egypt derived from a 
national household survey.

47 Abdool R., Sulliman R. and Dhannoo M., “The injecting drug use 
and HIV/AIDS nexus in the Republic of Mauritius,” African Journal 
of Drug & Alcohol Studies, 5(2), 2006.

48 Pluddemann A., Parry C., Bhana A., et al, Alcohol and Drug Abuse 
Trends, January – June 2009, Phase 26, South African Community 
Epidemiology Network on Drug Use (SACENDU) 26 November 
2009.

What is known about opiate use 
in the Pacific Islands?
While there is limited information on drug use from 
the smaller Pacific Islands, the United States Centers 
for Disease Control and Prevention has conducted 
surveys among high school students in the Pacific 
Island US territories. Within the territories, the 
results from the Marshall Islands are quite astonish-
ing. The lifetime prevalence of injecting drugs is 
reported as 15.8%, while the lifetime prevalence of 
heroin use is reported as 11.6% among the 9th-12th 
grade students. These are one of the highest rates of 
injecting and heroin use among secondary school 
students in the world and would call for serious pre-
vention and other interventions for the Marshall 
Island students.

Source: Lippe J., Brener N., et al Youth Risk Behaviour 
Surveillance – Pacific Island United States Territories, 
2007 Surveillance Summaries November 21, 2008/55 
(SS212):28-56 (Centers for Disease Control and Preven-
tion, Atlanta, Georgia, USA)
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Production 2.3.1 

Cultivation

The global area under coca cultivation decreased by 5% 
from 167,600 ha in 2008 to 158,800 ha in 2009, mainly 
due to a significant decrease in Colombia, which was 
not offset by increases in Peru and the Plurinational 
State of Bolivia. This is about the same level of cultiva-
tion as during the period 2003 to 2006. Colombia 
remained the country with the largest area under coca 
cultivation but the distance to the second largest, Peru, 
has shrunk due to two consecutive years of decreases in 
Colombia and increases in Peru over the same period. 

In Colombia, the area under coca cultivation decreased 
for a third year to 68,000 ha, a 16% decrease over 2008. 
Most of the reduction took place in the departments of 
Putumayo, Nariño and Antioquía.  

In 2009, coca cultivation in Peru increased by 7% from 
2008 and reached 59,900 ha. Peru remained the second 
largest coca cultivating country, after Colombia. This is 
the country’s third consecutive increase in three years. 
The cultivation level is 55% or 21,200 ha more than in 
1999, when coca cultivation was at its lowest level in the 
last two decades at 38,700 ha. The area under cultiva-
tion in the three main growing regions Alto Huallaga, 
Apurímac-Ene and La Convención-Lares, where large 
parts are already covered with coca plantations, increased 
only slightly. Most of the increase in absolute and per-
centage terms took place in smaller growing regions such 
as Aguaytía, Inambari-Tambopata and Palcazú-Pichis-
Pachitea, which have seen a considerable expansion of 
the area under coca cultivation since 2004. 

Coca cultivation in the Plurinational State of Bolivia in 
2009 remained by and large at the 2008 level with only 
a slight increase of 1% to 30,900 ha. The increase took 
place in both large growing regions, the Yungas of La Paz 
and Chapare. 

Eradication reports from Ecuador indicated the exist-
ence of small-scale coca cultivation. However, surveys 
implemented by UNODC in cooperation with the 
Government of Ecuador in 2006 and 2008 confirmed 
that the level of coca cultivation was insignificant.1 

1 The surveys covered provinces in the north of Ecuador bordering 
Colombia. 

Global coca bush cultivation (ha), Fig. 132: 
1995-2009

Source: see Table ‘Global illicit cultivation of coca bush and 
production of coca leaf and cocaine, 1995-2009’
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Global illicit cultivation of coca bush and production of coca leaf and cocaine, 1995-2009Table 19: 

* Due to the ongoing review of conversion factors, no point estimate of the level of cocaine production could be provided for 2009. Because of the 
uncertainty on the level of total potential cocaine production, the 2009 figure was estimated as a range (842-1,111 mt). For more detailed infor-
mation, see Statistical Annex (4.1.1). It should be noted that the trend estimate of cocaine production between 2008 and 2009 indicate a stable 
situation. 

 a) Potentially harvestable, after eradication.

 (b) Sources: 1995-2002: CICAD and US Department of State, International Narcotics Control Strategy Report. For the region Yungas of La Paz 
since 2002, for all regions since 2003: National Illicit Crop Monitoring System supported by UNODC. Cocaine production: Before 2003, CICAD 
and US Department of State. Since 2003, own calculations based on UNODC (Yungas of La Paz) and DEA (Chapare) coca leaf yield surveys and 
DEA conversion factors from leaf to cocaine HCl (currently under review).

 (c) Sources: 1995-1998: CICAD and US Department of State, International Narcotics Control Strategy Report; since 1999: National Illicit Crop 
Monitoring System supported by UNODC.

 (d) Sources: 1995-1999: CICAD and US Department of State, International Narcotics Control Strategy Report; since 2000: National Illicit Crop 
Monitoring System supported by UNODC.

 (e) Refers to the potential coca leaf production available for cocaine production, i. e. after deducting the amount, which Governments report as being 
used for traditional or other purposes allowed under national law. In the absence of a standard definition of "dry coca leaf" and given considerable 
differences in the processing of the fresh coca leaf harvested, the figures may not always be comparable across countries.   

 (f ) Since 2005, potential sun-dried coca leaf production available for cocaine production, estimated by the National Illicit Crop Monitoring System 
supported by UNODC. This figure does not include the estimated amount of coca leaf produced on 12,000 ha in the Yungas of La Paz where coca 
cultivation is authorized under national law.

 (g) Sources: 1995-2002: CICAD and US Department of State, International Narcotics Control Strategy Report. Since 2003, potential coca leaf 
production available for cocaine production estimated by the National Illicit Crop Monitoring System supported by UNODC. Figures refer to 
oven-dried coca leaf equivalents. 

 (h) Since 2004, fresh coca leaf production figures are available based on coca leaf yield studies done by UNODC and the Government of Colombia. 
Similar to potential cocaine production, fresh coca leaf production in Colombia is calculated based on two-year area averages.  

 (i) Since 2003, potential sun-dried coca leaf production available for cocaine production, estimated by the National Illicit Crop Monitoring System 
supported by UNODC. For the calculation of coca leaf available for cocaine production, 9,000 mt of sun-dried coca leaf were deducted, which, 
according to Government sources, is the amount used for traditional purposes.

 (j) Potential manufacture refers to the amount of 100% pure cocaine that could be produced if all coca leaves harvested from an area under coca 
cultivation in one year were processed into cocaine, based on the information on cocaine alkaloid content of coca leaves and efficiency of clandestine 
laboratories. Estimates for Bolivia and Peru take into account that not all coca leaf production is destined for cocaine production.

 (k) Since 2004, cocaine manufacture is calculated based on the average area under coca cultivation of the reporting year and the previous year. 
This is thought to be closer to the actual amount produced than a figure solely based on the year-end cultivation. Colombian cocaine manufacture 
estimates for 2004 and later are based on new research and cannot be directly compared with previous years. For the calculation of the 2009 cocaine 
manufacture new information on coca leaf yield available for some regions was used. Estimates from 2004 to 2008 were revised in 2010 based on 
more detailed information on the average cocaine base purity (81%) and the cocaine base to HCl conversion ratio (1:1) available from DEA scientific 
studies. 

 (l) Figures from 2003 to 2005 were revised in 2007 based on updated information available on the amount of coca leaf necessary to produce one 
kilogram of cocaine HCl. Estimates based on conversion factors from leaf to cocaine HCl from DEA scientific studies (currently under review). 

1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009

  Bolivia (b) 48,600 48,100 45,800 38,000 21,800 14,600 19,900 21,600 23,600 27,700 25,400 27,500 28,900

  Colombia (c) 50,900 67,200 79,400 101,800 160,100 163,300 144,800 102,000 86,000 80,000 86,000 78,000 99,000

  Peru (d) 115,300 94,400 68,800 51,000 38,700 43,400 46,200 46,700 44,200 50,300 48,200 51,400 53,700

Total 214,800 209,700 194,000 190,800 220,600 221,300 210,900 170,300 153,800 158,000 159,600 156,900 181,600 167,600 158,800

  Bolivia (f) 85,000 75,100 70,100 52,900 22,800 13,400 20,200 19,800 27,800 38,000 28,200 33,200 36,400

  Colombia (g) 80,900 108,900 129,500 165,900 261,000 266,200 236,000 222,100 186,050 164,280 164,280 154,130 154,000

Colombia (fresh 
coca leaf) (h) 552,800

  Peru (i) 183,600 174,700 130,600 95,600 69,200 46,200 49,300 52,500 72,800 101,000 97,000 105,100 107,800

  Bolivia (b) 240 215 200 150 70 43 60 60 79 98 80 94 104

  Colombia (k) 230 300 350 435 680 695 617 580 550 680 680 660 630 450 410

  Peru (l) 460 435 325 240 175 141 150 160 230 270 260 280 290

Total 930 950 875 825 925 879 827 800 859 1,048 1,020 1,034 1,024 865 *

CULTIVATION OF COCA BUSH IN HECTARES (a)

POTENTIAL PRODUCTION OF DRY COCA LEAF IN METRIC TONS (e)

POTENTIAL MANUFACTURE OF COCAINE IN METRIC TONS (j)
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Production

Due to the ongoing review of conversion factors from 
coca leaves to 100% pure cocaine HCl used to estimate 
the potential cocaine production in the Plurinational 
State of Bolivia and Peru, no point estimate of the level 
of cocaine production could be provided for these coun-
tries in 2009. Because of this uncertainty, global cocaine 
production in 2009 was estimated as a range (842-1,111 
mt).2 The uncertainty concerning conversion factors 
from leaves to cocaine affects the level of cocaine pro-
duction in 2009, but other years prior to 2009 may be 
affected as well. Indeed, production figures provided by 
UNODC between 2005 and 2009 may be revised once 
more precise estimates can be elaborated for the conver-
sion factors, which depend on the alkaloid content of 
the leaves and laboratory efficiency. They do not show 
major changes from one year to another. Thus, in spite 
of the uncertainty around the level of the 2009 estimates 
it can be noted that the total production trend between 
2008 to 2009 remained stable.

Cocaine HCl production estimates for Colombia were 
revised, reflecting the availability of more detailed infor-
mation on specific elements of the conversion process 
from the DEA scientific studies. This led to a slight 
increase in the estimated level of potential cocaine pro-
duction since 2004. However, potential cocaine produc-
tion in Colombia declined by 9% from 450 mt in 2008 
to 410 mt in 2009.3 

In the absence of a point estimate for the level of poten-
tial cocaine production in 2009, estimates of coca leaf 
production can provide additional information on recent 
illicit production trends. To be able to compare coca leaf 
production across countries, fresh coca leaf production 
estimates were used where available (Colombia) or cal-

2 For more detailed information, see Annex ‘The process of estimating 
the production of pure cocaine HCL.’

3 For more details, see Ibid.

culated from sun-dried leaf production (Plurinational 
State of Bolivia and Peru) using a conversion factor.4 

Global potential production of fresh coca leaf was rela-
tively stable between 2004 and 2007 at about 850,000 
mt, but declined significantly between 2007 and 2008 
(by 14%) and again between 2008 and 2009 (by 4%) to 
just over 700,000 mt. Between 2004 and 2009, Colom-
bia always accounted for the largest share of coca leaf 
production. However, while Colombia contributed 
almost two thirds (63%) of total production in 2004, in 
2009, it accounted for less than half (48%). Peru’s share 
grew from 27% in 2004 to 39% in 2009, due to a 
decline in coca leaf production in Colombia in absolute 
terms and an increase in production in Peru over the 
same period. 

4 The average weight loss from fresh to sun-dried leaf measured in 
UNODC’s yield studies ranged from 52% (Bolivia, Yungas of La Paz) 
to 57% (average Peru). Only the amount of coca leaves estimated 
to be available for cocaine production was included in the estimate. 
More details see Table ‘Global illicit cultivation of coca bush and 
production of coca leaf and cocaine, 1995-2009.’

Reported spraying and manual eradication of coca bush (ha), 1995-2009Table 20: 

Note: The Plurinational State of Bolivia: Since 2006, voluntary and forced eradication. Peru: includes voluntary and forced eradication.  
Source: UNODC ARQ, Government reports, US Department of State (INCSR)

Global potential production of fresh Fig. 133: 
coca leaf available for cocaine  
production (mt), 2004-2009

Source: National monitoring systems supported by UNODC. 
For more details see Table ‘Global illicit cultivation of coca 
bush and production of coca leaf and cocaine, 1995-2009’

1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009

Bolivia manual  5,493  7,512  7,000 11,620 15,353  7,653  9,395  11,839  10,089  8,437  6,073  5,070  6,269  5,484  6,341 

Colombia manual  1,487  4,057  2,262  3,126  1,046  3,495  1,745  2,762  4,219  6,234  31,980  43,051  66,805  95,634  60,557 

spraying 23,915 18,519 41,861 66,029 43,112 58,073 94,153 130,364 132,817 136,552 138,775 172,026 153,134 133,496 104,772 

Peru manual  1,259  3,462  7,834 14,733  6,208  6,436  7,134  11,312  10,399  12,237  12,688  12,072  10,143  10,025 

Ecuador manual  4  18  9  12  12  6 

Venezuela manual  181 18 0 0 0 38 47 0 0 118  40  0 0 0
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Measuring coca leaf yield
Three elements are needed to estimate cocaine production each year: i) number of hectares under coca leaf cultiva-
tion; ii) annual coca leaf yield (quantity of leaves harvested per hectare in a year); and iii) alkaloid content of the 
leaves and efficiency of clandestine laboratories to extract these alkaloids, which determine the quantity of coca leaves 
needed to produce pure cocaine hydrochloride (HCl). Coca leaf yield is the element that probably shows the high-
est variation since it is affected by unpredictable factors such as weather, plant diseases, as well as eradication activi-
ties. The effect of these factors varies not only from year to year and during the course of a year but also from one 
cultivating region to the other. Thus, the annual coca leaf yield can be estimated with less certainty than the other 
elements. 

Since 2004, UNODC, in cooperation with the respective Governments, undertook coca leaf yield studies in many 
coca growing regions in the Plurinational State of Bolivia, Colombia and Peru. The core element of these studies is 
the controlled harvest of mature coca fields. For this purpose, sample plots are selected randomly among a set of 
fields which are also randomly selected among all fields under coca leaf cultivation. All coca leaves in the sampled 
plots are harvested and weighed on the spot. In the Plurinational State of Bolivia and Peru, where farmers sun-dry 
coca leaves after the harvest, an additional weight measurement is taken after the sun-drying. The weight of the 
harvested coca leaves divided by the area of the sample plots is the yield per hectare of that plot (for one harvest). 
Yield measurements from all plots and fields are used to determine the per hectare yield in the studied area. 

The coca bush allows several harvests per year, with four being a typical number. Depending on seasonal variations, 
such as periods with higher precipitation or variations in farming practices (application of fertilizer and/or irrigation) 
or counter-narcotics activities such as spraying with herbicide, the yield varies from harvest to harvest. These varia-
tions have to be taken into account. Ideally, all harvests in the selected plots should be measured. However, often 
the security situation in coca cultivation regions does not allow for a return to sample fields for further measure-
ments. Then, information from farmers’ interviews can be used to estimate the number and yield of past harvests. 
The annual yield is the sum of all coca leaf yields in the course of one year. 

Due to the different post-harvest processing methods in the Andean countries, coca leaf yield and production figures 
can be expressed in fresh, sun-dry or oven-dry leaf. Fresh coca leaf is typically used in Colombia, where the leaves 
are processed directly after harvesting to extract the alkaloids, often by the farmers themselves. In the Plurinational 
State of Bolivia and Peru, farmers dry the harvested coca leaves in a process referred to as sun- or air-drying before 
the alkaloids are extracted. Sun-drying is also used to produce coca leaves for traditional uses such as tea preparation 
and mastication (chewing). Sun-drying reduces the weight of the fresh leaves by more than 50%. It makes transpor-
tation easier and increases the shelf life of the coca leaves. Oven-dry weight is a standard that allows comparing coca 
leaf yields across countries with different post-harvest processing methods. Coca leaves are dried in an oven to extract 
moisture until their weight is stable. This method requires a scientific laboratory. After oven-drying, coca leaves have 
only about one third of their fresh weight. 

