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Foreword

This publication includes papers presented at the 58th
semiannual meeting of the Community Epidemiology
Work Group (CEWG) held in Denver, Colorado, on
June 14-17, 2005, under the sponsorship of the Na-
tional Institutes of Health, National Institute on Drug
Abuse (NIDA).

Representing 21 sentinel areas in the United States,
CEWG representatives presented reports, citing the
most recent data on drug abuse patterns, trends, and
emerging problems in their areas. To enhance nonur-
ban representation, guest researchers from Maine and
Ohio presented information on drug abuse patterns and
trends in their areas. The meeting also included presen-
tations by two panels. One, comprised of NIDA-
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supported researchers, presented findings on metham-
phetamine/stimulant abuse among youth and young
adults. A second panel was comprised of international
researchers who presented findings on drug abuse pat-
terns and emerging trends in Australia, Europe, Mex-
ico, Southern Africa, and Taiwan.

Information reported at each CEWG meeting is dis-
seminated to drug abuse prevention and treatment
agencies, public health officials, researchers, and poli-
cymakers. The information is intended to alert authori-
ties at the local, State, regional, and national levels and
the general public to current drug abuse patterns and
trends and emerging drug problems so that appropriate
and timely action can be taken. Researchers also use
this information to develop research hypotheses that
might explain social, behavioral, and biological issues
related to drug abuse.

Moira P. O’Brien

Division of Epidemiology, Services and Prevention Research

National Institute on Drug Abuse
National Institutes of Health
Department of Health and Human Services
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EPIDEMIOLOGIC TRENDS IN DRUG ABUSE—Introduction and the CEWG Network: Goals, Functions, and Data Sources

Introduction

This publication includes papers based on informa-
tion and findings on drug abuse that were presented
at the June 2005 Community Epidemiology Work
Group meeting in Denver, Colorado.

The papers of the CEWG representatives provided
the most recent indicator data on the abuse of co-
caine/crack, heroin, methamphetamine, narcotic an-
algesics/other opiates, and marijuana in 21 CEWG
areas and in the guest States of Ohio and Maine. The
meeting also included two panel presentations. One
panel focused on methamphetamine/stimulant abuse
among youth and young adults, based on findings
from NIDA-supported community-based research
studies. The second focused on drug abuse patterns
and emerging trends in other countries, namely Aus-
tralia, Europe, Mexico, Southern Africa, and Taiwan.

Timothy Condon, Ph.D., Deputy Director, NIDA,
welcomed participants and provided an update on
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NIDA research activities. The update included infor-
mation on NIDA’s collaboration with other Federal
agencies in building partnerships to test NIDA’s re-
search findings at the community level.

Wilson Compton, M.D., M.P.E., NIDA, led the dis-
cussion for the Panel on Methamphetamine and Other
Stimulant Abuse among Youth and Young Adults.
The Panel on International Drug Abuse Emerg-
ing/Current Trends was led by Steve Gust, Ph.D.,
NIDA.

At the June meeting, updates were presented on the
Drug Abuse Warning Network by Judy Ball, Ph.D.,
and on the National Forensic Laboratory Information
System, by James Tolliver, Ph.D. A session by Ed-
ward Boyer, M.D., focused on Using the Internet as a
Tool for Identifying and Monitoring Drugs of Abuse.
Jamie Van Leeuwan, M.D., M.P.H., C.A.C. II, Direc-
tor of Development and Public Affairs, Urban Peak,
addressed the problem of homeless and runaway
youth and hosted a field trip for participants to visit
Urban Peak.
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The CEWG Network: Goals,
Functions, and Data Sources

The CEWG is a unique epidemiologic network that
informs drug abuse prevention and treatment agen-
cies, public health officials, policymakers, and the
general public about current and emerging drug abuse
patterns. The network is comprised of researchers
from 21 areas: Atlanta, Baltimore, Boston, Chi-
cago, Denver, Detroit, Honolulu, Los Angeles, Mi-
ami/Ft. Lauderdale, Minneapolis/St. Paul, New
Orleans, New York City, Newark, Philadelphia,
Phoenix, St. Louis, San Diego, San Francisco, Se-
attle, Texas, and Washington, DC.

Interactive semiannual meetings are a major and dis-
tinguishing feature of the CEWG and provide a foun-
dation for continuity in monitoring and surveillance
of current and emerging drug problems and related
health and social consequences. Through the meet-
ings, the CEWG...

e Identifies changing drug abuse patterns within
and across CEWG areas

e Plans followup on problems identified, e.g.,
emerging drug problems

e Disseminates information on drug abuse patterns
and trends in each CEWG area

Papers presented by CEWG representatives include
quantitative and qualitative drug abuse indicator data.
Representatives go beyond publicly accessible data
and provide a broader perspective obtained from both
public records and qualitative research. Information
is most often obtained from local substance abuse
treatment providers and administrators, personnel of
other health-related agencies, law enforcement offi-
cials, and drug abusers.

Time at each meeting is devoted to presentations
by...

e Guest researchers, including NIDA grantees,
who provide data/findings on a current or emerg-
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ing drug problem identified in prior CEWG
meetings

e Federal personnel who provide updates on data
sets used by CEWG members

e Researchers from other countries who provide
recent drug abuse data/findings

The primary data sources used by CEWG representa-
tives and cited in this report include the following:

e National Forensic Laboratory Information
System (NFLIS) data, maintained by the Drug
Enforcement Administration (DEA)

e Treatment data from State and local sources and
the Treatment Episode Data Set (TEDS), main-
tained by the Office of Applied Studies (OAS),
Substance Abuse and Mental Health Services
Administration (SAMHSA)

e Drug Abuse Warning Network (DAWN)
emergency department data, accessed through
DAWN Live!, a restricted-access online service
administered by OAS, SAMHSA

e DAWN and local drug-related mortality data
from OAS, SAMHSA, and/or local medical ex-
aminers/coroners

e Law enforcement data from various sources,
e.g., DEA’s Domestic Monitor Program, local
DEA offices, Threat Assessment data from the
Nation Drug Intelligence Center (NDIC), U.D.
Department of Justice, and price and purity data
from Narcotics Digest Weekly, and local police
and sheriff’s offices

Other data sources used by CEWG representatives,
when available, include poison control centers, help-
lines, and surveys.
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Drug Trends in Metropolitan
Atlanta

Brian J. Dew, Ph.D.,I Claire E. Sterk,
Ph.D., and Kirk W. Elifson, Ph.D.!

ABSTRACT

Drug abuse indicators showed that cocaine/crack
remained a primary drug of abuse in Atlanta during
2004, with the drug dominant among ED reports,
treatment admissions, and seized items analyzed by
NFLIS. Marijuana use was widespread as well, with
the drug accounting for 21.7 percent of public
treatment admissions. This proportion, however,
was consistent with previous years. Methampheta-
mine abuse appeared to be increasing, with treat-
ment admissions continuing to rise faster than for
any other classification of drug. Treatment admis-
sions for methamphetamine remained low, at 8.5
percent, however, compared to admissions for other
drugs. Heroin indicators continued to reflect low
levels of use of this drug in the metropolitan Atlanta
area.

INTRODUCTION
Area Description

The metropolitan Atlanta area is located in the
northwest corner of the State of Georgia and includes
20 of the State’s 159 counties. The metropolitan area
comprises more than 6,100 square miles, or 10.5 per-
cent of Georgia’s total size. Currently, Georgia is the
10th most populous State in the Nation. From April
2000 to July 2002, the State’s population grew 4.6
percent, ranking fourth among all States.