Total cocaine production can be estimated by determining the cocaine alkaloid content of coca leaves and multiply-
ing it with the total coca leaf production estimated from yield and cultivation surveys. As clandestine laboratories 
are not able to extract 100% of the cocaine alkaloids contained in the leaf, a factor representing the efficiency of 
these laboratories is applied. Depending on the extraction method used, clandestine laboratories can extract between 
40% and 80% of the alkaloids present in the coca leaves. 

Sources: United Nations International Drug Control Programme, Guidelines for yield assessment of opium gum and coca leaf 
from brief field visits New York, 2001; US Government, DEA Studies, 1993-2005.

Clandestine laboratories

In 2008, Governments reported the detection of 9,730 
clandestine installations (‘laboratories’) involved in coca 
processing, compared to 7,245 in 2007. As in past years, 
about 4% of the total installations detected were pro-
ducing cocaine HCl. Over 99% of coca processing labo-
ratories were located in the three coca cultivating 
countries, Plurinational State of Bolivia, Colombia and 

Peru. Over the last four years, there was a significant 
increase in coca processing laboratories reported 
destroyed in these countries and also worldwide. 

In 2008, cocaine laboratories were also reported from 
other countries in South America, such as Argentina 
(20), the Bolivarian Republic of Venezuela (10), Chile 
(4) and Ecuador (3). Outside South America, Spain 
(25), the Netherlands (4), the Republic of Moldova (1) 
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and Greece (1) reported the detection of cocaine labora-
tories. Preliminary reports from Governments of coun-
tries with coca cultivation indicate that in 2009, the 
number of clandestine coca processing laboratories 
detected was almost as high as in 2008, and significantly 
higher than 2005-2007.

Clandestine coca processing installations, 2005-2008Table 21: 

Note: Previous years’ figures were revised based on updated information received from Governments.  
Source: UNODC ARQ, Government reports

2005 2006 2007 2008

Cocaine paste/base producing installations 5,690 6,849 6,930 9,341

Percentage of coca processing installations 
detected in coca cultivating countries >99% >99% >99% >99%

Cocaine HCl producing laboratories 212 244 315 389

Cocaine HCl labs as % of total installations 4% 3% 4% 4%

Cocaine HCl labs in coca cultivating countries 166 215 308 322

Total coca processing installations detected 5,902 7,093 7,245 9,730
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Seizures2.3.2 

Following a significant increase over the period 2002-
2005, global cocaine seizure totals have followed a stable 
trend, amounting to 712 mt in 2007 and 711 mt in 
2008. Seizures continued to be concentrated in the 
Americas and Europe. However, the transition from 
2007 to 2008 brought about a geographical shift in 
seizures towards the source countries for cocaine. Sei-
zures in South America accounted for 59% of the global 
total for 2008, compared with 45% in 2007. This was 
mainly due to increases in several South American coun-
tries, notably Colombia, and simultaneous decreases in 
North America and Europe. 

More cocaine stopped at the source  

Cocaine seizures in South America reached record levels 
in 2008, amounting to 418 mt (cocaine base and salts) 
– almost one third more than the level in 2007 (322 
mt). In absolute terms, the largest increase from 2007 
was by far the one registered in Colombia (an increase 
of 61.9 mt). In relative terms, significant increases were 
also recorded in Peru (where seizures almost doubled), 
the Plurinational State of Bolivia (where seizures rose by 
62%), Argentina (51%), Brazil (21%) and Ecuador 
(12%). One exception to the generally increasing trend 

prevalent in South America was Chile, which registered 
a decrease of 12%. Seizures in the Bolivarian Republic 
of Venezuela remained essentially stable.

Comparison of cocaine seizures in South America and other regions, 2000-2008Fig. 134: 

Source: UNODC ARQ/DELTA 
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From 2002 onwards, Colombia and the United States 
consistently registered the largest and second largest 
annual cocaine (base and salts) seizures worldwide, 
respectively. Over the 2002-2007 period, cocaine sei-
zures in the United States, the country with the largest 
consumer market for cocaine, were in line with those in 
Colombia, the country with the largest manufacture of 
cocaine, to a remarkable degree (with a correlation coef-
ficient of 0.96). However, the trends in the two coun-
tries diverged in 2008. Seizures in Colombia reached 
record levels, rising from 195 mt in 2007 to 257 mt5 in 
2008, while seizures in the United States fell sharply, 
from 148 mt in 2007 to 98 mt in 2008 (-34%).

5 Observatorio de Drogas de Colombia. Data for Colombia from the 
ARQ (part III) for 2008 were not available.

Mexico continued to be the key transit country for large 
quantities of cocaine trafficked from the Andean region 
to the United States. In line with the trend in the United 
States, cocaine seizures in Mexico fell sharply in 2008, 
amounting to 19.3 mt. Cocaine seizures by authorities 
in the United States along the border with Mexico fol-
lowed a generally decreasing trend between the last 
quarter of 2005 and the second quarter of 2008,6 sug-
gesting that the amount of cocaine reaching the United 
States through the border with Mexico was in decline. 
In fact, between 2006 and 2008, cocaine seizures along 
this border fell by more than 40%. Partial data suggests 
that the decreased level was essentially sustained into 

6 National Drug Intelligence Center, United States Department of 
Justice, National Drug Threat Assessment 2009, December 2008.

Cocaine seizures in Colombia and the United States, 2000-2008Fig. 136: 

Source: UNODC ARQ/DELTA
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ever, seizure data suggest that this pattern may have 
started to subside. Cocaine seizures in West and Central 
Africa increased from 98 kg in 2002 to 4.6 mt in 2007, 
but in 2008 declined to 2.3 mt. 

An analysis of cocaine consignments seized in Europe 
based on the UNODC individual drug seizure database 
confirms this picture. Among those cases in which the 
point of origin was identified, the proportion of cases in 
which African countries (or Africa as a whole) were 
named as the point of origin was negligible until 2002, 
climbed to 34% by 2007 but fell back to 20% in 
2008.

Increased cocaine trafficking in Australia    

Cocaine seizures in Australia rose steadily over the period 
2005-2008, from 87.5 kg in 2005 to 930 kg in 2008. 
With reference to the period 1 July 2007 – 30 June 
2008, Australia8 mentioned the threat arising from traf-
ficking and subsequent trans-shipment of cocaine from 
Canada, as well as the growth in trafficking through 
China (including Hong Kong). China has also reported 
a perceived increase in the use of cocaine in 2008. 

Interception rate

Estimating the global interception rate for cocaine 
depends on a good understanding of  the global supply 
of cocaine as well as the total amount of cocaine seized. 

8 ARQ submitted by Australia for 2008.

Given the time lag incurred between cultivation of coca 
bush, harvesting, processing and trafficking, in a given 
year, supply in a consumer market such as Europe may 
be linked to production occurring in previous years. 
Moreover, the theoretical amount of  pure cocaine seized 
can only be determined by taking into account the 
purity of seizures, which may vary considerably across 
countries and according to various factors, such as the 
size of the transaction (level of sale - retail versus whole-
sale) and the place of seizure (border versus domestic).

Taking into account these considerations, UNODC 
estimates an interception rate range of 37%-50%9 for 
cocaine in 2008.10 This is significantly higher than the 
corresponding rates for opiates, possibly due to the fact 
that a significant proportion of seizures is made in or 
close to the source countries. The range drops to 
27%-33% if seizures in the three producing countries, 
Colombia, the Plurinational State of Bolivia and Peru 
are excluded.

9 This is calculated as the ratio of global seizures to global supply. 
Global seizures are adjusted for purity according to a weighted aver-
age, and include cocaine base, cocaine salts, coca paste and crack 
cocaine (but not coca leaf ). Global supply is estimated by the average 
cocaine production in the preceding two years. The lower end of the 
range is obtained by considering retail purities only, and the upper 
end by considering wholesale purities only.

10 In previous years, UNODC estimated a single interception rate, 
adjusting global seizures for purity using an unweighted average of 
all purity data reported by Member States (retail and wholesale). This 
quantity was then expressed as a percentage of the cocaine production 
in the same year. This method produces an estimate of 42% for the 
year 2008. 

Distribution of number of cocaine  Fig. 139: 
seizure cases in Europe, by transit/ 
origin country,* 2000-2008. 

* This refers to the source of the cocaine as far back as it could be 
traced by the reporting countries.

Source: UNODC Individual Drug Seizures database
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Prices2.3.3 

Cocaine prices in 2008 reflected the well-known traf-
ficking routes from South America  to North America 
and Europe. The lowest wholesale prices were to be 
found in Peru, the Plurinational State of Bolivia and 
Colombia. Prices were, on average, noticeably higher in 
the rest of South America and slightly higher in Central 
America and the Caribbean. There was a clear markup 
in prices outside Latin America and the Caribbean. 
Wholesale prices in West Africa were significantly higher, 
but lower than prices in Europe. The wholesale price in 
Spain was significantly lower than the average in Europe, 
possibly reflecting Spain’s role as a major point of entry 
for cocaine into the European market. Very high whole-
sale prices were registered in Saudi Arabia, Pakistan and 
the Russian Federation. The markup from wholesale to 
retail price can be more clearly observed when typical 
prices are adjusted by typical purities.

A comparison of prices in the producer countries and 
major consumer markets shows a markup of approxi-
mately 30 times between prices of coca derivatives in the 
Plurinational State of Bolivia, Colombia and Peru and 
cocaine wholesale prices in the United States, and 60 
times in the case of Europe.

In the United States, after a sharp increase in 
prices and decrease in purity, 2009 brought 
the first signs of stabilization

In the United States, price and purity data confirmed 
the reduced availability of cocaine. Data from the US 
Drug Enforcement Agency point to a distinct transition 
between the fourth quarter of 2007 and the fourth quar-
ter of 2008, with purity dropping by 27% and the price 
per pure gram of cocaine rising by 72%, suggesting a 
shortage of cocaine in the US market. The increased 
price level was sustained into the third quarter of 2009,11 
when it appeared to stabilize at the higher levels.  

11 US Department of Justice, National Drug Threat Assessment 2010. 
Based on data extracted from System To Retrieve Information on 
Drug Evidence (STRIDE).

Cocaine wholesale prices worldwide, Fig. 141: 
2008

Source: UNODC ARQ

Comparison of coca derivative prices Fig. 142: 
in producing countries and consumer 
markets, 2000-2008 (US dollars)

aWeighted average of 18 countries.
Sources: National monitoring systems in the Plurinational State 
of Bolivia, Colombia and Peru and UNODC ARQ
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Mixed picture in Europe

Prices per pure gram of cocaine for European countries 
were generally not available. On average,12 European 
cocaine prices, expressed in euro and adjusted for infla-
tion (but not for purity), displayed a decreasing trend 
over the period 2006-2008, at both the retail and whole-
sale levels. However, over the same period, prices 
increased when expressed in dollars and adjusted for 
inflation, suggesting that the trend has been more sensi-
tive to the exchange rate between US dollar and euro 
than changes in the market. 

A comparison of purity- and inflation-adjusted prices13 
with cocaine seizures in selected European countries 
suggests a certain sensitivity of prices - notably at the 
retail level - to success in interdiction, as measured by 
seizure totals. In 2006, European seizures peaked, along 
with the purity- and inflation-adjusted retail price in 
France, Germany and the United Kingdom. This was 
due to a change in purity in some cases and a change in 
bulk price in other cases. Since 2006, the purity- and 
inflation-adjusted retail price declined, in line with sei-
zure totals. One possible explanation for the correlation 
between the trends in price and seizures could be related 
to the effect of law enforcement activities: the stronger 
the effect of law enforcement, the higher are the amounts 
seized and the associated risk of trafficking which take 
the price to a higher level.14 

12 Weighted average of 18 European countries, based on ARQ, data 
from Europol and UNODC estimates; see UNODC, World Drug 
Report 2009.

13 UNODC estimates based on reported prices and purities.
14 In contrast, over the period 2000-2006, rising seizures in Europe 

Purity-adjusted and non-adjusted cocaine retail and wholesale prices in US dollars, 2008 Fig. 143: 
(log-log scale)

Note: On a linear scale, the slope of the line of best fit (through the origin) for purity-adjusted prices is 2.94. This means that, overall, there is a markup 
in price of 194% from wholesale to retail level.
Source: UNODC ARQ
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went hand in hand with falling cocaine prices (weighted average 
for 18 European countries, not adjusted for purity), suggesting that 
seizures were reflecting the rising supply of cocaine reaching the 
European market.
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Consumption2.3.4 

UNODC estimates that the prevalence of cocaine use 
worldwide in 2008 ranged from 0.3% to 0.4% of the 
adult population, or between 15 and 19 million people 
who had used cocaine at least once in the previous year. 
Compared to 2007, the range shifted to lower levels, 
suggesting a decrease in the global number of cocaine 
users. This change is due to the decrease in the number 
of cocaine users in North America. In addition, missing 
data and/or absence of recent reliable estimates affect 

many regions, particularly East Africa, Central Asia, the 
Near and Middle East and South Asia. Available qualita-
tive information suggests that the prevalence of cocaine 
use is low in most parts of Asia, although Chinese experts 
reported a recent increase of cocaine use in their country 
(though starting from an almost negligible level)15 and 
other countries have reported increasing trafficking of 
cocaine in Asia. 

15 ARQ submitted by China for 2008.

Estimated number of people who used cocaine at least once in the past year and  Table 22: 
prevalence among the population aged 15-64, by region, 2008

Region/subregion
Estimated  

number of users 
annually (lower)

-
Estimated  

number of users 
annually (upper)

Percent of  
population 
aged 15-64 

(lower)

-

Percent of  
population 
aged 15-64 

(upper)

Africa 1,020,000 - 2,670,000 0.2 - 0.5

Eastern Africa Subregional estimate cannot be calculated

North Africa 30,000 - 50,000 <0.1 - <0.1

Southern Africa 290,000 - 900,000 0.3 - 0.8

West and Central Africa 640,000 - 830,000 0.4 - 0.5

Americas 8,720,000 - 9,080,000 1.4 - 1.5

Caribbean 110,000 - 320,000 0.4 - 1.2

Central America 120,000 - 140,000 0.5 - 0.6

North America 6,170,000 - 6,170,000 2.0 - 2.0

South America 2,330,000 - 2,450,000 0.9 - 1.0

Asia 430,000 - 2,270,000 <0.1 - 0.1

Central Asia Subregional estimate cannot be calculated

East/ South-East Asia 390,000 - 1,070,000 <0.1 - 0.1

Near and Middle East Subregional estimate cannot be calculated

South Asia Subregional estimate cannot be calculated

Europe 4,570,000 - 4,970,000 0.8 - 0.9

Eastern/South-East      
Europe 470,000 - 840,000 0.2 - 0.3

Western/Central Europe 4,110,000 - 4,130,000 1.5 - 1.5

Oceania 330,000 - 390,000 1.4 - 1.7

Global 15,070,000 - 19,380,000 0.3 - 0.4
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Global trend in the perception of cocaine use: unweighted average of trends as reported  Fig. 148: 
by national experts*

* The graph measures the trend of the number of countries reporting an increase or decrease in drug use (not the trend in number of drug users).

Source: UNODC ARQ
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Cocaine use: lower and upper range  Fig. 147: 
of numbers and annual prevalence 
globally and by region
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North America, the largest cocaine market,  
is shrinking

The highest prevalence of cocaine use remains in North 
America, at 2% of the adult population aged 15 to 64. 
In the United States, many indicators show a downward 
trend in cocaine use over the past years, which mirrors a 
decreasing trend in cocaine production in Colombia, 
the source country of the cocaine reaching the United 
States, as well as increased difficulties faced by the Mex-

ican drug cartels to have cocaine shipped from Colom-
bia via Mexico into the United States. Data from 2008 
confirm the decreasing trend both in the adult and 
young populations. There has been a significant reduc-
tion in the use of cocaine and crack among the popula-
tion aged 12 and older. The annual prevalence of cocaine 
use declined to 2.1% in 2008 from 2.3% in 2007. The 
perceived easy availability of cocaine among youth aged 
12 to 17 also decreased significantly, from 25% in 2007 
to 22.1% in 2008.16 

16 Substance Abuse and Mental Health Services Administration Results 
from the 2008 National Survey on Drug Use and Health, National 
Findings, Office of Applied Studies (OAS), SAMHSA, US Depart-
ment of Health and Human Services, September 2009.