With an estimated 4.4 million residents, the metro-
politan Atlanta area includes nearly 52 percent of the
State’s population of nearly 8.4 million residents
(U.S. Bureau of the Census, 2003). The Atlanta met-
ropolitan area ranks ninth among the Nation’s major
population centers. The city of Atlanta, with a popu-
lation of approximately 369,000, represents 8.2 per-
cent of the overall metropolitan population (Ameri-
can Community Survey, 2003). The city is divided
into two counties, Fulton County and DeKalb
County, which include 18.8 and 15.9 percent of the
metropolitan population, respectively.

! Drs. Brian Dew and Kirk Elifson are affiliated with Georgia State
University, Atlanta, Georgia.

*Dr. Claire Sterk is affiliated with Emory University, Atlanta,
Georgia.
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There are demographic differences between the city
of Atlanta and the larger metropolitan area, which
more closely reflects the State as a whole. African-
Americans are the largest ethnic group within the city
(60 percent), followed by Whites (37 percent), His-
panics (6 percent), and Asians (2 percent). When
examining the overall metropolitan Atlanta area,
those numbers reverse. Whites account for the major-
ity (62.5 percent), followed by African-Americans
(29 percent), Hispanics (7.9 percent), and Asians (3.7
percent). Per capita family income in 2003 for the
city of Atlanta was higher at $32,635 than in the met-
ropolitan area, at $26,145. The poverty rate inside the
city is 24 percent, compared with only 9.6 percent in
the metropolitan area. The housing vacancy rate out-
side the city (8.9 percent) is much lower than in the
city (17.5 percent).

In fiscal year (FY) 2004, the Georgia Bureau of In-
vestigation (GBI)’s statewide drug enforcement ef-
forts were led by 3 regional drug offices and 13 mul-
tijurisdictional task force programs. As a result of
these combined efforts, 2,979 drug offenders were
arrested. As of December 2004, there were 23 exist-
ing drug courts in Georgia (of these, 13 were for
adult felony drug offenses, 3 were for adult misde-
meanor drug offenses, and 7 were for juvenile drug
offenses). One adult felony drug court was located in
Atlanta. In 2004, 34 percent of those on probation in
Georgia, 19 percent of prisoners, and 37 percent of
parolees had been convicted of a drug-related of-
fense.

Additional factors that influence substance use in the
State:

e Georgia is both a final destination point for drug
shipments and a smuggling corridor for drugs
transported along the east coast. Extensive inter-
state highway, rail, and bus transportation net-
works, as well as international, regional, and pri-
vate air and marine ports of entry, serve the
State.

e The State is strategically located on the I-95 cor-
ridor between New York City and Miami, the
key wholesale-level drug distribution centers on
the east coast and major drug importation hubs.
In addition, Interstate Highway 20 runs directly
into Georgia from drug entry points along the
southwest border and gulf coast.

e The city of Atlanta has become an important
strategic point for drug trafficking organizations,
as it is the largest city in the South. It is consid-
ered a convenient nexus for all east/west and
north/south travel. The city’s major international
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airport also serves as a distribution venue for il-
licit substances.

e The entire State, Atlanta in particular, has ex-
perienced phenomenal growth over the last sev-
eral years, with a corresponding increase in drug
crime and violence. With Georgia bordering
North Carolina, South Carolina, Tennessee, Ala-
bama, and Florida, Atlanta is the base for several
major dealers who maintain trafficking cells in
these States, especially Mexican-based traffick-
ers who hide within legitimate Hispanic en-
claves.

Data Sources

Principal data sources for this report include the fol-
lowing:

e Emergency department (ED) data were de-
rived for calendar year 2004 from the Drug
Abuse Warning Network (DAWN) Live! re-
stricted-access online query system administered
by the Office of Applied Studies (OAS), Sub-
stance Abuse and Mental Health Services Ad-
ministration (SAMHSA). Eligible hospitals in
the Atlanta area totaled 39; hospitals in the
DAWN sample numbered 30, with the number
of emergency departments in the sample totaling
33. (Some hospitals have more than one emer-
gency department.) During this 12-month period,
between 16 and 18 EDs reported data each
month. The completeness of data reported by
participating EDs varied by month (see exhibit
1). Exhibits in this paper primarily reflect cases
that were received by DAWN as of April 14,
2005; an update on June 4, 2005, was also ac-
cessed for selected data (as shown in exhibit 3).
All DAWN cases are reviewed for quality con-
trol. Based on this review, cases may be cor-
rected or deleted. Therefore, these data are sub-
ject to change. Data derived from DAWN Live!
represent drug reports in drug-related ED visits.
Drug reports exceed the number of ED visits,
since a patient may report use of multiple drugs
(up to six drugs and alcohol). The DAWN Live!
data are unweighted, and, thus, are not estimates
for the reporting area. These data cannot be
compared to DAWN data from 2002 and before,
nor can preliminary data be used for comparison
with future data. Only weighted DAWN data re-
leased by SAMHSA can be used for trend analy-
sis. A full description of the DAWN system can
be found at <http://dawninfo.samhsa.gov>.

¢ Drug abuse treatment program data are from
the Georgia Department of Human Resources for

primary drugs of abuse among clients admitted
to Atlanta’s public drug treatment programs be-
tween January and December 2004. Data for
non-metropolitan Atlanta counties of Georgia
were also reported.

e Drug price, purity, and trafficking data are
from the Drug Enforcement Administration
(DEA), the National Drug Intelligence Center
(NDIC), and the Office of National Drug Control
Policy (ONDCP). Information for 2004 on the
price, purity, and source of heroin was provided
by the DEA’s Domestic Monitoring Program
(DMP). Additional information came from Nar-
cotics Digest Weekly published by the NDIC.
Other data are from the Atlanta High Intensity
Drug Trafficking Area (HIDTA) Task Force, a
coordination unit for drug-related Federal, State,
and local law enforcement agencies.

e Forensic drug analysis data are from the Na-
tional Forensic Laboratory Information System
(NFLIS) and represent evidence in suspected
drug cases throughout metropolitan Atlanta that
were tested by the GBI Forensic Laboratory from
January through December 2004.

e Ethnographic information was collected from
local drug use researchers and is used for several
purposes: (1) to corroborate the epidemiologic
drug indicators, (2) to signal potential drug
trends, and (3) to place the epidemiologic data in
a social context.

e Acquired immunodeficiency syndrome (AIDS)
data are from the Department of Human Re-
sources and represent AIDS cases in Georgia and
a 20-county Atlanta metropolitan from January
1981 through August 2004. Additional informa-
tion was provided by the Centers for Disease Con-
trol and Prevention (CDC).

DRUG ABUSE PATTERNS AND TRENDS
Cocaine/Crack

With 5,758 reports in 2004, cocaine continues to be
the most frequently reported ED drug in the metro-
politan Atlanta area according to unweighted DAWN
Live! data (exhibit 2). Cocaine ED reports were
higher among men than women (exhibit 3), with a
ratio of 2.4:1. There were 991 cocaine ED reports by
White patients, 3,714 by African-Americans, 65 by
Hispanics, and 988 by persons of unknown
race/ethnicity. ED cocaine reports among patients
between the ages of 35 and 54 totaled 3,838 (67 per-
cent of all ED reports).