United States: Annual prevalence of Fig. 149: 
cocaine use among the population 
aged 12 and older

Source: Substance Abuse and Mental Health Services Adminis-
tration, Results from the 2008 National Survey on Drug Use 
and Health, National Findings, Office of Applied Studies 
(OAS), US Department of Health and Human Services
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Similarly, the number of positive tests for recent use of 
cocaine in the general workforce in the United States 
dropped by 29% in 2008 (a decline to 0.41% in 2008 
from 0.58% in 2007 of all urine drug tests). The down-
ward trend in cocaine use also continued in 2009, where 
it was observed in tests for cocaine use among the gen-
eral work force in the first six months of 2009.17 Similar 
downward trends were seen in the annual prevalence of 
cocaine use among high school students. The annual 
prevalence dropped from 2.8% in 2008 to 1.6% in 
2009 among the 8th graders, from 3% to 2.7% among 
10th graders and from 4.4% to 3.4% among the 12th 
grade students.18  

The prevalence of positive test results for cocaine use 
among arrestees appears to be stable or declining across 
many of the US cities where the Arrestees Drug Abuse 
Monitoring Programme (ADAM II) has been imple-
mented. There are statistically significant declines 
between 2003 and 2008 in two of the 10 monitored 
cities: Chicago and Portland. Statistically significant 
declines between 2007 and 2008 were observed in Indi-
anapolis and Washington DC. Nonetheless, cocaine 
remained in 2008 the second most common drug among 
arrestees. The number of problem cocaine users or those 
classified with substance dependence and abuse in the 
household survey declined from 1.5 million in 2002 to 
1.4 million in 2008 among the population aged 12 or 
older, although none of the changes between 2008 and 
previous years is statistically significant. Point estimates 
show a more noticeable decline between 2006 (1.7 mil-
lion) and 2008 (1.4 million).19 

17 Quest Diagnostics, Drug Testing Index, November 2009.
18 National Institute on Drug Abuse, Monitoring the Future, Overview 

of Key Findings in 2009, Bethesda, Maryland, USA, 2010.
19 US Department of Health and Human Services, Substance Abuse 

The 2008 Canadian survey also shows a decrease in the 
annual prevalence of cocaine use, falling from 2.3% of 
the population aged 15-64  in 2004 to 1.9% in 2008.20  
The school survey conducted in Ontario, Canada’s most 
populous province, accounting for close to 40% of Can-
ada’s total population, also indicates a decline in cocaine 
use among school students. The annual prevalence of 
cocaine use, from its peak of 4.8% in 2003 has nearly 
halved to 2.6% in 2009. 44% of the students reported 
greater risk in trying cocaine and nearly half strongly 
disapproved of cocaine use. Cocaine was also reportedly 
less easily available than in 2007 or a decade ago.21 

Cocaine use in Mexico increased over the 2002-2008 
period. The lifetime prevalence of cocaine use among 
the population aged 12 to 65 doubled, from 1.2% in 
2002 to 2.4% in 2008.22 The increase in the annual 
prevalence of cocaine use was, however, less pronounced, 
from 0.35% in 2002 to 0.44% in 2008.  

High prevalence rates continue to be 
reported in West Europe 

In Europe, cocaine remains the second most used illicit 
drug after cannabis. The annual prevalence of cocaine 
use in Europe ranges between 0.8% and 0.9% of the 
population aged 15 – 64, or around 4.5-5 million people 
who had used cocaine in the past year in 2008/2009, a 
slight upward shift from the range reported in 2007 (4.3 

and Mental Health Services Administration, Results from the 2008 
National Survey on Drug Use and Health: National Findings, 2009.

20 Health Canada, Canadian Alcohol and Drug Use Monitoring Survey 
(CADAUMS) 2008.

21 Centre for Addiction and Mental Health, Ontario Student Drug Use 
and Health Survey, Drug use among Ontario students, 1977 – 2009, 
2009.

22 SALUD, Encuesta Nacional de Addicciones 2008, 2009.

Percent testing positive for cocaine  Fig. 152: 
in urine drug tests of the general US 
workforce (percent of all such tests)

Source: Quest Diagnostics, Drug Testing Index 
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- 4.6 million people). An overall increase in cocaine use 
has been observed in Europe in the last decade. In recent 
years, the trend has started to stabilize in some countries, 
while in others it is still increasing.  

Higher cocaine use is reported in West and Central 
Europe (1.5%) than in East and South-East Europe 
(0.3%). Cocaine use appears to be concentrated in a few 
countries in Europe, notably in Spain, the United King-
dom, Italy, Ireland and Denmark, where high cocaine 
use prevalence rates are observed. Use of cocaine is 
reportedly high among young males between 15 – 34 
years old.23 Low prevalence countries in the European 
Union remain Romania, Greece, Hungary, Poland and 
the Czech Republic.

23 EMCDDA, Drug Situation in Europe, Annual Report 2009.

In Spain and Italy, the annual prevalence rates for cocaine 
have stabilized at 3% and 2.2% in 2007 and 2008 
respectively, after reaching high levels in 2005. A stabi-
lization was also reported in 2007 by Germany and 
several other EU countries. The only major European 
market showing an increase is the United Kingdom. In 
England and Wales, cocaine prevalence rates declined in 
2007/2008, but increased to 3% of the population aged 
16-59 in 2008/2009. The highest prevalence of cocaine 
use in Europe is found in Scotland (3.7% of the popula-
tion aged 16-59 in 2008/2009), even though this rate 
has remained stable since 2006. The United Kingdom is 
thus overall Europe’s largest cocaine market in absolute 
numbers with some 1.2 million users in 2009. Increases 

Europe: Increasing trends in annual prevalence of cocaine use among the adult population Fig. 154: 

Source: British Crime Survey, Government reports and UNODC ARQ
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Europe: Stable or declining trends in annual prevalence of cocaine use among the  Fig. 155: 
population aged 15-64

Source: Government reports and UNODC ARQ
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in the annual prevalence rate were also reported in Alba-
nia, the Czech Republic and Denmark over the last 
period. Among the six European countries that reported 
updated information on cocaine use for 2008, only 
Lithuania registered a decrease in the adult prevalence, 
from 0.3% in 2004 to 0.2% in 2008. 

In the United Kingdom, cocaine has been a problem 
drug for some time. Since 2000/2001, there has been a 
large increase in reported episodes of non-fatal hospital 
admissions for cocaine poisoning in England. Since 
2004, there has also been an upward trend of cocaine-
related deaths, which accounted for 14% of all drug-
related deaths in 2008.24

The lifetime prevalence of cocaine use among 15-16 
year old school students in Europe25 was on average 3%. 
Cocaine use, however, remains much lower than can-
nabis use. In half of the 28 reporting countries, in 2007, 
the prevalence rate ranged between 1% and 2%. Most 
of the remaining countries reported prevalence levels 
between 3% and 4%. France, Italy and the United King-
dom reported levels around 5%. Like for most other 
drugs, lifetime prevalence of cocaine use among males is 
higher than among females.26

The number of clients entering drug treatment with 
cocaine as the primary drug has been increasing in 
Europe for several years. Between 2002 and 2007, the 

24 United Kingdom, The Cocaine Trade – Home Affairs Committee, 
Trends in Cocaine Use, March 2010. 

25 European School Survey Project on Alcohol and Other Drugs 
(ESPAD).

26 Hibell, B., Andersson B., et al. ESPAD: The 2007 ESPAD Report: 
Substance use among students in 35 European Countries, The Swed-
ish Council for Information on Alcohol and other Drugs (CAN), 
EMCDDA, Council of Europe, Co-operation Group to Combat 
Drug Abuse and Illicit Trafficking in Drugs (Pompidou Group).

largest proportional increases among new clients were 
reported by Spain, Ireland and Italy. In those countries 
the number of all clients entering treatment citing 
cocaine as their primary drug increased as a proportion 
from 13% to 19%. The proportion of cocaine clients in 
treatment is now also increasing in other countries such 
as Denmark, Ireland, Greece and Portugal.27

Increasing trends of cocaine use in most 
countries in South America

The annual prevalence of cocaine use in South America 
is between 0.9% and 1% of the population aged 15-64, 
thus comparable to cocaine use in Europe, though far 
lower than in North America. The aggregate annual 
prevalence of cocaine use in Central America ranges 
between 0.5% and 0.6%, and in the Caribbean, from 
0.4% to 1.2%. In contrast to North America, national 
experts in South America continue to report an increas-
ing trend in cocaine use.

Increases in cocaine use in recent years were reported by 
the Bolivarian Republic of Venezuela, Ecuador, Brazil, 
Argentina and Uruguay, as well as countries in Central 
America (Guatemala and Honduras) and the Caribbean 
(Jamaica and Haiti). Compared to the previous year, 
new quantitative information for 2008 was available 
only from two countries: Chile, where an increase in the 
annual prevalence among the adult population aged 
15-64 was observed (from 1.7% in 2006 to 2.4% in 
208) and Suriname, where there was a decrease (from 
0.5% in 2002 to 0.3% in 2007). 

The highest prevalence of cocaine use in South America 

27 EMCDDA, Drug Situation in Europe 2009: Problem cocaine use and 
treatment demand, 2009.

United Kingdom: Cocaine-related  Fig. 156: 
poisoning episodes and deaths,  
2000-2008 

Source: United Kingdom, The Cocaine Trade – Home Affairs 
Committee, Trends in Cocaine Use
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was reported from Argentina (2.7%), followed by Chile 
(2.4%) and Uruguay 1.4%). The annual prevalence of 
cocaine use in Argentina and Chile are comparable to 
the prevalence in United States. Brazil and Argentina 
constitute the biggest cocaine markets in South America 
in terms of absolute numbers (more than 900,000 and 
600,000 users, respectively). According to the school 
survey conducted by UNODC and CICAD in the 
South American countries, the highest annual preva-
lence of cocaine use among students was in Chile, fol-
lowed by Uruguay and Argentina.28 The pasta base or 
the cocaine base is also frequently abused in South 
America. However, both for the student and adult pop-
ulations, the use of cocaine HCl is generally higher than 
coca paste. In Chile, the Plurinational State of Bolivia 
and Peru, there were comparable rates of cocaine and 
pasta base use among the students surveyed.

Experts are reporting rising cocaine use  
in Africa  

For most parts of Africa, there are no recent or reliable 
estimates of cocaine use. Nevertheless, the annual preva-
lence of cocaine use in Africa is estimated at between 
0.2% and 0.5% of the population aged 15 to 64. The 
upper bound of the estimate fell compared to last year 
when it was 0.7%. The major reason for this drop is the 
removal of national estimates which were more than 10 
years old. However, experts from Africa report that 
cocaine use has increased in many parts of the continent, 
notably West and Central Africa. In South Africa, one 
of the few countries that have data to substantiate the 
expert perceptions, treatment demand for cocaine-re-
lated problems has shown a strong increase over the past 

28  UNODC and CICAD Informe subregional sobre uso de drogas en 
poblacion escolarizada, 2009/2010.

10 years, where it has increased from 5% of treatment 
demand in 1998 to 8% in the first half of 2009. How-
ever, there has been a declining trend in treatment 
demand for cocaine since 2008.29

For large parts of Asia and the Near and Middle East, 
there are no recent or reliable estimates available on 
cocaine use. In Asia, the annual prevalence of cocaine 
use is estimated at maximum 0.1%, or between 430,000 
and 2.3 million cocaine users. Hong Kong, China is the 
only territory in Asia reporting new information in 
2008, revealing an increase in the estimated annual 
adult prevalence rate from 0.003% in 2003 to 0.3% in 
2008.30 In Hong Kong, China, there are indications of 
increasing availability and decreasing prices of cocaine 
since 2004.31 In the school survey conducted in Hong 
Kong, China in 2008/2009, the lifetime prevalence of 
cocaine and ‘ecstasy’ use among students was 13.8%, 
compared to 11.3% in 2004/2005.32

29 Pluddemann A., Parry C., Bhana A., et al, Alcohol and Drug Abuse 
Trends: January – June 2009 (Phase 26), South African Community 
Epidemiology Network on Drug Use, November 2009.

30 Data extrapolated from the results of a school survey.
31 Narcotics Bureau, Hong Kong Police, Drug Situation Report – Hong 

Kong Special Administrative Region of the People’s Republic of China, 
January 2009.

32 Narcotics Division, Security Bureau, The 2008/2009 Survey of Drug 
Use among Students,  2010.

South America: annual adult (aged  Fig. 158: 
15-64) prevalence of cocaine use in  
selected countries, 2006-2007

Source: UNODC/CICAD, Elementos Orientadores para las 
Politicas Publicas sobre Drogas en la Subregion: Primer Estudio 
Comparativo sobre Consumo de Drogas y Factores Asociados 
en Poblacion de 15 a 64 años, 2008

South Africa: Percent of all treatment Fig. 159: 
admissions for cocaine, 1997-2009

Source: Pluddemann A., Parry C., Bhana A., et al, Alcohol and 
Drug Abuse Trends: January-June 2009 (Phase 26), South Afri-
can Community Epidemiology Network on Drug Use, Novem-
ber 2009
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Production2.4.1 

In the 2009 World Drug Report, UNODC presented an 
inventory of the available data on cannabis production 
and, based on four different methods, estimated that the 
cannabis herb production ranged from 13,300-66,100 
mt and the cannabis resin production from 2,200-9,900 
mt. The resulting total area under cannabis cultivation 
was estimated at 200,000-641,800 ha.1 These estimates 
provided the magnitude of the problem related to the 
illicit cannabis cultivation and production, but they also 
showed a large range, indicating the great uncertainty 
around the estimates.

In this World Drug Report, the above-mentioned esti-
mates were not updated; given the high level of uncer-
tainty and the remaining lack of information in many 
cannabis-cultivating countries, a new round of estima-
tions would have offered an arithmetical exercise rather 
than providing policy-relevant information on the global 
trend of cannabis production and cultivation. The trend 
analysis presented here focuses on some new informa-
tion obtained by UNODC in the last year, with a special 
focus on indoor cannabis cultivation. 

Cannabis cultivation and production  
in Afghanistan

In 2009, the major new piece of information on can-
nabis production relates to an important producer, 
Afghanistan, where the first joint cannabis survey was 

1 The calculation was based on the minimum and maximum levels 
calculated from reported cultivation and production, seizures of can-
nabis and user prevalence rates.

undertaken by UNODC and the Afghan Ministry of 
Counter Narcotics. The results of this survey gave a 
range of cultivated cannabis area from 10,000 to 24,000 
ha, and a resin production range between 1,500 and 
3,500 mt. In terms of production, Afghanistan would be 
the major producer of cannabis resin in the world. This 
is principally due to the high resin yields measured in 
Afghanistan (145 kg/ha), which are four times higher 
than in Morocco (36 kg/ha measured in 2005), where 
cannabis resin is also produced. However, it is not clear 
whether the products are directly comparable.

There is evidence of cannabis production in almost all 
countries in the world. The major source of information 
regarding production continues to be the responses that 
Member States provide to the Annual Reports Ques-
tionnaire (ARQ). Although about 50 countries have 
reported in the last 10 years on the actual extent of can-
nabis cultivation, more countries report seizures of 
plants and eradication of sites, which give another indi-
cation of the presence of cannabis cultivation. Other 
evidence can also be found through seizure statistics, 
where countries provide information on where the 
reported seizure originated. 

Due to the fragmentation and incompleteness of infor-
mation, it is difficult to do a proper analysis over time 
and reveal patterns in cannabis cultivation. However, an 
increase of indoor cultivation has been reported by sev-
eral sources and will be analysed more closely.

Indoor cultivation

Several national studies have indicated an increasing 
trend of indoor cannabis cultivation instead of, or in 
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addition to, outdoor growing.2 Indoor growing has the 
benefit of having lower chances of detection,3 high 
yields with several harvests per year4 with high potency 
cannabis5 and elevated selling prices. The equipment, 
knowledge and seeds for indoor growing have become 
very accessible, for example, from so-called ‘grow shops’ 

2 European Monitoring Centre for Drugs and Drug Addiction, 
Monograph series 8, Volume 1, Lisbon, 2008. 

3 In Canada, a detection rate of 2-3% is estimated. Bouchard, M., 
Journal of Quantitative Criminology 23: (3): 221–241, 2007.

4 The controlled conditions often allow for up to six harvests per 
year.

5 The controlled conditions (often hydroponically grown) normally 
give higher potency of the product, for example, in the production 
of sinsemilla. Sinsemilla are the unfertilised buds of the female plants 
which contain the highest concentration of THC. Controlled condi-
tions include the use of optimal varieties and plants, optimal dosage 
and timing of providing water, nutrients and light.

or from the internet. The costs of building an indoor 
growing site can be quickly recovered, which makes 
indoor cultivation a very lucrative business. 

Based on government reports and scientific literature, 
UNODC could find evidence of indoor cultivation for 
commercial purposes in 29 countries, concentrated in 
the temperate zones of the world: North America, West, 
North and Central Europe and Oceania. There was only 
one report of indoor growing in South America (Argen-
tina) and one in Africa (South Africa). Given the lack of 
a system to monitor indoor cannabis cultivation world-
wide, these 29 countries represent the minimum set of 
indoor cannabis cultivating countries.

With the available data, it is not possible to calculate the 
extent of indoor growing. Often indirect indicators are 
used to estimate the trend, such as the number of seized 

Update of available information on the extent of cannabis cultivation and production in  Table 23: 
major producing countries, 2008*

Country
Cultivated area 

(ha) a) Eradication
Harvestable 

area (ha)
Production (mt) 

Resin Herb

Afghanistanb) 10,000 – 24,000 
(2009) 

10,000 – 24,000 
(2009)

1,500 – 3,500 
(2009)

Boliviac) 1,831

Canadad) 1,399-3,498 
(2007)

Colombiae) 5,000 (2006) 4,000 (2006)

Mexico 18,562 hag) 12,000f ) 21,500f )

Moroccog) 64,377 4,377 60,000 877

Netherlandsh) 1,053,368 plants 323-766

Paraguay 6,000i) 1,838 haj) 16,500k)

South Africal) 1,300 1,275 ha 25

United States 
of America

7.6 million out-
door plants / 451 

000 indoor 
plantsm)

3,149-7,349 

* Or other year, if mentioned.

a) In addition, there is some extraction from wild-grown cannabis, for example, areas of 124,000-329,627 ha were estimated in Kazakhstan (1999  
UNDCP, Annual Survey reports Cannabis, Opium Poppy and Ephedra (Vienna, 1998 and 1999). In the Russian Federation, wild cannabis is estimated  
to be cultivated on 1 million ha (US Department of State, International Narcotics Control Strategy Report (INCSR) 2010).

b) UNODC, Afghanistan cannabis survey 2009, Vienna, 2010.

c) Government of the Plurinational State of Bolivia, quoted in INCSR, 2010

d) Governments of the United States of America and Canada, Drug Threat Assessment 2007, March 2008.

e) UNODC, Bulletin on Narcotics, “Review of the world cannabis situation”, Volume LVIII, Vienna, 2006.

f) US Department of State, INCSR, 2010

g) UNODC, ARQ 2008.

h) KLPD-IPOL, Drug seizures and drug prices in the Netherlands, Zoetermeer, The Netherlands, 2008.

i) Secretaria nacional Antidrogas (SENAD), (Asunción, 2008).

j) UNODC ARQ 2008.

k) Secretaria nacional Antidrogas (SENAD), (Asunción, 2008).

l) UNODC, ARQ 2008.

m) DEA, Domestic Cannabis Eradication/Suppression Program (DCE/SP) in National Drug Threat Assessment 2010.
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plants or the number of seizures of plantations. Since the 
way of reporting is not consistent between countries, 
and often not even within one country, it is challenging 
to compare the production levels.6 

For some countries, for example, Australia, New Zea-
land, the United Kingdom and the Netherlands, indoor 
growth is known to be the main method of cannabis 
production. From the Netherlands, indoor cultivation 
has spread to surrounding countries, for example to 

6 Moreover, there is no protocol for the reporting, which makes the 
numbers hard to compare within countries. The number of plants 
often do not differentiate for the type of plant, for example, whether 
the numbers are full grown plants or include seedlings and cuttings. 
Research in the Netherlands indicate that this can give large diver-
gence in the reports (see: Wouters, Korf and Kroeske, Harde aanpak, 
hete zomer, WODC, Amsterdam, 2007).

Belgium, where there is an increase of seized indoor 
plants, to East Europe (the Czech Republic, Poland, 
Hungary and Slovakia) and Austria, and to northern 
Europe (Iceland, Finland, Denmark, Norway, Sweden 
and Latvia). The increases in cultivation are often attrib-
uted to Vietnamese organized crime groups.7 In Canada 
also, Vietnamese/Chinese groups - as well as Hell’s 
Angels - are involved in cannabis cultivation, including 
high-tech indoor cannabis growing. The Canadian pro-
duction is for national consumption, but some is also 
exported to the United States. In the United States, 
indoor growing has become significant, but seizures of 
outdoor-grown plants still exceed the indoor-grown 
plants. 

7 UNODC ARQ 2008; INCSR 2010; Europol, EU Organised crime 
threat assessment, 2009.

Cannabis resin processing in Afghanistan
In 2009, a first cannabis survey was carried out by UNODC and the Afghan Ministry of Counter Narcotics to 
estimate the extent of cannabis cultivation and production in Afghanistan. The survey covered 20 provinces where 
cannabis cultivation had been reported. Information was collected from satellite images and interviews with village 
headmen and farmers in 1,634 villages. 

The complex area of cannabis resin yield was investigated with focus group interviews in more than 45 villages. The 
yield study included observation of the actual production of resin, which is a process of threshing and sieving the 
dried cannabis plants to produce a powdery substance locally called ‘garda’. Garda consists of cannabis resin as well 
as other plant material. Based on the quantity and quality of the resin, garda is categorized as first, second, third 
(and sometimes even fourth) grade. 

At least two farmers are involved in the production of garda. First, they beat the dried cannabis plants on a barrel 
to separate the buds from the main branches. Then, the dried buds, leaves and seeds are separated, after which the 
farmers sift the product through a wooden sieve kept in an inclined position. After sieving, they put the product in 
a bag made of cloth, which is shaken for about five minutes. Most of the dust is filtered out during this process. The 
sieving takes place three times. The remaining powder is split and put into smaller bags. A small quantity of powder 
is put in a cloth pouch and beaten by hand to remove the remaining dust. This product is called first garda. 

Regional differences exist in the processing techniques which give different products and quality levels varying with 
the amount of resin and plant rests. Generally, the north, north-east and west of the country produce higher quality 
garda but in smaller amounts, whereas the south and east have a larger production of the first garda but with lower 
quality. 

Most farmers sell the garda in its powdery form, but it needs another transformation to produce consumable hash-
ish, which is usually done by traders. 

Potential cannabis resin garda production, 2009Table 24: 

1st garda (mt) 2nd garda 
(mt)

3rd garda (mt) 4th garda (mt) Rounded total 
(mt)

Lower limit 693 471 287 19 1,500

Upper limit 1,648 1,120 683 45 3,500

As % of total 
garda 47% 32% 20% 1% 100%

Source: UNODC/Afghan Ministry of Counter Narcotics, Afghanistan cannabis survey 2009
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Seizures2.4.2 

Trafficking of cannabis derivatives continues to affect 
most countries worldwide. Of the 147 countries and 
territories for which UNODC collated records of drug 
seizures in 2008, 137 had seized at least one of the can-
nabis derivatives: 129 had made seizures of cannabis 
herb, 92 of cannabis resin, and 26 of cannabis oil. Based 
on 2003-2008 data, approximately one half of seizure 
cases related to all illicit drugs worldwide involved can-
nabis herb, resin or oil. Cannabis herb was the most 
frequently seized drug8 in Africa, the Americas and Oce-
ania, while cannabis resin was the most frequently seized 
drug in Europe, followed by cannabis herb.

Cannabis herb

Global cannabis herb seizures rose gradually but steadily 
over the period 2005-2008, reaching 6,587 mt in 2008, 
slightly exceeding the peak level attained in 2004 (6,539 
mt). The Americas continued to be the region with the 
highest share of global seizures, followed by Africa. Sig-
nificant increases were registered in South America, 
Africa, Asia and Europe.

8 Frequency measured in terms of number of incidents/seizure cases. 

From 2001 onwards, the largest and second largest 
national annual cannabis herb seizures worldwide were 
reported by Mexico and the United States, respectively. 
In Mexico, following two consecutive year-on-year 
increases, cannabis herb seizures fell by almost one quar-
ter, amounting to 1,658 mt in 2008, the lowest level 
since 2002. In the United States, seizures of cannabis 
herb remained at the high level (1,447 mt) reached in 
2007, at 1,472 mt in 2008. The drop in cannabis herb 
seizures in Mexico was offset by a significant increase in 
South America, mainly owing to the contribution of the 
Plurinational State of Bolivia. Seizures, as reported by 
the Bolivian Government, more than doubled in 2008, 
and increased by a further 74% in 2009, continuing a 
rapidly increasing trend which can be traced back to 
1999. Over the period 2003-2009 in particular, canna-
bis herb seizures in the Plurinational State of Bolivia rose 
steadily, from 8.5 mt in 2003 to 1,937 mt in 2009. This 
represented a 228-fold increase over a period of six years, 
equivalent to six consecutive year-on-year increases of 
147%. The level in 2008 was the third highest reported 
by a single country worldwide, and the level in 2009 was 
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tional State of Bolivia, Mexico and the 
United States, 1994-2009 
(kg, logarithmic scale)

Sources: UNODC ARQ, Bolivia (Plurinational State of), United 
States (annual reports), Mexico (Government), UNODC field 
offices, INTERPOL

1

10

100

1,000

10,000

100,000

1,000,000

10,000,000

1994 1996 1998 2000 2002 2004 2006 2008

Bolivia (P lurinational State of)

Mexico

United States







2. Drug statistics and trends Cannabis

191

Prices2.4.3 

Given the relative ubiquity of cannabis cultivation, local 
demand for cannabis herb tends to be met by produc-
tion occurring in proximity to consumption, resulting 
in trafficking patterns which are generally rather local-
ized. Moreover, cannabis herb undergoes relatively little 
processing before reaching the consumer. Both of these 
factors distinguish cannabis herb from other plant-based 
drugs in terms of the driving forces setting price levels. 
There are a number of factors that may affect prices of 
heroin and cocaine: sharp increases or decreases of its 
cultivation in one or two countries, costs and risks asso-
ciated with processing the drug and its trafficking to the 
destination and the country’s role and position in the 
production and transport chain. All these factors play a 
much lesser role in setting the wholesale and retail price 
of cannabis herb.

Nevertheless, prices of cannabis herb display a noticeable 
variability across different countries and regions, even 
when adjusted for purchasing power parities (interna-

tional dollars). Some regions revealed intra-regional 
consistency, although comparisons across countries 
should be considered with caution since prices may 
relate to different product types. High retail prices were 
reported by Japan, Singapore and two territories in East-
ern Asia (Hong Kong and Macao, China). The high 
price in Japan may be due to the fact that, as reported 
by Japan, in 2007 cannabis herb was mainly imported, 
originating in Canada (74%), South Africa (15%) and 
the Netherlands (11%).9 This is contrary to the preva-
lent pattern in other countries, where most cannabis 
herb is locally sourced. Cannabis herb prices in Europe 
were also relatively high. The lower end of the scale was 
occupied mainly by countries in Africa, South America 
and East, South-East and South Asia.

The analysis of the ratio between wholesale and retail 
prices in selected countries indicates that the markup 
from wholesale to retail varies across countries and 
regions. Although the overall estimate indicates a markup 

9 There are, however, indications of small-scale cultivation of cannabis 
in Japan.

Typical retail and wholesale cannabis herb prices, adjusted for purchasing power parity, Fig. 167: 
2008 (log-log scale)

Note: On a linear scale, the slope of the line of best fit (through the origin) is 2.29. This means that, overall, there is a markup of 
129% in price from wholesale to retail level. ‘International dollars’ are used to express PPP-adjusted values. An international dollar 
represents the purchasing power of one US dollar based on a basket of goods with US prices. 
Source: UNODC ARQ (price data), World Bank (purchasing power parities)

y = xy = 2.29x

0.1

1.0

10.0

100.0

0.01 0.10 1.00 10.00 100.00

Wholesale price, International dollars (2008) per gram (log scale)

R
et

ai
l p

ri
ce

, I
n

te
rn

at
io

n
al

 d
o

lla
rs

 (
20

08
) 

p
er

 g
ra

m
 (

lo
g

 s
ca

le
)

Africa

Europe

Other

Latin America

Line of nil
markup

Line of best fit



192

World Drug Report 2010 

of 129%, the markup tends to be higher in Africa than 
in Europe. One possible reason for this could be that 
production of cannabis herb occurs on a larger scale in 
Africa, resulting in a more pronounced disparity between 
wholesale and retail prices.

In contrast with cannabis herb, both retail and wholesale 
prices of cannabis resin are more dispersed when 

expressed in purchasing power parities.10 This may sug-
gest that factors other than the purchasing power of 
local consumers and traffickers are more important in 
driving prices. Indeed, cannabis resin is produced in a 
handful of countries and prices are affected by the inter-
regional nature of trafficking routes. 

Very low cannabis resin prices were reported in 2008 by 

10 For this reason, the prices in the figure are expressed in US$.

High cannabis herb prices, adjusted Fig. 168: 
for purchasing power parities, 2008

Source: UNODC (ARQ price data), World Bank (purchasing 
power parities) 
Note: ‘International dollars’ are used to express PPP-adjusted 
values. An international dollar represents the purchasing 
power of one US dollar based on a basket of goods with US 
prices.
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Pakistan and the Islamic Republic of Iran, reflecting 
their proximity to the major producing country Afghan-
istan, as well as Paraguay, another country with signifi-
cant production of cannabis. Countries in West Europe 
also reported relatively low prices, notably Spain, the 
main point of entry for cannabis resin into continental 
Europe from Morocco. High cannabis resin prices were 
reported by the Russian Federation and neighbouring 
Belarus.

 

High cannabis resin prices, 2008Fig. 171: 

Source: UNODC ARQ/DELTA

Low cannabis resin prices, 2008Fig. 172: 

Source: UNODC ARQ/DELTA
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Consumption2.4.4 

Cannabis remains the most widely used illicit substance 
in the world. Globally, the number of people who had 
used cannabis at least once in 2008 is estimated between 
129 and 191 million, or 2.9% to 4.3% of the world 
population aged 15 to 64. Compared to last year, the 
lower bound of the estimate decreased and the range 
widened due to the increased uncertainty of having 
dropped some countries’ estimates which were more 
than ten years old. National experts in many parts of the 
world perceive cannabis use to be either stabilizing or 
increasing, although about 15 countries reported a 
decrease in 2007 and 2008. In Africa, where quantita-
tive information on illicit drugs use is scarce, the major-
ity of national experts perceive an increase in the use of 
cannabis. 

In North America, cannabis use has been 
declining or stabilizing over the past years 

In North America, there are an estimated 29.5 million 
people who had used cannabis at least once in 2008, a 
decrease from the 31.2 million estimated in 2007. This 
decrease reflects the availability of new data for Canada, 
which in 2008 showed a considerably lower number of 
cannabis users compared to their previous 2004 survey 
estimates. Cannabis use in the United States and Canada 
has been declining or stabilizing over the past years, 
although a slight increase was observed in the United 
States in 2008 (from 12.3% of the population aged 
15-64 in 2007 to 12.5% in 2008). In the United States, 
between 2002-2007, there was a significant decrease in 

Estimated number of people who used cannabis at least once in the past year and  Table 25: 
prevalence among population aged 15-64, by region, 2008

Region/subregion
Estimated 

number of users 
annually (lower)

-
Estimated 

number of users 
annually (upper)

Percent of 
population 
aged 15-64 

(lower)

-

Percent of 
population 
aged 15-64 

(upper)

Africa 27,680,000 - 52,790,000 5.0 - 9.6
Eastern Africa 4,500,000 - 9,190,000 3.4 - 7.0
North Africa 4,680,000 - 10,390,000 3.6 - 8.0
Southern Africa 4,450,000 - 11,170,000 4.0 - 10.1
West and Central 
Africa 14,050,000 - 22,040,000 7.8 - 12.3

Americas 38,210,000 - 40,030,000 6.3 - 6.6
Caribbean 430,000 - 1,960,000 1.6 - 7.4
Central America 540,000 - 600,000 2.2 - 2.5
North America 29,950,000 - 29,950,000 9.9 - 9.9
South America 7,300,000 - 7,530,000 2.9 - 3.0

Asia 31,510,000 - 64,580,000 1.2 - 2.4
Central Asia 1,860,000 - 2,140,000 3.7 - 4.3
East/South-East Asia 5,370,000 - 23,940,000 0.4 - 1.6
Near and Middle East 7,790,000 - 10,950,000 3.1 - 4.4
South Asia 16,490,000 - 27,550,000 1.9 - 3.1

Europe 29,370,000 - 29,990,000 5.3 - 5.4
East/South-East Europe 8,520,000 - 9,010,000 3.0 - 3.2
Western/Central 
Europe 20,850,000 - 20,990,000 7.7 - 7.8

Oceania 2,140,000 - 3,410,000 9.3 - 14.8

Global 128,910,000 - 190,750,000 2.9 - 4.3
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the annual prevalence of cannabis use within the popu-
lation aged 12 and older, from 11% to 10.1%. In 2008, 
the annual prevalence of cannabis use increased for the 
first time after 2002, reaching the level observed in 2006 
(10.3% of the population aged 12 and older).11 A simi-
lar trend has been observed among secondary school 
students. 