Proceedings of the Community Epidemiology Work Group, Vol. 11, June 2005
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In 2004, cocaine continued to be the primary drug of
choice for individuals seeking assistance at publicly
funded treatment centers in metropolitan Atlanta.
However, the number of primary admissions in met-
ropolitan Atlanta for cocaine (#=3,162) in this period
reflects a continuing downward trend (exhibit 4). In
2000 and 2001, more than one-half of all treatment
admissions in metropolitan Atlanta were cocaine-
related. In 2003, this percentage decreased to 42.8
percent, and in 2004, cocaine-related admissions de-
clined to 39.5 percent. The ratio of men to women in
treatment for cocaine was 1.27:1, a proportion that
was considerably lower than the 1.65:1 found in
2003. A smaller percentage of African-Americans
entered treatment for cocaine-related issues in 2004
than in previous years. Approximately 7 out of every
10 cocaine-related admissions were African-
American in 2004 (exhibit 5). In 2002-2003, Afri-
can-Americans accounted for 75 percent of treatment
admissions. Whites accounted for a larger proportion
of statewide cocaine treatment admissions outside
metropolitan Atlanta. Whites represented 45 percent
of the treatment population outside the Atlanta area,
and African-Americans represented 55 percent. In
2004, those older than 35 accounted for the largest
number of both metropolitan and non-metropolitan
cocaine admissions (80 percent). In Atlanta, there
was a 31-percent increase in admissions among those
age 18-25 and an 18-percent increase in admissions
among those age 26—34 from 2003 to 2004. In met-
ropolitan Atlanta, smoking continued to be the most
preferred route of administration (77 percent), fol-
lowed by inhalation (13 percent), oral (3 percent),
and injection (2 percent).

According to the DEA and Atlanta HIDTA, cocaine
remains readily available in Atlanta. Atlanta is a
growing distribution hub for surrounding States and
Europe. Atlanta also serves as part of a smuggling
corridor along the east coast. Powder cocaine and
crack dominate the Georgia drug scene. The primary
sources for cocaine are Texas and California. HIDTA
intelligence analysts implicate Mexico-based drug
trafficking organizations, whose members blend
within enclaves of Hispanic workers. According to
HIDTA and NDIC, cocaine prices remain relatively
stable in Atlanta. Powdered cocaine typically sells for
$75-%$100 per gram. Crack rocks sell for as little as
$3. In 2003, members of the Atlanta HIDTA Task
Force seized 186.69 kilograms of powdered cocaine
and 7.56 kilograms of crack cocaine. Both quantities
were similar to what was seized in 2002.

The Georgia Threat Assessment (DEA 2003) reports
that other than marijuana, crack is the most available
drug in the city. Officials estimate that 75 percent of
all drug-related arrests involve crack cocaine. How-
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ever, crack has become more difficult for undercover
officers to purchase, and it seems to have decreased
somewhat in popularity. Powder cocaine availability
at the retail level in Georgia is limited, except in large
cities such as Atlanta. NFLIS reported that cocaine
accounted for more than 44 percent of confiscated
substances in suspected drug cases that were tested in
forensic laboratories in 2004 (exhibit 6). In 2003,
cocaine had accounted for nearly 40 percent of all
confiscated substances in suspected drug cases.

Heroin

Heroin indicators for Atlanta are mixed. However,
ethnographic data obtained through corroboration
with local street outreach workers suggests that her-
oin use is increasing.

According to unweighted data accessed from DAWN
Live!, the number of ED reports of heroin in 2004
(n=483) was less than reports for cocaine, marijuana,
methamphetamine, and benzodiazepines (exhibit 2).
A sizeable majority of these patients were males (ex-
hibit 3), with a 3.4:1 male-to-female ratio. African-
American heroin ED patients exceeded White pa-
tients (1.6:1). The ED heroin reports that involved
Hispanics represented approximately 1 percent (n=5).
More than one-half of all patients were age 35-54
(n=274). Twelve percent of reports occurred among
18-24-year-olds. Although injection remains by far
the most frequent route of heroin administration (74.4
percent), approximately 10 percent of those with a
documented route of administration reported inhal-
ing, sniffing, or snorting their heroin.

In 2004, treatment admissions for individuals who
reported heroin as their primary drug of choice ac-
counted for 2.5 percent of all treatment admissions in
the State; these admissions were mostly concentrated
in metropolitan regions. Nearly 6 percent of metro-
politan Atlanta admissions in 2004 were for heroin
(exhibit 4), compared with 1.3 percent in non-
metropolitan areas. Admission rates for men were
double those for women in metropolitan regions, with
a non-metropolitan male-to-female ratio of 1.3:1.
African-Americans outnumbered Whites (230 to 206)
in metropolitan Atlanta treatment admissions (exhibit
5). Outside of metropolitan Atlanta, Whites repre-
sented an overwhelmingly high percentage (87 per-
cent) of heroin-related treatment admissions, fol-
lowed by African-Americans (9 percent) and Hispan-
ics (2.2 percent). A significant majority of heroin
treatment admissions in both metropolitan (81 per-
cent) and non-metropolitan (79 percent) Atlanta were
age 35 and older, as in previous reporting periods.
While treatment admissions for heroin are relatively
low for persons younger than 35, it is important to
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note that 8 percent of heroin treatment admissions
were for individuals younger than 17.

Treatment data suggest that oral and inhalation ad-
ministration rates may be on the rise in both metro-
politan and non-metropolitan regions and that injec-
tion use of heroin may be declining. More than 35
percent of all individuals admitted for heroin treat-
ment report smoking, oral, or inhalation as their pri-
mary method of administration. Nevertheless, anec-
dotal reports from non-profit street outreach workers
suggest that rates of heroin injection, particularly in
metropolitan Atlanta, may be on the rise and are
likely underreported. Most heroin users admitted to
treatment did not report having a secondary drug of
choice, although metropolitan users were overall
more likely than non-metropolitan users to report a
secondary drug of choice. Among heroin users in
metropolitan Atlanta, 32 percent reported cocaine as
a secondary drug of choice, compared with 14.6 per-
cent for non-metropolitan users. The Georgia De-
partment of Public Health estimates the rate of heroin
addicts in Atlanta to be 159 per 100,000 population
(n=approximately 7,000).

The NDIC’s Georgia Threat Assessment (April 2003)
reports that heroin is readily available in metropolitan
Atlanta and that the city is a high traffic area for her-
oin distribution. The majority of heroin available in
Atlanta is South American, followed by heroin from
southwest Asia. The DEA (February, 2005) reported
that local purity ranged from 31 to 57 percent in
2003. According to the ONDCP, in the first half of
2003 heroin sold for $10-$20 per bag, $462 per
gram, $6,160 per ounce, and $112,000 per kilogram
in Atlanta. Law enforcement groups, including
HIDTA and the DEA, report local heroin is supplied
via sources in Chicago, New York, and the southwest
border, and that there has been increased Hispanic
involvement in trafficking. Reports from outlying
metropolitan Atlanta counties suggest an increase in
heroin traffic in their jurisdictions. Approximately 1
percent (n=194) of NFLIS seized drug items tested
positive for heroin in 2004 (exhibit 6).

Law enforcement groups, including HIDTA and the
DEA, report that Mexican criminal groups are pri-
marily responsible for the trafficking of South
American heroin in Georgia. These groups use com-
mercial and private vehicles to bring the drugs into
the State. Heroin also enters the State through Co-
lombian and Nigerian groups that transport the drug
via airline couriers. Additionally, NDIC and the DEA
mention that Dominican criminal groups drive heroin
into Georgia from New York and Philadelphia. Some
of that heroin is sold in Atlanta and some is shipped
elsewhere.

Other Opiates/Narcotics

Most indicators suggest that narcotic pain relievers
are growing in popularity in metropolitan Atlanta.
Unweighted DAWN Live! data show 212 ED oxy-
codone/combinations reports and 268 hydro-
codone/combinations reports in 2004 (exhibit 7). A
greater percentage of oxycodone/combinations ED
reports involved men and Whites than other groups
(exhibit 3). African-Americans represented 16 per-
cent of all opiate/opioid ED reports (exhibit 3).