11 Substance Abuse and Mental Health Services Administration Results 
from the 2008 National Survey on Drug Use and Health, National 
Findings, Office of Applied Studies (OAS), SAMHSA, US Depart-
ment of Health and Human Services, September 2009.

World annual cannabis usersFig. 173: 

Source: UNODC ARQ/DELTA

Cannabis: lower and upper range of Fig. 175: 
numbers and annual prevalence, 
globally and by region
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Despite the large decline from 2002, cannabis remains 
the most commonly used illicit drug among US drug 
users. In 2008, cannabis was used by 75.7% of current 
illicit drug users and was the only drug used by 57.3% 
of them.12 

The annual prevalence among the population aged 15 
and older in Canada has also decreased significantly, 
from 14.1% in 2004 to 11.4% in 2008.13 In 2008, the 
32.7% prevalence of cannabis use among youth aged 15 
to 24 was more than four times higher than the preva-
lence of 7.3% for adults 25 and older. Compared with 
the national average of 11.4%, the prevalence of past-
year use of cannabis was fairly consistent across the 
provinces in Canada.14

In 2008, Mexico conducted a national representative 
household survey for urban and rural populations aged 
12 to 65. Compared with results of the last survey in 
2002, the annual prevalence of cannabis use among the 
general population had increased from 0.6% to 1%.15 
Despite the recent increase, and Mexico’s role as an 
important cannabis supplier to the US market, house-
hold survey results continue to show considerably lower 
prevalence rate for Mexico than for Canada or the 
United States.

12 Ibid.
13 Health Canada, Canadian Centre on Substance Abuse, Canadian 

Alcohol and Drug Use Monitoring Survey, summary of results for 2008.
14 Ibid.
15 Mexico, Secretaria de Salud Mexico, Instituto Nacional de Salud 

Publica, Encuesta Nacional de Adicciones 2008, Cuernavaca, Morelos 
2009.

Increase in cannabis use has been reported in 
South America

In contrast to North America, a perceived increase in 
cannabis use has been reported from almost all national 
experts in South America, although the annual preva-
lence of cannabis use in South America remains consid-
erably lower than in North America. Around 3%, or an 
estimated 7.3 -7.5 million people among the population 
aged 15 to 64, had used cannabis at least once in the past 
year in 2008, which is a decrease from the 8.5 million 
estimated for 2007. This drop does not reflect a real 
change in cannabis use in the region between 2007 and 
2008, but rather a revision of 2005 data reported for the 
Bolivarian Republic of Venezuela, where the prevalence 
estimates were revised from 7.5% to 0.9 %. The highest 
prevalence of cannabis use is found in Argentina (7.2%), 
Chile (6.7%) and Uruguay (6%). However, compared 
to the general population, the highest cannabis use prev-
alence among school students was reported among those 
in Chile (15.6%), Uruguay (14.8%) and Colombia (8.4 
%).16

The comparative study on drug use and associated fac-
tors conducted by CICAD and UNODC in six Latin 
American countries showed that among the recent can-
nabis users (used in the past year) who were interviewed 
in the study, between 20.4% of cannabis users in Argen-
tina to almost half of the recent users in Ecuador were 
diagnosed as dependent users,17 based on the clinical 
criteria of International Classification of Diseases (WHO 
– ICD revision 10).18 

16 UNODC and CICAD, Informe Subregional sobre Uso de Drogas en 
Poblacion Escolarizada, 2009/2010.

17 UNODC and CICAD, First comparative Study on Drug Use and 
Associated Factors in the General Population aged 15-64, April 2008.

18 See: www.who.int/classifications/icd/en.

Annual prevalence of cannabis use Fig. 176: 
among US high school students,  
2000-2009

Source: Data from the Monitoring the Future study, 2009, 
National Institute of Drug Abuse, USA
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Most of the countries in the Caribbean also have higher 
than world average prevalence of cannabis use, with 
rates such as 11.7% in Saint Kitts and Nevis and 10.8% 
in Dominica and Grenada. Haiti (1.4%) and the 
Dominican Republic (0.3%) are the two countries with 
low prevalence of cannabis use. Trends in cannabis use 
in the Caribbean are mixed. An increasing trend in 

prevalence of cannabis use among the general popula-
tion is registered in the Bahamas (from 4.7% in 2003 to 
5.5% in 2008), Grenada (from 6.7% in 2003 to 10.8% 
in 2005), Saint Vincent and the Grenadines (from 6.2% 
in 2002 to 7.1% in 2006), Trinidad and Tobago (from 
3.7% in 2002 to 4.7% in 2006). A decreasing trend, in 
contrast, was observed in the Dominican Republic (from 

Annual prevalence of cannabis use Fig. 178: 
among secondary school students* in 
selected South American countries

Source: UNODC data based on UNODC – CICAD, Informe 
Subregional sobre Uso de Drogas en Pobacion Escolarizada, 
2009/2010 and ARQ 
* The age groups are different for the countries. For Argen-
tina and Uruguay, 13-17; Chile 13-18; Brazil, Colombia and 
Paraguay, 15-16; Peru 11-17 and Ecuador 12-17 year old  
students.

Annual prevalence of cannabis use Fig. 179: 
among the population aged 15-64 in 
selected South American countries

Source: UNODC data based on UNODC estimates for 2007, 
UNODC and CICAD, First comparative Study on Drug Use and 
Associated Factors in the General Population aged 15-64 and 
ARQ
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1.9% in 2000 to 0.3% in 2008) and in Jamaica (from 
10.7% in 2001 to 9.9% in 2006). The 2005 estimates 
for Haiti were revised from 6.2% to 1.4% based on a 
school survey undertaken by CICAD. 

Africa continues to lack quantitative informa-
tion, but cannabis use is perceived to be 
increasing in most parts of the continent

Except for South Africa, there is no quantitative infor-
mation available for Africa for 2008. The estimates 
provided for the continent are based on older data 
reported by UNODC in previous World Drug Reports. 
Compared to last year, the estimate for Ghana (annual 
prevalence 21.5%) was dropped because it was more 
than ten years old. Based on the available information, 
an estimated 27.7 to 52.8 million people, or 5.0% to 
9.6% of the population aged 15 to 64, used cannabis in 
Africa in 2008. This wide range in the estimated number 
is mainly due to missing information and data from 
most of the African countries. 

In 2008, experts from 73% of the responding states in 
Africa reported increases in cannabis use compared with 
the previous year, with decreases noted only in North 
Africa. Zambia (17.7%) and Nigeria (13.8%) remain 
the countries with high prevalence of cannabis use. The 
only systematic monitoring of drug use in Africa is in 
South Africa where it is based on treatment demand. 
Based on annual data from the different regions in South 
Africa, between 26% and 58% of patients attending 
specialist treatment centres had reported cannabis as 
their primary or secondary drug of abuse.19 

19  Pluddemann A., Parry C., Bhana A., and others, Alcohol and Drug 
Abuse Trends: January – June 2009 (Phase 26), South African Com-
munity Epidemiology Network on Drug Use (SACENDU), Novem-
ber 2009.

In Europe, cannabis use has been stabilizing 
in the past few years, but it is still increasing 
in some countries 

In Europe, an estimated 29.5 million people, or around 
5.4% of the general population aged 15 to 64, used can-
nabis in the previous year. Cannabis use is largely con-
centrated among young people (15 – 34 years old). 
Within Europe, cannabis use differs considerably among 
the general population, with higher prevalence (7.7%) 
reported in West and Central Europe, compared to East 
and South-East Europe (3%). The Czech Republic 
(15.2% - 2008), Italy (14.6% - 2008) and Spain (10.1% 
- 2007) are the three countries with the highest cannabis 
use prevalence rates, accounting for about one third of 
all cannabis users in Europe (5 million only in Italy). 
The use of cannabis in Europe has evolved considerably 
over the last decade. In most countries, cannabis use 
increased during the 1990s and early 2000s, and this 
may now be moving into a new phase in some countries 
where data from the general population and school sur-
veys point to a stabilizing or even decreasing trend. 
Countries that started to indicate a decrease in preva-
lence over the previous years include Spain, France, 
Germany, Austria, Hungary and Sweden. England and 
Wales (the third largest European market of cannabis 
users after Italy and the Russian Federation) had shown 
a strong decline between 2003 and 2008 (from 10.8% 
to 7.4% of the general population), however, in 2009, 
the prevalence increased to 7.9%. New data for Scot-
land, Finland, Romania and Bosnia and Herzegovina 
show a decrease. However, the majority of countries 
with new data in 2008 reported an increase in cannabis 
use from previous estimates. These are Bulgaria, the 
Czech Republic, Denmark, Estonia and Lithuania. 

The last few years have also seen a growing understand-

Annual cannabis users in Africa Fig. 181: 

Source: UNODC ARQ
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ing of the public health implications of long-term, wide-
spread use of cannabis and rising reported levels of 
treatment demand for cannabis-related problems in 
Europe.

Increases in cannabis use among school students occurred 
in a number of European countries between 1995 and 
2003, but in most countries, it stabilized or decreased in 
2007, although different patterns can be found across 
Europe. Seven countries, mainly in northern and south-
ern Europe (Greece, Cyprus, Malta, Romania, Finland, 
Sweden and Norway), have reported overall stable and 
low lifetime prevalence of cannabis use between 2003 
and 2007. Most West European countries, as well as 

Croatia and Slovenia, which had high or strongly increas-
ing lifetime cannabis prevalence until 2003, saw a 
decrease or stabilization in 2007 – most noticeable 
among these countries is Ireland. In most parts of Cen-
tral and East Europe, the increasing trend observed 
between 1995 and 2003 appears to be levelling out.20

20 EMCDDA, Statistical Bulletin 2009 and Hibell, et al, ESPAD Surveys 
1995, 1999, 2003 and 2007.

Europe: Annual prevalence of cannabis use among general population in countries  Fig. 183: 
reporting an increase in 2008

Source: UNODC
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Cannabis use in Oceania is also declining

In the Oceania region, between 2.1 and 3.4 million 
people are estimated to have used cannabis in the past 
year (9.3% – 14.8% of the general population aged 15 
– 64). Except for Australia, Fiji and New Zealand, there 
are no recent or reliable estimates available of cannabis 
use in the remaining parts of the region. However, infor-
mation from school surveys done in the US Pacific 

Island territories indicate considerable cannabis use 
among the youth where the lifetime prevalence ranges 
from 54.9% in the Commonwealth of Northern Mari-
ana Islands, Guam 45.5%, American Samoa 17.6 and 
the Marshall Islands 13.9%.21

21 Centers for Disease Control and Prevention (CDC), Youth Risk 
Behavior Surveillance – Selected Steps Communities, United States, 
2007.

Varying trends of cannabis use among 15-16 year old students in Europe, 1995-2007 Fig. 185: 

Source: ESPAD
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The 2008 range became larger, due to a higher preva-
lence in New Zealand and new data for some territories 
in the Pacific.

In Australia, the annual prevalence of cannabis use has 
been declining since 1998, with an almost one fifth 
decline between 2004 and 2007. The major decline in 
cannabis use has been observed in the younger popula-
tion (aged 14 to 19) from a prevalence of 34.6% in 1998 
to 12.9% in 2007. In New Zealand, the annual preva-
lence of cannabis use fell from 20.4% in 2003 to 13.3% 
in 2006, to increase again in 2008 to 14.6%. The can-
nabis use prevalence was highest for men in the 18 – 24 
age group and for women in the 16-17 and 18-24 year 
age groups.22

Limited or no recent data on cannabis use 
trends are available from Asia, but experts 
perceive an increase.

In Asia, it is estimated that between 31.5 million and 
64.6 million people had used cannabis in the past year. 
Higher annual prevalence rates of cannabis use is 
reported from Central Asia (3.7% to 4.3% of the gen-
eral population) and the Near and Middle East (3.1% to 
4.3% of the general population). The most populated 
countries in Asia, China and India, do not have esti-
mates of cannabis users among the general population. 
A survey carried out in India in 2001 estimated a 
monthly prevalence rate of cannabis use at 3% of the 
male population aged 12-60. The lack of information 
on cannabis use among the female population prevents 
the development of an accurate estimate of the preva-
lence rate among the Indian population. The national 
drug authorities reporting to UNODC indicate a rise in 
cannabis use in the region over the past year. Since for 
many parts of the region there are no recent or reliable 
estimates available, the perceived trends by experts need 
to be treated with caution. In 2008, experts from 15 
countries in Asia reported an increase in cannabis use 
compared to 13 in 2007 and nine in 2005. Experts from 
seven countries reported a stable trend and eight coun-
tries in Asia reported declines in cannabis use in 2008.

22 Ministry of Health, Drug Use in New Zealand: Key results of the 
2007/08, New Zealand Alcohol and Drug Use Survey, 2010.

 

Australia: annual prevalence of canna-Fig. 186: 
bis use among the population aged 14 
and above, 1998-2007

Source: National Drug Strategy Household Survey, Australia, 
2007

0

5

10

15

20

25

30

35

40

14-19 20-29 30-39 40-49 50-59 14+

A
n

n
u

al
 p

re
va

le
n

ce
 o

f 
ca

n
n

ab
is

 u
se

 
in

 %
 o

f 
p

o
p

u
la

ti
o

n

1998

2001

2004

2007





2.5 Amphetamine-type stimulants

203

Manufacture2.5.1 

Synthetic drug manufacture dominated by 
ATS, methamphetamine

The majority (99%) of the detected clandestine syn-
thetic drugs laboratories process amphetamine-type 
stimulants, manufacturing primarily the amphetamine-
group substances methamphetamine, amphetamine, 
methcathinone and ecstasy-group substances. The vari-
ety and easy accessibility of the starting materials needed 
to manufacture synthetic drugs allow production to 
occur virtually anywhere in the world. It is at the 
moment impossible to know precisely how much ATS is 
illicitly manufactured, as independent calculations based 
on remote sensing of manufacture cannot be done, as is 
the case with poppy plants and coca bushes. 

ATS-related manufacture occurs in all parts of the 
world; highest concentrations in East and South-
East Asia, Europe, North America, Oceania and 
Southern Africa 

The number of reported ATS-related clandestine labora-
tories increased by 20% in 2008, and for the first time 
revealed the existence of manufacturing laboratories in 
Argentina, Brazil, Guatemala, the Islamic Republic of 
Iran, Kazakhstan and Sri Lanka. Information on the 
8,408 detected laboratories came from 32 countries, 
with the largest numbers reported from the United 
States of America, the Czech Republic, Australia, China,1 

1 In 2008, China reported 244 unspecified clandestine laboratories. 
However, this figure is also known to included some opium dens and 
was therefore not included in the ATS totals.

Slovakia, New Zealand, the Netherlands, Canada and 
Mexico. However, the number of laboratories is not 
representative of their output, as many countries with 
lower total counts report only laboratories with large-
scale outputs.2

The type and form of ATS manufactured vary across 
regions. For example, in East and South-East Asia,  
manufacture of methamphetamine is primarily in tablet 
form (‘yaba’) and high purity crystalline form (‘ice’), 
although there are increasing incidents of ecstasy 
(MDMA) manufacture. Tablets sold as Captagon in the 
Near and Middle East often contain amphetamine and 
are sourced from South-East Europe and from within 
the region. In Europe, ATS manufacture is mainly 
powder and tableted amphetamine and ecstasy (MDMA), 
with methamphetamine (‘pervitine’) manufactured pri-
marily in the Czech Republic and Slovakia, and other 
east European countries, with evidence that manufac-
ture is further spreading. South Africa-based manufac-
ture is predominately methamphetamine (‘tik’) and 
methcathinone. Methamphetamine and ecstasy are 
manufactured in all countries of North America, and 
there are increasing incidents of methamphetamine-re-
lated manufacture occurring throughout Central and 
South America. Methamphetamine and some ecstasy 
laboratories are commonly encountered in Oceania – 
primarily Australia and New Zealand. 

2 There is no internationally accepted definition of what constitutes a 
clandestine synthetic drug laboratory. Therefore, figures may include 
accounts of ATS precursor extraction, drug synthesis, refinement, 
tableting and packaging, laboratory storage facilities, and chemical 
and equipment dumpsites as broadly defined ‘laboratories.’ 



204

World Drug Report 2010 

Rebound in US methamphetamine laboratory  
incidents drives global increase

Global methamphetamine laboratory counts increased 
29% in 2008 to 8,295, although the numbers are still 
significantly lower than their peak in 2004 (17,853). 
The largest numbers reflected increases reported from 
the United States (7,226), however, along with 3,866 
synthesis laboratories, these figures also include inci-
dents of laboratory storage facilities and chemical/equip-
ment dumpsites. Globally, most of the seized laboratories 
were methamphetamine-related, due to the simplicity of 
its manufacture and availability of inexpensive precursor 
chemicals.

Over the last decade, reports of clandestine laboratory 
incidents have increased in several regions outside of 
North America, with large growth in East and South-
East Asia, Europe and Oceania. Several countries report 
few but mostly industrial-sized operations, particularly 
in East Asia and parts of North America, existing for 
criminal profit. 

Reported amphetamine laboratories in 2008 at the 
lowest level in a decade

In 2008, only 45 amphetamine laboratories were 
reported, the lowest in a decade.3 Most were reported 
throughout Europe, particularly in West and Central 
Europe. The decline in the number of laboratories comes 
at a time when seizures of amphetamine are at record 
highs, particularly throughout the Near and Middle 
East, where not a single laboratory was reported in 
2008. Indeed, part of the decline in numbers is due 
simply to less reporting, such as no reports of ampheta-

3 These represent amphetamine-only laboratories and do not include 
combination ATS laboratories.

mine laboratories being provided from the United States 
in 2008. In general, there are far fewer amphetamine 
and ‘ecstasy’-group laboratories reported because these 
substances require far greater sophistication than meth-
amphetamine manufacture. 

ATS laboratories (all sizes) reported to UNODC, by type, 1999-2008Fig. 187: 

Source: UNODC ARQ

Number of reported methamphe-Fig. 188: 
tamine laboratory incidents (all sizes), 
by notable region, 1999-2008

Source: UNODC ARQ/DELTA
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The number of ecstasy-group laboratories declined 
in 2008, with few reported in Europe

There were 53 ecstasy-group laboratories reported in 
2008, a decline from 2007 (72). Because most MDMA 
operations are medium- to large-scale, the low numbers 
are not necessarily a sign of low production. Ten coun-
tries reported manufacture, with the highest number of 
dismantled laboratories (14) in Canada in 2008. There 
were only four laboratories reported from Europe - in 
Belgium, the Netherlands and Spain - a significant 
decline from past years. The manufacture of ecstasy-
group substances, previously the dominion of West and 
Central Europe, is now reported in other parts of the 
world such as East and South-East Asia, North America, 
Oceania and Latin America. 

Illicit synthetic drug manufacture or processing for sub-
stances other than ATS (such as precursor chemicals 
(ephedrine, pseudoephedrine), fentanyl, gamma-hy-
droxybutyric acid (GHB), ketamine, lysergic acid 

diethylamide (LSD), methaqualone and phencyclidine 
(PCP)) is significantly less common.4 The most com-
monly manufactured substance is GHB, averaging 15 
cases per year. Since 1999, it has been reported in 11 
countries in every region of the world, except for Latin 
America. Illicit manufacture of ketamine has been 
reported in China.5 Methaqualone laboratories are com-
monly seized in South Africa (known locally as ‘man-
drax’), but have also been reported in China, India and 
Kenya.6 Since 1999, the dismantling of illicit PCP labo-
ratories has only been reported in the United States.

4 Neither GHB or ketamine are under international control, although 
they are under control in many countries. As such, their figures may 
be significantly under-reported. 

5 China reported seizing significant ketamine laboratories again in 
2008, however, specific figures were not provided. 

6 Reports of methaqualone manufacture were not provided by South 
Africa in 2008.

Number of reported amphetamine  Fig. 189: 
laboratory incidents (all sizes), by  
notable region, 1999-2008

Source: UNODC ARQ/DELTA

Regional ecstasy-group laboratories Fig. 190: 
reported to UNODC, 1999-2008

 Source: UNODC ARQ/DELTA
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Precursor chemicals for ATS manufacture
Chemical precursors are necessary for the synthesis of amphetamine-type stimulants (ATS), and most of the chemicals 
commonly used fall under international control. Their seizures are typically reported to the International Narcotics 
Control Board (INCB) and can provide some indications about trends in clandestine manufacturing. In 2008, only 
31 mt of ATS-related precursor chemicals under international control were reported seized—the lowest in a decade.

Seizures in 2008 included: 

Amphetamine-group:

Methamphetamine: 12.6 mt of ephedrine and 5.1 mt of pseudoephedrine, sufficient to manufacture approxi- 
mately 11.8 mt of methamphetamine.1

Amphetamine: 5,620 litres of phenyl-2-propoanone (P-2-P), sufficient for 2.8 mt of amphetamine or metham- 
phetamine; 1.5 mt norephedrine, sufficient to manufacture 984 kg of amphetamine; and 155 kg of phenylacetic 
acid, sufficient for just 39 kg of amphetamine or methamphetamine.

Ecstasy-group: 

2,823 litres of 3,4-MDP-2-P, enough to manufacture 2.3 mt of MDMA;  

1,904 l of safrole oil, sufficient to manufacture 401 kg of MDMA;  

1.4 mt of piperonal which could be converted into 527 kg of MDMA; and  

1 l of isosafrole, used in the manufacture of MDMA. 

The low amounts of precursor chemicals seized are inconsistent with the size of the consuming market, suggesting 
that much of the trafficking of precursors needed for ATS manufacture goes undetected. Some of the decline is due 
in part to shipments being stopped before they depart through notification via INCB’s PEN Online system. There is 
evidence of criminal organizations rapidly adapting their strategies to avoid control and continue illicit manufacture 
by: 1) shifting precursor chemical trafficking routes through new locations, such as Africa; 2) relocating manufactur-
ing operations to new countries, such as moving laboratories from North America to Central America; 3) shifting to 
new physical forms of precursor chemicals, such as pharmaceutical preparations in tablet or liquid forms; and 4) 
utilizing precursor chemicals outside international control, such as derivatives of phenylacetic acid (PAA). In March 
2010, the Commission on Narcotics Drugs at its fifty-third session decided to reschedule PAA to Table I, substantially 
increasing the international control over this precursor chemical.

1 These figures largely represent raw chemical seizures and in some cases pharmaceutical preparations, and thus are not representative of all 
precursors seized.

Reported seizures of ATS precursor chemicals, expressed in mt of ATS equivalents,  Fig. 191: 
1999-2008

Source: UNODC calculations based on INCB data and conversion factors. (INCB, Precursors and chemicals frequently used in the 
illicit manufacture of narcotic drugs and psychotropic substances, 2009, March 2010 and previous years)
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Seizures2.5.2 

Trafficking of amphetamine-type stimulants (ATS), 
along with their production, has come to affect the 
entire globe. Seizure data, however, point to different 
types of ATS prevailing in different parts of the world, 
and different trends can be observed in global and 
regional seizure totals for the different types of ATS.

Amphetamine-type stimulants are broadly categorized 
into two groups: the amphetamines group, comprised of 
amphetamine, methamphetamine and non-specified 
amphetamines, and the ‘ecstasy’ group. Total seizures in 
the amphetamines group reached 47.4 mt7 in 2008, 
slightly exceeding the level in 2007 (43.8 mt), as well as 
the previous record level registered in 2006 (45.9 mt). 
On the other hand, ‘ecstasy’ seizures fell markedly in 
2008, dropping to 3.86 mt7 – the lowest level since 
1999. Over the period 2000-2008, seizures of ‘ecstasy’ 
fluctuated considerably, while methamphetamine sei-
zures were less erratic; in both cases, seizure totals stayed 
within the same order of magnitude. The most pro-
nounced expansion over this period was observed in 
seizures of amphetamine, which grew almost eight-fold 
over a time span of eight years, mainly due to increases 
in the Near and Middle East. 

While seizures of amphetamine in the Near and Middle 
East/South-West Asia represented almost two thirds of 
the global total in 2008, a majority of methampheta-
mine seizures were attributable to countries in East and 
South-East Asia. North America accounted for most of 
the remaining seizures of methamphetamine, as well as 
– for the first time – more than one half of global ‘ecstasy’ 
seizures. The significant increase in the North American 
share of global ‘ecstasy’ seizures was partly due to an 
increase in ‘ecstasy’ seizures in the United States, but also 
to decreases in other regions, notably West and Central 
Europe. On the other hand, West and Central Europe 
continued to account for approximately one third of 
global seizures of amphetamine. Almost 90% of seizures 
of non-specified amphetamines were recorded in West 

7 Amphetamine-type stimulants are seized in various forms, including 
liquid and tablet form, and may be reported by weight, volume, 
number of tablets or other units. In specific cases, seizure amounts 
may be reproduced as reported by countries, but aggregate quantities 
are expressed by weight. For the purposes of the aggregation, one 
tablet is assumed to contain 30 mg of active ingredient, with the 
exception of ‘ecstasy’ tablets, which are assumed to contain 100 mg 
of active ingredient. Moreover, one litre of liquid is assumed to cor-
respond to one kilogram.

and Central Africa, which remains a priority area in 
terms of responding to the drug problem, starting with 
a better understanding of the nature of drugs in the 
illicit market.

Amphetamine

Global seizures of amphetamine amounted to a record 
24.3 mt in 2008, essentially sustaining the high level of 
2007 (23.7 mt). The Near and Middle East/South-West 
Asia and Europe together accounted for 97% of seizures 
in 2008. Since the year 2000, amphetamine seizures 
have grown considerably in both these regions, but the 
growth rate in the Near and Middle East/South-West 
Asia clearly outpaced that in Europe.

One caveat, however, needs to be made. Most of the 
seizures in the Near and Middle East/South-West Asia 
are in tablet form, and there are indications that – when 
converted into weight terms – the weight of the entire 
tablet is used, and not only the weight of the active 
ingredient (amphetamine). This could inflate the sei-
zures in this part of the world by a factor of ten or 
more.8 It does not seriously impact the growth rates, but 
possibly the absolute levels of seizures reported from the 
countries in the Near and Middle East/South-West 
Asia.

Reports of amphetamine seizures from countries in the 
Middle East continue to refer predominantly to tablets 
bearing the Captagon logo. The nature of the psychoac-
tive ingredients in such tablets is not always clear, but 
reports suggest that amphetamine trafficked from South-
East Europe is the main ingredient in Captagon tablets 
found in the consumer markets of the Middle East 
(notably Saudi Arabia), frequently alongside caffeine. 
Laboratories may also exist in countries along this route, 
possibly carrying out the conversion into tablet form. 
Jordan, Lebanon, Turkey and the Syrian Arab Republic 
serve as important transit points.

8 A recent forensic analysis of some 9,400 Captagon tablets seized 
in Iraq in the border region with Jordan, Saudi Arabia and the 
Syrian Arab Republic in 2009 revealed that the tablets had a weight 
between 163 and 170 mg and contained between 7 and 20 mg of 
amphetamine (in addition to 30-65 mg of caffeine and 8-39 mg of 
theophylline). (UNODC, Global Smart Update, Volume 2, October 
2009, p. 8.) Taking the mid-points, there would be a factor of 12 
between reporting the amphetamine contained in a tablet and the 
whole weight of the tablet. 
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Annual seizures of amphetamine in Saudi Arabia rose 
steadily over the 2000-2007 period, reaching 13.9 mt9 
in 2007.10 Saudi Arabia reported amphetamine seizures 
of 12.8 mt in 2008. The total for the Near and Middle 
East/South-West Asia amounted to 14.8 mt in 2007 and 

9 Data for Saudi Arabia relative to the period 2002-2007 were sourced 
from the World Customs Organization and ICPO/Interpol.

10 These quantities likely represent the bulk weight of seizures, includ-
ing binders and adulterants present in Captagon tablets, and should 
therefore be interpreted with caution. Nevertheless, these remain 
extraordinarily large seizures and denote a clear long-term increasing 
trend.

15.3 mt in 2008. Reports from Lebanon,11 Turkey, the 
United Arab Emirates and Yemen identified Saudi 
Arabia as a major destination for amphetamine (or spe-
cifically Captagon) trafficked on their territory in 2008, 
while Gulf States generally were destinations mentioned 
by the Syrian Arab Republic and Jordan. Large quanti-
ties of tablets believed to contain amphetamine were 
seized by Jordan (14.1 million tablets in 2008, up from 

11 Country report by Lebanon to the forty-third Subcommission on 
Illicit Drug Traffic and Related Matters in the Near and Middle 
East.

Seizures of amphetamine-type stimulants worldwide, 2000-2008Fig. 192: 

Sources: UNODC ARQ/DELTA

Geographic distribution of ATS seizures by type, 2008Fig. 193: 

* The category “Rest of the world” refers to a different set of countries according to the drug type.

Sources: UNODC ARQ/DELTA
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10.6 million in 2007), Yemen (13.4 million in 2008) 
and the Syrian Arab Republic (11.8 million tablets in 
2008 and 12.0 million in 2007).

Amphetamine seizures in Europe amounted to 8.37 mt, 
sustaining the record level of 2007 (8.70 mt). A notable 
increase was registered in United Kingdom: the total for 
England, Wales and Northern Ireland rose by 65%, 
from 1.78 mt in the 2007/2008 financial year to 2.94 
mt12 in 2008/2009. Seizures also rose in Germany, from 
810 kg in 2007 to 1.28 mt in 2008. These increases were 
offset by a decline in seizures in the Netherlands, which 
dropped to 1.16 mt in 2008 (from 2.81 mt in 2007). 
Significant quantities were also seized by Belgium (411 
kg), Sweden (362 kg), Poland (342 kg), Norway (260 
kg), Bulgaria (187 kg) and Turkey (163 kg).

Mexico, which historically has been linked with signifi-
cant manufacture of methamphetamine, reported 251 
kg of amphetamine seizures in 2008 – nine times the 
level in 2007 (27.1 kg). 

Methamphetamine

Global methamphetamine seizures remained stable for 
the fourth year in a row, amounting to 18.2 mt in 2007 
and 19.3 mt in 2008. East and South-East Asia (notably 
China) and North America (notably the United States) 
continued to account for the vast majority of metham-
phetamine seizures.

In 2008, total methamphetamine seizures in East and 
South-East Asia remained stable (10.7 mt). In China, 
seizures amounted to 6.09 mt in 2007 (the largest world-
wide for that year) and 6.15 mt in 2008. According to 

12 The total for the United Kingdom was not available. UNODC esti-
mates total seizures of amphetamine in the UK at 3.55 mt.

Chinese authorities,13 large amounts of amphetamine-
type stimulants entered Yunnan province through the 
border with Myanmar. Seizures of amphetamine-type 
stimulants from Europe and South America also 
increased. China reported 460 arrests of foreign nation-
als for trafficking of amphetamine-type stimulants in 
2007; of these, 397 involved nationals of Myanmar. 

Seizures in Thailand rose to 1.98 mt in 2008, returning 
to a level comparable to that registered in 2004 (2.12 
mt). The World Customs Organization reported14 that, 
in 2008, Thailand was the most frequent destination 
country in the Asia-Pacific region among methampheta-
mine seizure cases recorded in the Customs Enforce-
ment Network database. In particular, 157 seizures were 
made on the route from the Lao People’s Democratic 
Republic to Thailand.

Significant increases in methamphetamine seizures were 
also registered by the Philippines and Malaysia. The 
Philippines also reported 10 clandestine laboratories 
manufacturing methamphetamine in 2008, and a con-
current increase in the price of methamphetamine 
hydrochloride.

North America accounted for total methamphetamine 
seizures of 8.08 mt in 2008. Seizures in the United 
States rose markedly, from 4.89 mt in 2007 to 7.37 mt 
in 2008 (the largest worldwide for that year). The 
increase was offset by the portion of the North American 
total seized by Canada, which reported extraordinarily 
large seizures in 2007 (1.54 mt) but only 360 kg in 

13 China National Narcotics Control Commission. Quoted in country 
presentation by China, Global SMART Programme Meeting for East 
Asia, 29-31 July 2009, Bangkok, Thailand.