Treatment data for other opiates or narcotics were
only available for secondary and tertiary drug abuse
categories. Continuing a stable trend, other opiates
accounted for about 2-3 percent of secondary drugs
abused statewide and about 1 percent of tertiary
drugs abused in 2004. The use of opiates as a secon-
dary abuse category was cited more often in non-
metropolitan areas (2.6 percent) than in metropolitan
Atlanta (1 percent).

According to NFLIS data, oxycodone and hydro-
codone each accounted for about 1-2 percent of lab
identifications of drugs seized by law enforcement
from January through December 2004 (exhibit 6).
OxyContin, the most widely recognized oxycodone
product, is a growing drug threat in Georgia, accord-
ing to the DEA. Twenty-milligram tablets sold in the
illegal market for $20 in 2004. Hydrocodone (Vi-
codin) and hydromorphone (Dilaudid) are also
abused in Atlanta. These drugs are obtained by “doc-
tor-shopping” or by purchasing from dealers. Some
dealers steal prescription pads or rob pharmacies.
Several such incidents were reported in Georgia in
2004.

Marijuana

Ethnographic sources consistently confirm that mari-
juana is the most commonly abused drug in Atlanta.
Most epidemiological indicators show an upward
trend in marijuana use, particularly among individu-
als younger than 17.

According to unweighted data accessed from DAWN
Live!, there were 2,001 marijuana ED reports in 2004
(exhibit 2). There were more than twice as many
marijuana reports for men as for women. The number
of ED reports involving African-Americans was
higher than that of Whites (1.4:1). Sixty-two percent
of all ED reports for marijuana were distributed
evenly among individuals age 18-35, with 3544
year-olds representing the largest percentage by age
group (27 percent of all ED reports). Eight percent of
reports were among 12—17-year-olds, and no reports
occurred among those younger than 12 (exhibit 3).
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Nearly 22 percent of public treatment admissions in
2004 in metropolitan Atlanta were for those who
considered marijuana their primary drug of choice
(exhibit 4). Male admissions were just slightly less
than double those of females in metropolitan Atlanta
(1.9:1), with the gap narrowing in non-metropolitan
regions (1.6:1). In 2004, the proportion of African-
Americans who identified marijuana as their primary
drug of choice increased in metropolitan Atlanta (56
percent vs. 46 percent in 2003) (exhibit 5) and de-
creased in non-metropolitan Atlanta (24 percent vs.
39 percent in 2003). Similar to 2003, the vast major-
ity of users (81 percent) in 2004 were at least 35
years old. In metropolitan Atlanta, treatment admis-
sions of individuals 17 and younger (n=112) were
more frequent than admissions age 18-25 (109). This
trend was consistent in non-metropolitan public
treatment facilities where individuals 17 and younger
(n=401) were more likely to enter treatment than in-
dividuals 18-25 (391). Alcohol was the most popular
secondary drug of choice for marijuana users, fol-
lowed by cocaine and methamphetamine for both
metropolitan and non-metropolitan Atlanta admis-
sions.

Marijuana, which is readily available in Atlanta and
the rest of Georgia, retails for about $10-$20 per
gram and $100-$350 per ounce, according to the
DEA. Atlanta serves as a regional distribution center
for marijuana. Most of the marijuana in Georgia
comes from Mexico, although locally grown mari-
juana is also on the market. Colombian and Jamaican
marijuana are purportedly present but less available.
Mexican drug cartels are the primary transporters and
wholesale distributors of Mexican-grown marijuana.
Local gangs (African-American and Hispanic) and
local independent dealers (African-American and
White) are the primary resale distributors.

Marijuana seizures increased 150 percent between
2002 and 2003, with HIDTA Task Force officers
confiscating 1,741.17 kilograms of bulk marijuana
and 210 cannabis plants. The NFLIS report for 2004
indicates that 14.4 percent of all drug-related items
confiscated test positive for marijuana (exhibit 6).
This proportion indicates a decrease from 2003, when
23 percent of all drug-related items tested positive for
marijuana. According to The Georgia Governor's
Task Force on Drug Suppression, 58 percent of
Georgia’s 159 counties have been reported as signifi-
cant locations for marijuana cultivation.

Ethnographic data continue to support treatment and
law enforcement data that indicate the widespread
availability and use of marijuana in Atlanta. Hydro-
ponic cultivation of marijuana has become more
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popular due in part to the DEA’s eradication pro-
gram.

Stimulants

Methamphetamine is the most abused stimulant in
Atlanta, and its use is increasing. Law enforcement
efforts to stop the spread of this drug have involved
seizures and closures of clandestine labs. Metham-
phetamine is an increasing threat in the suburban
areas because of the drug’s price and ease of avail-
ability, and it is replacing some traditional drugs as a
less expensive, more potent alternative. Moreover,
frequent media reports; recent strengthening of crimi-
nal penalties for the manufacture, transfer, and
possession of methamphetamine; and the statewide
illegalization of transporting materials used in its
production have fueled the growing concerns over the
dangers the drug poses. Methamphetamine is not
only a party drug, but it is also used for weight loss or
as a way to keep up with demanding work schedules.

There were 567 ED reports of methamphetamine in
the Atlanta metropolitan area from January through
December 2004 according to unweighted data ac-
cessed from DAWN Live! (exhibit 2). During this
same period, the ratio of men to women among
methamphetamine ED reports was nearly 2:1. Al-
though race/ethnicity was not documented for 19
percent of these patients, Whites represented nearly
70 percent of the methamphetamine ED reports (ex-
hibit 3). ED reports among patients between the ages
of 25 and 44 totaled 346 (61 percent of all metham-
phetamine ED reports).

There were 367 ED amphetamine reports in the At-
lanta metropolitan area in 2004 (exhibit 2). The gap
between male and female ED reports for ampheta-
mine was narrow (exhibit 3), with a male-to-female
ratio of 1.3:1. More than three out of four ampheta-
mine-related ED patients were White, while African-
Americans represented 8 percent of these patients.

The proportion of treatment admissions in metropoli-
tan and non-metropolitan areas for methamphetamine
continues to rise faster than for any other classifica-
tion of drug. In 2004, 8.5 percent (n=680) of public
treatment admissions reported methamphetamine as
the primary drug of choice, compared with 5.1 per-
cent (543) in 2003 and 3.1 percent (377) in 2002 (ex-
hibit 4). The proportion of admissions for metham-
phetamine in non-metropolitan Atlanta was more
than 14 percent, the highest percentage ever reported.
The number of women in metropolitan Atlanta who
reported to treatment for methamphetamine-related
causes increased in 2004 and represented more than
53 percent of all admissions. In treatment centers
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outside of metropolitan Atlanta, the percentage of
women entering treatment (56 percent) remained
nearly identical to 2003. Most users were White; in
fact, Whites accounted for 96 percent of treatment
admissions in metropolitan Atlanta during 2004 (ex-
hibit 5). Nevertheless, the proportions of African-
American and Hispanic users are growing. Regard-
less of demographic area, more than 78 percent of
statewide treatment admissions were individuals
older than 35. Metropolitan Atlanta treatment admis-
sions were most likely to smoke methamphetamine
(47 percent), followed by snort (23 percent), and in-
ject (13 percent). Non-metropolitan Atlanta treatment
admissions preferred to smoke (56 percent), inject
(15 percent), and orally consume methamphetamine
(14 percent).

According to the DEA and HIDTA, methampheta-
mine popularity continues to rise, in part because of
its low price and ready availability. In 2004,
methamphetamine typically sold for $110 per gram,
$1,316 per ounce, and $8,250 per pound.