14 World Customs Organization Regional Intelligence Liaison Office 
for Asia and the Pacific, Analysis Report 2009.1.

Regional breakdown of global amphetamine seizures, 2000-2008 (ton equivalents) Fig. 194: 

Source: UNODC ARQ/DELTA
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2008. In Mexico, seizures fell from 920 kg in 2007 to 
341 kg in 2008 – the lowest level since 1998. 

According to the United States Department of Justice,15 
available data indicated that methamphetamine availa-
bility in the United States was directly related to meth-
amphetamine manufacture trends in Mexico. Following 
declines in domestic methamphetamine manufacture 
registered after 2004 in the United States — which also 
impacted on the domestic availability of this substance 
— methamphetamine seizures on the south-west border 
of the country rose significantly between 2008 and 
2009. Moreover, price and purity data from the US 
Drug Enforcement Agency indicated an increase in the 
availability of methamphetamine in the United States. 
Between the fourth quarter of 2007 and the third quar-
ter of 2009, the average purity of methamphetamine 
followed a generally increasing trend, rising from 41% 
to 69%, while the price per pure gram followed a gener-
ally decreasing trend, from US$279 to US$127.16 How-
ever, the increased availability of methamphetamine in 
the United States does not appear to have led to increased 
use of this drug.

Although global methamphetamine seizure totals have 
remained stable, seizure data point to illicit trade in 
methamphetamine in countries which have traditionally 
not been linked with this drug. Starting in 2005, the 
Islamic Republic of Iran has seized increasing quantities 
of methamphetamine. The country’s combined seizures 
of amphetamine and methamphetamine amounted to 
1.47 mt in 2008 and 2.43 mt in 2009.17 The results of 

15 US Department of Justice, National Drug Threat Assessment 2010.
16 Ibid. Based on data extracted from System To Retrieve Information on 

Drug Evidence (STRIDE).
17 Islamic Republic of Iran, Drug Control Headquarters, Drug Control 

in 2009.

research undertaken in the Islamic Republic of Iran, as 
reported18 by its Drug Control Headquarters, indicate 
that the use of methamphetamine has increased. In 
Afghanistan, the first confirmed seizure of metham-
phetamine was made in January 2009, in the city of 
Lashkar Gah (Hilmand province), although a survey 
undertaken in 2009 indicates a very low level of ATS 
use. In Europe, while seizures of ATS continue to consist 
predominantly of amphetamine and ‘ecstasy’, seizures of 
methamphetamine have also increased in a number of 
countries, notably the Nordic countries.

'Ecstasy"

Global seizures of ‘ecstasy’ fell from a record level of 7.94 
mt in 2007 to 3.86 mt in 2008, the lowest level since 
1999. The low level was partly due to significantly 
reduced seizures in the Netherlands and Australia. On 
the other hand, seizures increased markedly in the 
United States. North America, Europe and East and 
South-East Asia collectively accounted for 98% of global 
‘ecstasy’ seizures in 2008. 

Over the period 2004-2008, seizures of ‘ecstasy’-type 
substances in the United States followed a generally 

18 Drug control in 2008, Annual Report and Rapid Situation Assessment, 
Drug Control Headquarters, Islamic Republic of Iran.

Methamphetamine seizures worldwide Fig. 195: 
(ton equivalents), 2001-2008

Source: UNODC ARQ/DELTA

Methamphetamine prices and puri-Fig. 196: 
ties in the United States, 2006-2009 
(STRIDE*)

*STRIDE is a database of drug exhibits maintained by the US Drug 
Enforcement Administration. The values reported here represent aver-
ages of all methamphetamine purchases in the database. Although not 
collected as a representative sample of the US market, STRIDE data 
reflect the best information available available on changes in metham-
phetamine price and purity in the US market.

Source: US Department of Justice, National Drug Threat 
Assessment 2010
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increasing trend. This came after declines between 2000 
and 2003 (in line with reports of reduced availability 
and reduced trafficking of ‘ecstasy’ from the Netherlands 
to the United States). In 2008, seizures almost doubled 
to reach a record level, rising from 1 mt in 2007 to 
nearly 2 mt. According to the United States Department 
of Justice,19 the resurgence of MDMA availability in the 
United States was fuelled by manufacture in Canada and 
smuggling into the US across the northern border. 
MDMA seizures at the northern border (measured in 
dosage units) more than doubled between 2008 and 
2009. However, availability appeared to be stabilizing.

In Europe, seizures of ‘ecstasy’ fell sharply, from 3.07 mt 
in 2007 to 1.01 mt in 2008. The drop was mainly due 
to smaller seizures reported by the Netherlands, which 
fell from 2.16 mt to 409 kg. Seizures of ‘ecstasy’ tablets 
in particular by the Netherlands fell from 8.43 million 
tablets in 2007 to 249,000 tablets in 2008. A downward 
trend in ‘ecstasy’ seizures was observed across West and 
Central Europe: of 31 countries and territories for which 
UNODC had collated seizures of ‘ecstasy’ in 2007, 26 
registered a decrease in 2008. There are indications that 
improved precursor controls may have made access to 
the needed chemicals more difficult, thus reducing man-
ufacture and trafficking of MDMA.

Australian ‘ecstasy’ seizures fell drastically, from the 
record level of 2007 (1.97 mt) to 51.4 kg in 2008. The 
figure for 2007 includes a single extraordinarily large 
seizure of approximately 15 million tablets.20 However, 

19 National Drug Intelligence Center, United States Department of 
Justice, National Drug Threat Assessment 2010, February 2010.

20 This was reported by the Australian Crime Commission in Illicit 
Drug Data Report 2006-07, Revised Edition. This seizure, which was 
part of a year-long controlled delivery operation, was also confirmed 
separately to UNODC by the Australian Federal Police. In the reply 

the level in 2008 is low also in comparison with previous 
years. Over the period 2003-2006, ‘ecstasy’ seizures in 
Australia averaged 1.10 mt. Seizures also fell in East and 
South-East Asia, from 740 kg in 2007 to 306 kg in 
2008.

to the annual reports questionnaire for 2007, Australia reported 
seizures amounting to 470 kg.

European methamphetamine seizures Fig. 197: 
2005-2008

Source: UNODC ARQ/DELTA

‘Ecstasy’ seizures worldwide,  Fig. 198: 
2000-2008 (ton equivalents) 

Source: UNODC ARQ/DELTA

Major ‘ecstasy’ seizures in West and Fig. 199: 
Central Europe (excluding the Nether-
lands), 2007-2008

* Figures for the United Kingdom are UNODC estimates based on 
reported totals for England, Wales and Northern Ireland.

Source: UNODC ARQ/DELTA
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Consumption 2.5.3 

Amphetamine-type stimulants (ATS) are various syn-
thetic substances broadly categorized into ampheta-
mines-group substances—primarily amphetamine, 
methamphetamine and methcathinone—and ecstasy-
group substances (MDMA and its analogues). In many 
regions the primary source of amphetamine-group sub-
stances is via illicit manufacture in clandestine laborato-
ries while in other regions they are prescription 
pharmaceutical stimulants obtained via the grey or black 
markets, used non-medically. 

UNODC estimates that between 13.7 and 52.9 million 
people used amphetamine-group substances at least 
once in the preceding year, with a corresponding annual 
prevalence range of 0.3% to 1.2% of the population 
aged 15 to 64. The width of the ranges for ampheta-
mines-group substances - much more than for heroin or 

cocaine - has further widened since last year (15.8 - 50.6 
million). This reflects a higher number of estimated 
users in and new availability of data on ATS in the Car-
ibbean countries, and an increased level of uncertainty 
for the estimates produced for Asia, which is thought to 
be one of the main markets for ATS. The estimates for 
Asia range from 4.4 to 37.9 million users, reflecting the 
uncertainties regarding the use of amphetamine-group 
substances in the region, especially with the lack of 
recent or reliable estimates in countries with large popu-
lations like China and India. 

The number of ‘ecstasy’-group users ranges between 
10.5 and 25.8 million people worldwide, or 0.2% to 
0.6% of the population in the 15-64 age group. This 
range widened from 2007 (11.6-23.5 million). The 
speed with which ATS markets are appearing or expand-

Region/ subregion 
(Amphetamines-group)

Estimated 
number of 

users annually 
(lower)

-

Estimated 
number of 

users annually 
(upper)

Percent of 
population 
aged 15-64 

(lower)

-

Percent of 
population 
aged 15-64 

(upper)

Africa 1,550,000 - 5,200,000 0.3 - 0.9

Eastern Africa Subregional estimate cannot be calculated

North Africa 260,000 - 540,000 0.2 - 0.4

Southern Africa 310,000 - 1,090,000 0.3 - 1.0

West and Central Africa Subregional estimate cannot be calculated

Americas 4,760,000 - 5,890,000 0.8 - 1.0

Caribbean 30,000 - 510,000 0.1 - 1.9

Central America 320,000 - 320,000 1.3 - 1.3

North America 3,090,000 - 3,200,000 1.0 - 1.1

South America 1,320,000 - 1,860,000 0.5 - 0.7

Asia 4,430,000 - 37,990,000 0.2 - 1.4

Central Asia Subregional estimate cannot be calculated

East/ South-East Asia 3,430,000 - 20,680,000 0.2 - 1.4

Near and Middle East Subregional estimate cannot be calculated

South Asia Subregional estimate cannot be calculated

Europe 2,500,000 - 3,190,000 0.5 - 0.6

Eastern/South-East Europe 900,000 - 1,480,000 0.3 - 0.5

Western/Central Europe 1,600,000 - 1,710,000 0.6 - 0.6

Oceania 470,000 - 630,000 2.0 - 2.8

Global 13,710,000 - 52,900,000 0.3 - 1.2

Estimated number of people who used amphetamines-group substances at least once  Table 27: 
in the past year and prevalence among population aged 15-64, by region, 2008
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ing, the general confusion on what constitutes ATS and 
the limited reporting and/or absence of reporting all 
contribute to the limited data availability worldwide. 

The type of amphetamines-group stimulants used in 
different regions varies considerably. Users in East and 

South-East Asia primarily consume methamphetamine, 
while in the Near and Middle East, the use of tablets 
sold as Captagon is more common. In Europe, users 
commonly consume amphetamine, with the exception 
of the Czech Republic and Slovakia, where metham-
phetamine use is predominant. 

In North America, nearly half of the synthetic stimulant 
users consume methamphetamine, while in South 
America and the Caribbean it is mostly pharmaceutical 
stimulants. In West, Central and East Africa and some 
parts of Southern Africa, the amphetamine groups may 
also comprise various pharmaceuticals. In South Africa, 
methamphetamine and methcathinone are the common 
amphetamine-group substances consumed. In Oceania, 
methamphetamine is the common synthetic stimulant 
consumed, though there is also use of amphetamine.

Global trend in the perception of ATS use: cumulative un-weighted average* as reported  Fig. 200: 
by national experts 

* The graph measures the trend from countries reporting an increase or decrease in drug use. It does not measure the trend in terms of number of 
drug users. 

Amphetamine-group substance use: Fig. 201: 
lower and upper ranges of numbers 
and annual prevalence globally and by 
region, 2008
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Out of the 29 Member States in Asia that responded to 
the 2008 ARQ and provided expert perception on ATS 
use, 13 countries reported some increase in ATS use, 
while eight reported a stable trend over the past year. 
Most of the countries that have reported an increase in 
amphetamines-group substance use over the last year are 
from East and South-East Asia, particularly Bangladesh, 
China (including Hong Kong), Indonesia, Japan, Mon-
golia, Myanmar, Thailand and Viet Nam.

Recent data from the Philippines (2.1%, 2008), Thai-
land (1.4%, 2007) and the Lao People’s Democratic 
Republic (1.4%, 200822) place them as the countries 
with the highest annual prevalence of amphetamines-
group substance use in East and South-East Asia.23 

Mixed trends of amphetamines-group substance  
use observed in Europe

In Europe, between 2.5 and 3.2 million people aged 
15-64 had used amphetamines-group substances at least 
once in the past year, and the annual prevalence is esti-
mated at between 0.5% to 0.6% of the population aged 
15-64. The range is higher than the one reported last 
year due to increases observed in countries where new 
data for 2008 were reported (not offset by the decreasing 
trends also observed in some countries). Relatively high 
prevalence rates in the general population were also 
reported for South-East European countries where for 
the first time data on ATS use was made available: Bosnia 
and Herzegovina (1%), Montenegro (0.5%) and Serbia 
(0.2%).24 Bulgaria revised its estimate from 0.5 to 1%. 
The Czech Republic, Denmark, the United Kingdom, 
Norway and Estonia remain countries with higher than 
average annual prevalence of amphetamine-groups sub-
stance use while France, Greece, Romania and Malta 

22 UNODC estimate.
23 Estimates for the Philippines and the Lao People’s Democratic 

Republic are for 2008, while for Thailand, they are for 2007.
24 UNODC estimate extrapolated from school surveys.

remain low prevalence countries. After the general 
increase in the 1990s, in 2007, there were stabilizing or 
even downward trends in amphetamine consumption in 
Europe.25 However, new data for 2008 suggest that the 
trend is increasing again in some countries. 

According to European school survey26 data for 2007, 
the lifetime prevalence of amphetamine use ranged from 
1% to 8% in EU Member States, Norway and Croatia, 
with high levels reported from Bulgaria and Latvia (both 
6%). 

25 EMCDDA, Drug Situation in Europe, 2009.
26  European School Survey Project on Alcohol and Other Drugs 

(ESPAD).

National experts’ perception of trends in ATS use by region, 2008Table 28: 

Source: UNODC ARQ

Trends in annual prevalence of am-Fig. 204: 
phetamine use among the population 
aged 16-59 in England and Wales

Source: Home Office Statistical Bulletin, Drug Misuse Declared: 
Findings from the 2008/09 British Crime Survey, UK Home 
Office, July 2009
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Member 
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responding

Use  
problem 

increased*

Percent 
use  

problem 
increased

Use  
problem 
stable

Percent 
use  

problem 
stable

Use  
problem 

decreased*

Percent 
use  

problem 
decreased

Africa 6 2 33% 2 33% 2 33%

Americas 15 4 27% 9 60% 2 13%

Asia 29 13 45% 10 34% 6 21%

Europe 31 8 26% 20 65% 3 10%

Oceania 1 0 0 1

Global 82 27 33% 41 50% 14 17%
* Identifies increases/decreases ranging from either some to strong, unweighted by population.
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While the treatment demand for amphetamine-group 
substances is generally low in Europe, it is particularly 
high (64% of all treatments in 2008) in the Czech 
Republic. This reflects the country’s high prevalence of 
methamphetamine use (1.7% among the general popu-
lation in 2008), the highest in Europe. In Slovakia, the 
percentage of treatment admissions for methampheta-
mine is also high (32%), suggesting that despite the 
relatively low prevalence of methamphetamine use 
reported in 2006 (0.3% of the population aged 15-64), 
problem drug use related to it is sizable. In these two 
countries, injection is the most commonly reported 
route of administration for methamphetamine.27

27 EMCDDA, Drug Situation in Europe, 2009.

In South Africa, amphetamine-group substances use 
is increasing, while there is little information from 
most other parts of the African region

In Africa, between 1.5 and 5.2 million people are esti-
mated to have used amphetamine-group substances in 
the past year, an increase from the 1.4 - 4 million people 
estimated for 2007. The wide range in the estimates is 
due to the lack of recent or reliable estimates in West, 
Central and East Africa. Recent annual prevalence esti-
mates in Africa are available from South Africa (0.7%-
1.4%, 2008), Egypt (0.4%-0.5%, 2006) and Zambia 
(0.1%, 2003). The higher range level in 2008 is mainly 
due to an increase observed in South Africa, where the 
annual prevalence increased from a range of 0.5%-0.8% 
in 2006 to 0.7%-1.4% in 2008. Within South Africa, 
the use of methamphetamine remains particularly high 
in Cape Town, where methamphetamine remained the 

Trends in amphetamines-group substance use among the population aged 15-64  Fig. 205: 
in European countries where new information was reported in 2008 or 2009

Source: UNODC (for Scotland the age group is 16-64)

ESPAD 2007: Lifetime prevalence of amphetamines use among students (aged 15-16) Fig. 206: 
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most common primary drug reported by treatment 
patients in the first half of 2009.28

Decreasing trends in North America

Amphetamine-group substance use remains high in 
North America, though recent survey data suggest a 
decline in the use of amphetamines. The annual preva-
lence of all stimulants use in the United States among 
the population aged 12 years and older was reported as 
1.1% in 2008; a further decline from 1.2% in 2007 and 
1.5% in 2006.29

28 Pluddemann A., Parry C., Bhana A., Dada S., and Fourie D., Alcohol 
and Drug Abuse Trends: January – June 2009, Phase 26 South Afri-
can Community Epidemiology Network on Drug Use (November 
2009).