Law enforcement officials report that methampheta-
mine has emerged as the primary drug threat in sub-
urban communities in neighboring Fulton and
DeKalb Counties. The Atlanta HIDTA task force
found that more than 68 percent of participating law
enforcement agencies identified methamphetamine as
posing the greatest threat to their areas. Metham-
phetamine accounted for more than 30 percent of
NFLIS tests of seized drugs in 2004, compared with
23 percent in 2003. In 2004, the proportion of posi-
tive methamphetamine tests among seized drugs
ranked second behind only cocaine (exhibit 6). In
2003, the proportion of methamphetamine-related
items had ranked third behind cocaine and marijuana.
The HIDTA task force seized more methampheta-
mine in 2004 than in previous years. These seizures
in 2004 included 14.6 kilograms of methampheta-
mine and 11.4 kilograms of crystal methamphetamine
or “ice.” HIDTA investigators also report an increase
among African-Americans using methamphetamine
in Atlanta. Ethnographic data from Atlanta-area drug
research studies among individuals age 18-25 sup-
port this trend.

Depressants

The use of depressants, especially benzodiazepines,
is on the rise in Atlanta. The most commonly abused
benzodiazepine is alprazolam (Xanax). Only a few
people admitted for drug treatment chose benzodi-
azepines as their secondary or tertiary drug of choice,
but ME reports for these drugs continued to increase.

The number of unweighted ED reports in metropoli-
tan Atlanta consists of the following: 96 barbiturates,
814 benzodiazepines, and 268 miscellaneous other
depressants.

The treatment data from publicly funded programs
included depressants such as barbiturates and benzo-
diazepines only as secondary and tertiary drug
choices for 2004. In metropolitan Atlanta, nearly 1
percent of primary heroin and methamphetamine
users chose benzodiazepines as a secondary drug
choice. These percentages are consistent with the
figures from the previous 3 years.

The DEA considers benzodiazepines and other pre-
scription depressants to be a minor threat in Georgia.
The pills are widely available on the street, but their
abuse does not seem to have reached the levels of
oxycodone and hydrocodone abuse. According to the
NDIC and DEA Georgia Threat Assessment (April
2003), local dealers tend to work independently and
typically sell to “acquaintances and established cus-
tomers.” These primarily White dealers and abusers
steal prescription pads, rob pharmacies, and attempt
to convince doctors to prescribe the desired pills.

Hallucinogens

The epidemiological indicators and law enforcement
data do not indicate much hallucinogen use in At-
lanta. Despite these data, there was an increase in
ethnographic reports of phencyclidine (PCP) in the
past 12 months.

In 2004, there were 24 total ED reports for lysergic
acid diethylamide (LSD) according to the unweighted
DAWN Live! data. Most of the 2004 ED reports in-
volved men rather than women, with a ratio of 5:1.
Whites and African-Americans represented equal
numbers (n=9) of ED patients for LSD. In 2004, the
majority of LSD patients were age 18-29 (67 per-
cent). The total number of ED reports for PCP in
2004 was 47. PCP reports were highest among White
males between the ages of 35 and 44 and 18 and 24.

Treatment data for hallucinogens are only available
for secondary and tertiary drug abuse categories, and
these are listed as PCP and “other hallucinogens.” In
2004, hallucinogens were listed 14 times as a secon-
dary or tertiary drug of choice in metropolitan At-
lanta. “Other hallucinogens” were listed 30 times as a
secondary drug of abuse and 41 times as a tertiary
drug in non-metropolitan areas, also consistent with
previous years.
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In 2004, LSD accounted for only 0.04 percent of
drugs analyzed by NFLIS. The DEA reports an in-
crease in the availability of LSD, especially among
White traffickers/users age 18-25. LSD is usually
encountered in school settings and is imported
through the U.S. Postal Service. No PCP items were
reported by NFLIS in FY 2004.

Club Drugs

While so-called club drugs—methylenedioxymeth-
amphetamine (MDMA or ecstasy), gamma hydroxy-
butyrate (GHB), and ketamine—appear relatively
infrequently in epidemiological data, ethnographic
and sociologic research suggests continued frequency
in use, particularly among metropolitan Atlanta’s
young adult population.

According to unweighted data accessed from DAWN
Live!, there were 75 ED MDMA reports in 2004 (ex-
hibit 2). MDMA reports by males exceeded those by
females by almost double (1.6:1 ratio) (exhibit 3).
There was an approximately even ratio (1:1.1) among
Whites and African-Americans; there were no ED
MDMA reports involving Hispanics. Young adults
(age 21-29) represent 56 percent of ED MDMA pa-
tients. The reported route of administration for
MDMA was almost exclusively oral. More than one-
half of ED MDMA cases were referred to other treat-
ment or admitted for detoxification or psychiatric
treatment.

Atlanta serves as a distribution point for MDMA to
other U.S. cities. According to the NDIC, most of
the MDMA available in Georgia is produced in
northern Europe and flown into major U.S. cities,
including Atlanta. The NFLIS reported that in 2004,
MDMA accounted for 2.0 percent of substances
tested in suspected drug cases (exhibit 6); methyl-
enedioxyamphetamine (MDA) accounted for another
0.4 percent. The April 2003 NDIC and DEA Geor-
gia Threat Assessment indicated that most dealers are
White middle and upper class high school and col-
lege students between the ages of 18 and 25. The
drug retails at $20-$30 per tablet, according to a July
2003 report by the NDIC, although ethnographic data
indicate that many users buy ecstasy in bulk. Users
report that bulk ecstasy rates are $5-$10 per pill. An
emerging trend among young adults is “candy flip-
ping,” or combining MDMA and LSD, according to a
local university report.

There were a total of 50 unweighted GHB ED reports
in 2004. GHB reports for males exceeded those for
females (exhibit 3), at a ratio of 4.6:1. GHB ED re-
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ports were also predominantly White (8 to 1 African-
American, with only 2 Hispanic reports in this time
period). Seventy-six percent of GHB reports occurred
among those age 25-44. There were no ED GHB
reports for those younger than 18, and there was only
one report for the 45 and older category. The reported
preferred route of administration was almost exclu-
sively oral.

The NDIC reports that the primary distributors and
abusers of GHB are White young adults. The DEA
Atlanta Division reports that in 2003, liquid GHB
sold for $500 to $1,000 per gallon and $15 to $20 per
dose (one dose is usually the equivalent of a capful
from a small water bottle).

In 2004, there were five unweighted ED ketamine
reports among males and none among females.

INFECTIOUS DISEASES RELATED TO SUBSTANCE
ABUSE

At the end of 2003, Georgia ranked eighth in the Na-
tion for cumulative AIDS cases. At the end of 2001,
the State was ninth. The number of overall AIDS
cases was significantly higher in 2003 (22 per
100,000 population) than in 2002 (17.2 per 100,000
population). Approximately 1,907 new AIDS cases
were reported in the State in 2003, for a cumulative
total of 14,023 persons living with AIDS. HIV sur-
veillance nationwide indicates a consistent increase
in new infections.

In 2003, nearly 73 percent of all new AIDS diagnoses
were male, while African- Americans accounted for
74 percent of these total cases. In Georgia, nearly 73
percent of the new HIV/AIDS cases were older than
25, with the highest prevalence occurring among 35—
44 year-olds. The majority of new AIDS cases in
Georgia continue to come from Atlanta’s Fulton and
DeKalb Counties.

New cases of sexually transmitted diseases identified
in Georgia in 2003 included chlamydia (n=35,686),
gonorrhea (n=17,686), and syphilis (n=585). In 2003,
there were 484 statewide total cases of hepatitis B
and 64 statewide reports of hepatitis C; the majority
of cases originated in the Atlanta metropolitan area.

For inquiries concerning this report, please contact Brian J. Dew,
Ph.D., LPC, Assistant Professor, Georgia State University, De-
partment of Counseling and Psychological Services, P.O. Box
3980, Atlanta, GA 30302-3980, Phone: (404)651-3409, Email:
<bdew@gsu.edu>.
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Exhibit 1. Data Completeness for Atlanta Metropolitan Area DAWN Lijve! Emergency Departments

(n=30)," by Month: 2004

. . No. of EDs Reporting per Month:
. No. of Hospi- Total EDs in o
Tzlt:LEiltlagllsqle tals in DAWN DAWN ?am- Completeness of Data (%) NOIIR::) Errt’i?‘n got
Sample ple 90-100% 50-89% <50%
39 30 33 16-18 0-2 0-1 14-16

'Short-term, general, non-Federal hospitals with 24-hour emergency departments based on the American Hospital
Association Annual Survey.

“Some hospitals have more than one emergency department.

SOURCE: DAWN Live!, OAS, SAMHSA, updated 4/13-4/14, 2005

Exhibit 2. Number of Drug Reports in Drug-Related ED Visits, by Drug Category (Unweighted): 2004

Stimulants _ 934
- 567 Methamphetamine
- 367 Amphetamines

Heroin -483
75
T

MDMA F
0

"The unweighted data are from 16—18 EDs reporting to Atlanta hospitals reporting to DAWN in 2004. All DAWN cases are re-
viewed for quality control. Based on this review, cases may be corrected or deleted, and, therefore, are subject to change.
SOURCE: DAWN Live!, OAS, SAMHSA,; updated 4/13—4/14/2005
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Exhibit 4. Percentages of Primary Treatment Admissions in Atlanta: FYs 2000—-2004

Drug FY 2000 FY 2001 FY 2002 FY 2003 FY 2004
Cocaine/Crack 58.3 58.5 43.1 42.8 39.5
Heroin 6.6 6.7 7.6 6.3 5.6
Marijuana 16.0 15.5 18.7 20.0 21.7
Methamphetamine 1.5 1.6 3.1 5.1 8.5
Other Drugs' 17.6 26.1 21.3 25.8 24.6
Total Admissions (N=) (6,990) (7,996) (7,909) (7,178) 7,996

"Includes “alcohol-in-combination.”
SOURCE: Georgia Department of Human Resources

Exhibit 5. Metropolitan Atlanta Public Substance Abuse Treatment Admissions, Selected Drugs by Race:

2004

2,500

2,000 -

1,500 -

1,000 -

500 -
® T~ Acohon
co .O "f" Cocaine Marijuana Heroin Methamphetamine
Combination

O White 632 834 656 206 653
Black 1,300 2,265 978 230 14
O Hispanic 19 44 63 10
B Other’ 20 32 52 4 5

'Other Category includes Asian, American Indian, multicultural, or other race.
SOURCE: Georgia Department of Human Resources

Exhibit 6. Number of Analyzed Items and Percentage of All ltems Tested in Atlanta: 2004

Drug Number Percent
Cocaine 7,923 44.2
Methamphetamine 5,434 30.3
Cannabis 2,578 144
Alprazolam 380 21
MDMA/MDA 424 2.4
Hydrocodone 315 1.8
Heroin 194 1.1
Oxycodone 159 0.9
Methadone 83 0.5
Diazepam 65 0.4
Other' 301 1.9
Total 17,922 100.0

"Includes carisoprodol, amphetamine, clonazepam, morphine, codeine, psilocin, non-controlled non-narcotic drug, methylphenidate,
ketamine, gamma hydroxybutyrate, hydromorphone, 1-(3-trifluoromethylphenyl)-piperazine, lorazepam, and lysergic acid diethyla-
mide.

SOURCE: NFLIS, DEA
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Exhibit 7. Number of Prescription Drug Misuse Reports in Drug-Related ED Visits,
by Case Type (Unweighted'): 2004

Benzodiazepines 814
Hydrocodone 268

Oxycodone 212

'"The unweighted data are from 16—18 EDs reporting to Atlanta hospitals reporting to DAWN in 2004. All DAWN cases are reviewed
for quality control. Based on this review, cases may be corrected or deleted, and, therefore, are subject to change.
SOURCE: DAWN Live!, OAS, SAMHSA; updated 06/04/205
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Drug Use in the Baltimore
Metropolitan Area: Epidemi-
ology and Trends, 2000-2004

Leigh A. Henderson, Ph.D., and Doren H.
Walker, M.S."

ABSTRACT

Heroin indicators for the Baltimore metropolitan
area as a whole have generally indicated an in-
crease over 2001 levels. In 2004, heroin was respon-
sible for 52 percent of drug-related treatment ad-
missions. Heroin use in the Baltimore metropolitan
area is complex. There are several groups of heroin
users differing by urbanicity, route of administra-
tion, age, and race. Baltimore has a core of older
African-American heroin users, both intranasal
users (37 percent of all 2004 heroin treatment ad-
missions) and injectors (19 percent all 2004 heroin
treatment admissions). White users entering treat-
ment for heroin were younger and were predomi-
nantly injectors (29 percent of all 2004 heroin
treatment admissions) rather than intranasal users
(10 percent of all heroin treatment admissions).
Cocaine indicators also began to increase in 2001.
In 2004, cocaine use was reported by 50 percent of
drug-related treatment admissions in the Baltimore
PMSA, with 14 percent reporting primary use and
36 percent reporting use secondary to use of alcohol
or another drug. Cocaine smoking was the most
prevalent route of administration among both pri-
mary and secondary users, followed by injection
and intranasal use. Cocaine use was associated with
heroin use, but the preferred route of administra-
tion of heroin differed with the preferred route of
administration of cocaine. More than one-third (37
percent) of cocaine smokers used intranasal heroin.
Almost all cocaine injectors (90 percent) injected
heroin. More than one-third (35 percent) of intra-
nasal cocaine users used heroin intranasally. Indi-
cators of marijuana use have tended to increase
since 2000. Like cocaine, marijuana was reported
more frequently as a secondary substance than as a
primary substance—34 percent of drug-related
treatment admissions used marijuana, 15 percent as
a primary substance and 19 percent as a secondary
substance. More often than not, marijuana use in
the indicator data sets was associated with the use of
alcohol or other drugs—in 2004, 61 percent of
marijuana treatment admissions reported use of

" The authors are affiliated with Synectics for Management Deci-
sions, Inc., Arlington, Virginia.

additional substances. Persons entering treatment
for primary marijuana use were young—44 percent
were less than age 18. A large proportion of 2004
marijuana treatment admissions (62 percent) repre-
sented referrals through the criminal justice system.
Indicators for opiates and narcotics other than her-
oin have increased over the past several years.
Stimulants other than cocaine are rarely mentioned
as the primary substance of abuse by treatment ad-
missions.

INTRODUCTION
Area Description

The Baltimore primary metropolitan statistical area
(PMSA) was home to some 2.6 million persons in
2004. It comprises Baltimore City and the suburban
counties of Anne Arundel, Baltimore, Carroll, Har-
ford, Howard, and Queen Anne’s. Baltimore City is
the largest independent city in the United States. The
city’s population declined from 735,000 in 1990 to
629,000 in 2003. The population of the surrounding
counties has grown from approximately 1.7 million
in 1990 to 2.0 million in 2004.

The city and the suburban counties represent dis-
tinctly different socioeconomic groups. In 2000, me-
dian household income in the city was $30,000, and
23 percent of the population lived in poverty. In the
suburban counties, however, median household in-
come ranged from $51,000 to $74,000, and the pov-
erty rate averaged 5 percent. In 2000, the median
value of a single-family home was $69,100 in the city
and averaged $152,000 in the suburban counties. The
2000 population composition of the city differed
markedly from that of the surrounding counties: 32
percent White and 64 percent African-American,
versus 80 percent White and 15 percent African-
American, respectively. Two percent of the popula-
tion in the city and 3 percent of the population in the
suburban counties was Asian. Two percent of the
population in both the city and the suburban counties
was Hispanic.