29 Substance Abuse and Mental Health Services Administration, Results 
from the 2008 National Survey on Drug Use and Health: National 

A decrease in the annual prevalence of methampheta-
mine use was also observed among young adults aged 
18-25, from 0.6% in 2002 to 0.2% in 2008.30 While 
methamphetamine use in the general US workforce also 
dropped from 0.14% in 2007 to 0.11% in 2008, the 
proportion of positive urine test for amphetamine 
increased from 0.40% to 0.45% in the same period.31

Findings,,US Department of Health and Human Services, Office of 
Applied Studies, 2009.

30 Ibid.
31 Quest Diagnostics, Drug Testing Index, May 2009.

Treatment demand for methampheta-Fig. 207: 
mine in the Czech Republic, 2002-2008

Source: Czech National Monitoring Centre for Drugs and Drug 
Addiction, Annual Report: The Czech Republic, 2008 Drug Sit-
uation, September 2009

Annual amphetamine-group users in Fig. 208: 
Africa

Source: UNODC ARQ
United States: Annual prevalence of Fig. 210: 
stimulants and methamphetamine use 
in the population aged 12 and older, 
2002-2008

Source: Substance Abuse and Mental Health Services Adminis-
tration. Results from the 2008 National Survey on Drug Use 
and Health: National Findings
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South Africa: trends in treatment  Fig. 209: 
demand in Cape Town with metham-
phetamine as the primary substance, 
% of all drug treatment, 2001-2009

Source: South Africa Community Epidemiology Network on 
Drug Use (data are reported bi-annually – (a) represents the 
first half and; (b) the second half of the year)
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In contrast to the United States, Canada registered an 
increase in amphetamine-group substance use between 
2004 and 2008. In Canada, the annual prevalence of 
amphetamines-group stimulants use was reported in 
2008 as 1.5% among the population aged 15-64, com-
pared to 1% in 2004. The current prevalence of amphet-
amine-group substances use is substantially higher than 
that reported for opioid pain relievers. In the Canadian 
Alcohol Drug Use Monitoring Survey, one in four drug 
users reported the use of stimulants to ‘get high’.32 

Experts in Mexico perceive an increase in amphetamine 
use. The annual prevalence of amphetamine use was 
estimated at 0.16% of the population aged 12-65 in 
2008. The annual prevalence of amphetamine and 
methamphetamine use among 12-19 year olds was 
reported as 1% and 0.4%, respectively.

Mixed trends for amphetamines-group substance 
use in South America and Caribbean

Experts in many countries in South America, in particu-
lar Ecuador, El Salvador and Paraguay, report an increase 
in methamphetamine use over the past year. In 2008, 
there were an estimated 1.3 to 1.8 million people (annual 
prevalence 0.5%-0.7%) who had used amphetamine-
group substances in the region. In 2008, new informa-
tion was made available to UNODC from several 
Caribbean countries. The annual prevalence of amphet-
amine-group substance use in this region ranges from 
0.1% to 1.9% of the population aged 15-64 (between 
30,000 and 500,000 people). The wide range is mainly 
due to uncertainties arising from absence of reliable 
estimates in the region and the wide range of estimates 
observed in the countries where data on annual preva-

32 Health Canada, Canadian Alcohol and Drug Use Monitoring Survey: 
Summary of Results for 2008.

lence could be estimated.33 In Central and South Amer-
ica, new information for 2008 show a minor increase in 
Suriname (from 0.6% to 0.7% of the annual prevalence 
of people aged 12-65) and a stabilization in Colombia 
and Chile where the annual prevalence remained at 
0.5% and 0.4%, respectively. Panama revised its esti-
mate for the annual prevalence of ATS use among its 
adult population for 2003 (latest year available) from 
0.6% to 1.2%. 

Problem methamphetamine use high in Oceania, 
though improving 

The prevalence of amphetamines use in New Zealand 
(2.1% among the population aged 16-64) in 2008 and 
Australia (2.7% among the population aged 15-64) in 
2007 remains one of the highest in the world, though 
there are signs of a declining trend in recent years. In 
some of the US territories in the Pacific there are reports 
of high methamphetamine use among young people 
where the lifetime prevalence ranged from 13.1% in  
the Marshall Islands to 5.9% in Guam and 4.9%  
in Commonwealth of the Northern Mariana Islands 
(CNMI).34 

Amphetamine-group substances also remain one of the 
main problem drugs in New Zealand and Australia. In 
the two countries, the Drug Use Monitoring in Australia 
(DUMA) and the New Zealand Arrestee Drug Abuse 

33 A series of school surveys were recently undertaken in selected Car-
ibbean countries. Based on the results of these surveys, the annual 
prevalence among the adult population could be estimated. 

34 Centre for Disease Control and Prevention, Youth Risk Behaviour 
Surveillance – selected steps communities, United States, 2007.

United States: percentage of positive Fig. 211: 
drug tests for amphetamine-group 
substances in the US general work-
force, 2004-2008

Source: Quest Diagnostics, Drug Testing Index

Annual prevalence of amphetamine-Fig. 212: 
group use, 1998-2007

Source: Australian Institute of Health and Welfare, 2007 
National Drug Strategy Household Survey: Drug Statistics, 22, 
Canberra, 2008; Wilkins C. and Sweetsur P., Trends in popula-
tion drug use in New Zealand: Findings from national house-
hold survey of drug use in 1998, 2001, 2003 and 2006, New 
Zealand Medical Journal, 121, 61-71, 2008
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Monitoring (NZ-ADAM) programmes measure drug 
and alcohol use among people who have recently been 
detained by police. In 2008, 21% of detainees across 
Australia had tested positive for methamphetamine – 
although this shows a decline from the previous year 
(27% in 2007) and the lowest positive test rate for 
methamphetamine since 1999.35 Similarly in New Zea-
land, among the police detainees who were tested for 
drugs, methamphetamine and amphetamine were the 
second and third most commonly detected drugs (10% 
and 9%, respectively).36 In Australia, the most com-
monly injected substances were also amphetamines-
group substances, where 67% of the injecting drug users 
interviewed had injected some form of methampheta-
mine in the preceding six months.37

‘Ecstasy’-group consumption 

Globally, between 10.5 and 25.8 million people were 
estimated to have used ‘ecstasy’ group38 substances (pri-
marily MDMA and its analogues) in the previous year. 
This range compares with a range of 11.6 - 23.5 million 
reported for 2007. The highest prevalence of ‘ecstasy’ 
use remains in Oceania (3.6%-4%) while in absolute 
terms, Europe had the highest number of users in 2008, 

35 Gaffney A., Jones W., Sweeney J. and Payne J., Drug use Monitoring 
in Australia: 2008 annual report on drug use among police detainees, 
AIC Monitoring Reports 2009.

36 Hales J. and Manser J., Annual Report 2008, New Zealand Police 
ADAM, Health Outcomes International Pvt. Ltd, October 2008.

37 National Alcohol and Drugs Research Centre, Australian drug trends 
2009: Findings from the Illicit Drug Reporting System (IDRS), Univer-
sity of New South Wales.

38 Reports show that unbeknown to many ‘ecstasy’ users, what is sold to 
them as ‘ecstasy’ (MDMA) is often a combination of many psychoac-
tive substances, such as methamphetamine and ketamine. Ampheta-
mines and Ecstasy: 2008 Global ATS Assessment (United Nations 
publication, Sales No. E.08.XI.12).

with some 3.9 - 4.1 million people aged 15-64 estimated 
to have used ‘ecstasy’ at least once in the previous year. 
For most parts of Asia as well as Africa, information on 
‘ecstasy’ use is missing, which introduces a high level of 
uncertainty in the global estimates. 

Many countries in Asia report an increase in 
‘ecstasy’ use

In 2008, 56 Member States provided information on 
experts’ perception on trends in ‘ecstasy’ use. Experts in 
half of these countries thought that ‘ecstasy’ use had 
been stable in 2008, while one third considered that it 
had increased. Most of the countries/territories report-
ing an increase were in Asia – in particular Bangladesh, 
China including Macao, Indonesia, Mongolia, Pakistan 
and Viet Nam. New estimates provided by Indonesia on 
the annual prevalence of ‘ecstasy’ use among the popula-
tion aged 15-64, however, showed a slight decrease from 
0.3% in 2005 to 0.2% in 2008.

Mixed trends for ‘ecstasy’ use reported in Europe

In Europe the annual prevalence of ‘ecstasy’ use is esti-
mated at 0.7% of the population aged 15-64. A higher 
prevalence rate as well as a higher total number of 
‘ecstasy’ users are reported from West and Central 
Europe as compared to East and South-East Europe. 
The high prevalence countries remain the Czech Repub-
lic, Slovakia, Estonia, the United Kingdom and Latvia, 
while Romania, Greece and Poland have negligible or 
quite low ‘ecstasy’ use. In those countries where data on 
annual prevalence in the adult population was available 
for 2008, the picture is mixed. Some registered an 
increase (the Czech Republic, Denmark, England and 
Wales, the former Yugoslav Republic of Macedonia and 
Slovakia) and others a decrease (Estonia, Lithuania and 
Scotland). 

Australia: percentage of  injecting drug users who reported use of any form of  Fig. 213: 
methamphetamine in the preceding six months, 2003-2009

Source: National Alcohol and Drugs Research Centre, Australian drug trends 2009: Findings from the Illicit Drug Reporting System 
(IDRS) University of New South Wales
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Compared to methamphetamine and amphetamine, use 
of ‘ecstasy’ is much more common among young adults 
aged 15-34 (national estimates ranging between 0.1% 
– 3.1% of past year amphetamine prevalence, compared 
to 0.2% – 7.7% for ‘ecstacy’ use). Most of the countries, 
though, have reported a decreasing or stabilizing trend 
of ‘ecstasy’ use among young adults.39

The school survey conducted under the European 

39 EMCDDA, Annual report 2008: the state of the drug problems in 
Europe, Lisbon 2008.

School Survey Project on Alcohol and Other Drugs 
(ESPAD) and other school surveys conducted in 2007 
suggest, overall, little change in the levels of ‘ecstasy’ use 
among students aged 15 to 16. Compared to 2003, 
overall increases in ‘ecstasy’ use was observed in 12 coun-
tries, with Latvia, Bulgaria, Slovakia, Denmark, Hun-
gary and Malta showing marked increases over this 
period. The Czech Republic, Portugal and Croatia 
reported substantial decreases, while ‘ecstasy’ use 
remained stable in the remaining countries.40

40 Hibel B., Adersson B., Bjarnason T., Ahlstrom S., Balakireva O., 

Estimated number of people who used ‘ecstasy’ at least once in the past year and  Table 29: 
prevalence among the population aged 15-64, by region, 2008

‘Ecstasy’ use: lower and upper ranges of numbers and annual prevalence globally and  Fig. 214: 
by region, 2008

Region/ Subregion  
(Ecstasy-group)

Estimated 
number of 

users annually 
(lower)

-

Estimated 
number of 

users annually 
(upper)

Percent of 
population 
age 15-64 

(lower)

-

Percent of 
population 
age 15-64 

(upper)

Africa 350,000 - 1,930,000 0.1 - 0.4

Eastern Africa Subregional estimate cannot be calculated
North Africa Subregional estimate cannot be calculated
Southern Africa 220,000 - 420,000 0.2 - 0.4
West and Central Africa Subregional estimate cannot be calculated

Americas 3,040,000 - 3,280,000 0.5 - 0.5

Caribbean 10,000 - 240,000 0.1 - 0.9
Central America 20,000 - 30,000 0.1 - 0.1
North America 2,490,000 - 2,490,000 0.8 - 0.8
South America 510,000 - 530,000 0.2 - 0.2

Asia 2,370,000 - 15,620,000 0.1 - 0.6

Central Asia Subregional estimate cannot be calculated
East/ South-East Asia 1,460,000 - 6,850,000 0.1 - 0.5
Near and Middle East Subregional estimate cannot be calculated
South Asia Subregional estimate cannot be calculated

Europe 3,850,000 - 4,080,000 0.7 - 0.7

Eastern/ South-East Europe 1,680,000 - 1,890,000 0.6 - 0.6
Western/ Central Europe 2,180,000 - 2,190,000 0.8 - 0.8

Oceania 840,000 - 910,000 3.6 - 4.0

Global 10,450,000 - 25,820,000 0.2 - 0.6
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‘Ecstasy’ use declined in North America after 2001, 
but there are early signs that it may recover

In the United States, after a decline in the annual preva-
lence of ‘ecstasy’ use from 1.3% in 2002 to 0.9% in 
2003 among the population aged 12 and older, the 
trends have remained stable over the past five years. 
However, there are signs of a possible resurgence. The 
annual prevalence of ‘ecstasy’ use among 10th grade 
students in the United States fell from 6.2% in 2001 to 
2.4% in 2004, and has been increasing since then. The 
annual prevalence among 8th and 12th grade students, 
though, remains stable. It is considered that diminishing 
perceived risks and disapproval among the students in 
US may cause a rebound in ecstasy use.41 In Canada, the 
annual prevalence of ‘ecstasy’ use has increased from 
1.3% in 2004 to 1.7% in 2008.

Kokkevei A. and Morgan M., The ESPAD Report: Alcohol and other 
Drug Use Among Students in 35 European countries, 2003, 2007.

41 National Institute on Drug Abuse Monitoring the Future, Overview of 
Key Findings 2008 (Bethesda, Maryland, USA, 2009).

National experts’ perception of trends in ‘ecstasy’ use by region, 2008Table 30: 

Source: UNODC ARQ

Region

Member 
States  

providing  
perception 

data

Member 
States  

perception 
response 

rate

Use  
problem 

increased*

Percent 
use  

problem 
increased

Use  
problem 
stable

Percent  
use  

problem 
stable

Use  
problem 

decreased*

Percent 
use  

problem 
decreased

Africa 4 8% 1 25% 3 75% 0 0%

Americas 12 34% 1 8% 11 92% 0 0%

Asia 15 33% 8 53% 4 27% 3 20%

Europe 24 53% 7 29% 12 50% 5 21%

Oceania 1 7% 1 0 0

Global 56 29% 18 32% 30 54% 8 14%

* Identifies increases/ decreases ranging from either some to strong, unweighted by population.

Trends in annual prevalence of ‘ecstasy’ use among young adults (aged 15-34)Fig. 215: 

Source: EMCDDA, Annual report 2008: the state of the drug problems in Europe, Lisbon 2008
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Stabilizing trends of ‘ecstasy’ use in South America

Experts from most countries in South America reported 
a stable trend in the use of ‘ecstasy’ in their countries. 
New data from Colombia show an increase in the adult 
prevalence rate of ‘ecstasy’ use (from 0.2% estimated in 
2005 to 0.3% estimated in 2008). Estimates for the 
Bolivarian Republic of Venezuela for 2005 were also 
revised downward (from 0.2% in 2001 to less than 
0.01% in 2005). The annual prevalence in the region 
remains low compared to North America or Europe.

‘Ecstasy’ use still high in Oceania, but the quality of 
‘ecstasy’ may vary

The Oceania region reportedly has one of the highest 

annual prevalence rates of ‘ecstasy’ use, ranging between 
3.6% and 4% of the population aged 15-64. Both Aus-
tralia and New Zealand have reported high levels of 
‘ecstasy’ use, but the annual prevalence remained 
unchanged from the previous years (4.2% and 2.6%, 
respectively). In New Zealand, the extent to which the 
‘ecstasy’ sold in the country contains substances other 
than MDMA, such as benzylpiperazine (BZP) or keta-
mine remains unclear.42

42 Wilkins C., Griffiths R. and Sweetsur P., Recent Trends in Illegal Drug 
Use in New Zealand, 2006 – 2008: Findings from the 2006, 2007 
and 2008 Illicit Drug Monitoring System (IDMS), SHORE, Massey 
University.

European countries with a decrease Fig. 217: 
in ‘ecstasy’ use among students aged 
15-16

Source: ESPAD

United States: Trends in the annual Fig. 218: 
prevalence of ‘ecstasy’ use among  
the population aged 12 and older, 
2002-2008

Source: Substance Abuse and Mental Health Services Adminis-
tration, Results from the 2008 National Survey on Drug Use 
and Health, US Department of Health and Human Services
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