The Baltimore area is a major node on the north-south
drug trafficking route. It has facilities for entry of
drugs into the country by road, rail, air, and sea. Balti-
more is located on Interstate 95, which continues north
to Philadelphia, New York, and Boston, and south to
Washington, DC, Richmond, and Florida. Frequent
daily train service is available on this route. The area is
served by three major airports (Baltimore-Washington
International Airport in Baltimore County and Reagan
National and Dulles Airports in the vicinity of Wash-
ington, DC, approximately 50 miles from the Balti-
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more City center). Baltimore is also a significant active
seaport. The area has numerous colleges and universi-
ties and several military bases.

Data Sources

e Population and demographic data, including
population estimates for 1990-2003 and income,
poverty, and housing cost estimates for 2000 for
Maryland counties, were derived from U.S. Bu-
reau of the Census data (electronic access:
<http://factfinder.census.gov> last accessed June
13, 2004).

e Treatment admissions data were provided by
the Maryland Alcohol and Drug Abuse Admini-
stration, Department of Health and Mental Hy-
giene, for 1992 through 2004. Data are presented
for the PMSA as a whole, as well as separately
for Baltimore City and the suburban counties.
Included are those programs receiving both pub-
lic and private funding. All clients are reported,
regardless of individual source of funding. Sig-
nificant omissions are the Baltimore City and
Fort Howard Veterans’ Administration Medical
Centers, which do not report to the State data
collection system. Treatment data in this report
exclude admissions for abuse of alcohol alone
(about 15 percent of all treatment admissions).
Admissions with primary abuse of alcohol and
secondary/tertiary abuse of drugs (about 12 per-
cent of all admissions) are included.

e Emergency department (ED) drug mentions
data were provided by the Drug Abuse Warning
Network (DAWN), Office of Applied Studies
(OAS), Substance Abuse and Mental Health
Services Administration (SAMHSA), for the
Baltimore PMSA for 2004. Data reflect cases
that have been received by DAWN as of: 4/13-
14/2005. All DAWN cases are reviewed for
quality control. Based on this review, cases may
be corrected or deleted. Data are unweighted,
noncomparable across areas, and subject to
change. DAWN data are reported for the follow-
ing case types: Suicide attempt, Seeking detox,
Alcohol only (age<21), Adverse reaction, Over-
medication, Malicious poisoning, Accidental in-
gestion, and Other. Data are reported for all case
types combined (except Seeking detox, which is
reported for all major substances combined) for
major substances of abuse (Cocaine, Heroin,
Marijuana, Amphetamines, Methamphetamine,
MDMA (Ecstasy), GHB, Ketamine, LSD, PCP,
Miscellaneous hallucinogens, Inhalants, and
Combinations NTA). For other substances, only
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the case types Seeking detox, Overmedication,
and Other are included. In the Baltimore PMSA,
there were 21 hospitals with 24 EDs in the
DAWN sample, reporting for 182 of a possible
288 months, a response rate of 63 percent.

e  Mortality data were provided by the Drug Abuse
Warning Network (DAWN), Office of Applied
Studies (OAS), Substance Abuse and Mental
Health Services Administration (SAMHSA), for
the Baltimore PMSA for 2003. Drug Abuse Warn-
ing Network, 2003. Area Profiles of Drug Mortal-
ity. DAWN Series D-27, DHHS Pub. No. (SMA)
05-4023. Rockville, MD, 2005.

e Illicit drug prices were provided by the Na-
tional Drug Intelligence Center, Narcotics Digest
Weekly 3(52), December 28, 2004, for July
2004-December 2004.

e Data on drug seizures were provided by the
National Forensic Laboratory Information Sys-
tem (NFLIS), for January-December, 2004.

DRUG ABUSE PATTERNS AND TRENDS

Polydrug use in general is the norm in the Baltimore
PMSA. About three-quarters of drug-related treat-
ment admissions in 2004 reported problems with at
least one substance other than their primary sub-
stance. In 2003, 87 percent of the 538 drug-related
deaths reported to the area’s medical examiners in-
volved multiple substances. DAWN emergency de-
partment (ED) data for 2004 (see notes under Data
Sources above) reported 3,876 DAWN non-detox
cases, and 10,528 mentions of major substances of
abuse among these cases, an average of 2.7 sub-
stances per case.

Cocaine/Crack

Cocaine indicators (treatment admission rates, rates
of ED mentions, and cocaine-involved deaths) all
began to increase in 2001 (exhibit 1). Cocaine was
present in 226 (42 percent) of drug-related deaths in
2003. The cocaine treatment admission rate increased
from 162 per 100,000 population age 12 and over in
2000 to 225 per 100,000 in 2003 (exhibit 2). The rate
declined slightly, to 203 per 100,000, in 2004.

In 2004, cocaine was mentioned by 43 percent of the
DAWN non-detox ED cases (see notes under Data
Sources above), a proportion similar to the 43 percent
of ED cases involving heroin. The cocaine and heroin
cases were demographically similar—64 percent
male, 44 percent and 46 percent White, respectively,
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and twenty-one percent of each aged 45 or older. It is
likely that many of the ED cases reflect co-use of
cocaine and heroin (see Exhibit 4, below).

Smoked cocaine (crack) represented 79 percent of the
treatment admissions for primary cocaine use in the
Baltimore PMSA in 2004 (exhibit 2). The population
in treatment for cocaine smoking has aged (exhibit
3). About three-quarters (72 percent) were age 35 or
older in 2004, an increase from 59 percent in 2000.
The median age at admission to treatment was 39
years, compared with 36 in 2000. Almost one-half
(45 percent) of those in treatment for smoking co-
caine were women, and about two-thirds (65 percent)
were African-American. The majority (62 percent) of
the cocaine smokers had been in treatment before,
and most (67 percent) were referred through sources
other than the criminal justice system. Daily use of
smoked cocaine was reported by 42 percent, and use
of other drugs in addition to smoked cocaine was
reported by more than two-thirds (69 percent). Alco-
hol was the most common secondary drug (used by
47 percent), followed by marijuana (23 percent) and
heroin used intranasally (14 percent). Only 3 percent
of crack smokers reported heroin injection.

Primary use of cocaine represented 14 percent of
drug-related treatment admissions in 2004, well be-
hind the 52 percent of admissions represented by
primary use of heroin (exhibit 2). Despite the appar-
ent dominance of heroin in the Baltimore PMSA,
testing of some 40,000 items in FY 2004 by the Na-
tional Forensics Laboratory found that 43 percent
were cocaine and 26 percent were heroin. This appar-
ent discrepancy may be explained by the use of co-
caine as a secondary substance. Cocaine was reported
as a secondary substance by 36 percent of treatment
admissions in 2004 (exhibit 2), meaning that 50 per-
cent of treatment admissions reported cocaine abuse
as a primary or secondary problem.

Exhibit 4 compares the characteristics of treatment
admissions for primary and secondary cocaine use
according to the route of administration of cocaine.
Cocaine smoking was the most prevalent among both
primary and secondary users, followed by injection
and intranasal use. Differences between primary and
secondary users were generally small, although sec-
ondary users were consistently less likely to be enter-
ing treatment for the first time than primary users.
User characteristics were more pronounced between
routes of administration. Cocaine smokers were more
likely to be female (50 percent of cocaine smokers,
compared to 39 percent of injectors and 32 percent of
intranasal users), African-American (67 percent, 51
percent, and 42 percent, respectively), age 35 and

older (70 percent, 60 percent, and 54 percent, respec-
tively). Cocaine smokers were less likely to be age 25
and younger (9 percent, compared with 18 percent of
injectors and 25 percent of intranasal users). Cocaine
smokers and injectors were more likely to be treated
in the City (67 percent and 69 percent, respectively,
compared to 44 percent of the intranasal users).

Cocaine use was associated with heroin use, but the
preferred route of administration of heroin differed
with the preferred route of administration of cocaine
(exhibit 4). More than one-third (37 percent) of co-
caine smokers used intranasal heroin—50 percent as
their primary substance, and 14 percent as a secon-
dary substance. Almost all cocaine injectors (90 per-
cent) injected heroin—93 percent as their primary,
and 60 percent of as a secondary substance. More
than one-third (35 percent) of intranasal cocaine users
used heroin intranasally—41 percent as their primary
substance problem, and 10 percent as a secondary
problem.

Thirty-seven percent of the cocaine smokers reported
cocaine smoking as their primary problem (exhibit
4). Secondary cocaine smokers were somewhat more
likely to be female (53 percent of secondary smokers,
compared to 45 percent of primary smokers), and
more likely to be treated in Baltimore City (71 per-
cent and 60 percent, respectively). Other primary
problems reported by secondary cocaine smokers
were alcohol (21 percent) and heroin injection (21
percent).

Only 7 percent of the cocaine injectors reported co-
caine injection as their primary problem (exhibit 4).
Secondary cocaine injectors were somewhat older
(49 percent of secondary injectors, compared to 37
percent of primary injectors). They were less likely to
be experiencing a first treatment episode (26 percent
of secondary injectors, compared to 33 percent of
primary injectors). They were less likely to enter
treatment through a criminal justice referral (25 per-
cent of secondary injectors, compared to 31 percent
of primary injectors). Secondary injectors were
somewhat more likely to be treated in Baltimore City
(70 percent and 64 percent, respectively).

About one-fifth (22) percent of the cocaine inhalers
reported cocaine inhalation as their primary problem
(exhibit 4). Secondary cocaine inhalers were less
likely to be experiencing a first treatment episode (41
percent of secondary inhalers, compared to 49 per-
cent of primary inhalers). They were more likely to
enter treatment through a criminal justice referral (38
percent of secondary inhalers, compared to 19 per-
cent of primary inhalers). Secondary inhalers were
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somewhat less likely to be treated in the suburban
counties (55 percent and 63 percent, respectively).

Exhibit 5 compares the number of cocaine treatment
admissions (primary, secondary, or tertiary use) in
2004 by route of administration, age, and race. For all
three routes of administration, the younger users
tended to be White rather than African-American.

Prices for powdered cocaine for the second half of
2004 were reported as $20,000-$32,000 per kilogram
at the wholesale level; $900-$1,200 per ounce at
midlevel; and $0-$200 per gram at the retail level.
Prices for crack cocaine were reported as $20,000—
$26,000 per kilogram at the wholesale level; $600—
$1,200 per ounce at midlevel, and $40-$200 per
gram at the retail level. For powdered cocaine, the
price range at the wholesale kilogram level was un-
changed from the second half of 2003, while the
lower limit for a retail-level gram was less. For crack
cocaine, the lower limit for a wholesale kilogram was
unchanged from the second half of 2003, while the
lower limit for a retail-level gram was less.

Heroin

Heroin indicators for the Baltimore metropolitan area
as a whole generally indicated an increase over 2001
levels (exhibit 1). Opiates were present in 469 (87
percent) of drug-related deaths in 2003. The heroin
treatment admission rate increased from 652 per
100,000 population age 12 and over in 2001 to 893
per 100,000 in 2003 (exhibit 2). However, it declined
slightly to 770 per 100,000 in 2004.

In 2004, heroin was mentioned by 43 percent of the
DAWN non-detox ED cases (see notes under Data
Sources above), a proportion similar to the 43 percent
of ED cases involving cocaine. The heroin and co-
caine cases were demographically similar—64 per-
cent male, 44 percent and 46 percent White, respec-
tively, and twenty-one percent of each aged 45 or
older. It is likely that many of the ED cases reflect
co-use of heroin and cocaine (see Exhibit 4, below).

Heroin use in the Baltimore metropolitan area is
complex. There are several groups of heroin users
differing by urbanicity, route of administration, age,
and race. In 2004, the heroin treatment admission rate
was about seven times higher in Baltimore City than
in the suburban counties (exhibit 2).

In Baltimore City, intranasal use was the preferred
route of administration among treatment admissions
(exhibit 2), and the admission rate for intranasal use
was 26 percent higher than for injection. In the sub-

Proceedings of the Community Epidemiology Work Group, Vol. 11, June 2005

urban counties, however, the rate for heroin injection
was 86 percent higher than for inhalation.

Exhibit 6 compares the number of treatment admis-
sions in 2004 by route of administration, age, and
race. Baltimore has a core of older African-American
heroin users, both injectors and intranasal users.
White users entering treatment for heroin were
younger and were predominantly injectors.

African-American heroin intranasal users made up 37
percent of the heroin-using treatment admissions in
the Baltimore PMSA in 2004, and most (89 percent)
were treated in Baltimore City. Among heroin intra-
nasal users in the city (exhibit 7), most admissions
were African-American (88 percent) and were age 35
and older (74 percent). Almost half (47 percent) of
the intranasal heroin users were women. The median
age at admission was 39, and the median duration of
use before first entering treatment was 14 years. Sev-
enty percent reported daily heroin use. About one-
third (31 percent) entered treatment through the
criminal justice system, and about one-third (34 per-
cent) were receiving treatment for the first time.
Two-thirds (68 percent) reported use of other drugs—
42 percent smoked cocaine, 24 percent used alcohol,
11 percent used marijuana, and 9 percent used co-
caine intranasally.

White heroin injectors made up 29 percent of the
heroin-using treatment admissions in the Baltimore
PMSA in 2004, and more than half were (59 percent)
were treated in the suburban counties. Among heroin
injectors in the suburban counties (exhibit 8), most
admissions were White (86 percent). More than one-
third (38 percent) of suburban injectors were age 25
and younger. Sixty percent of the suburban heroin
injectors were male. The median age at admission
was 28, and the median duration of use before first
entering treatment was 6 years. About two-thirds (68
percent) reported daily heroin use. About one in five
(23 percent) entered treatment through the criminal
justice system, and one-third (31 percent) were re-
ceiving treatment for the first time. More than two-
thirds (70 percent) reported use of other drugs—, 29
percent injected cocaine, 28 percent used marijuana,
21 percent used alcohol, 15 percent smoked cocaine,
and 8 percent used opiates other than heroin.

African-American heroin injectors made up 19 per-
cent of the heroin-using treatment admissions in the
Baltimore PMSA in 2004. Most (88 percent) were
treated in Baltimore City. Among heroin injectors in
the city (exhibit 8), the majority of admissions (58
percent) were African-American, and were age 35
and older (66 percent), although the proportion of
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injection users age 25 and younger increased from 9
percent in 2000 to 14 percent in 2004. Some 43 per-
cent of the city’s heroin injectors were women. The
median age at admission was 40, and the median du-
ration of use before first entering treatment was 14
years. Most (79 percent) reported daily heroin use.
Less than one-quarter (20 percent) entered treatment
through the criminal justice system, and about one-
quarter (27 percent) were receiving treatment for the
first time. Most (76 percent) reported use of other
drugs—47 percent injected cocaine, 23 percent used
alcohol, 15 percent smoked cocaine, and 7 percent
used marijuana.

White heroin intranasal users made up 10 percent of
the heroin-using treatment admissions in the Balti-
more PMSA in 2004. Almost two-thirds (63 percent)
were treated in the suburban counties. Among heroin
intranasal users in the suburban counties (exhibit 7),
more than half (59 percent) were White, and 49 per-
cent were age 35 and older, although the proportion
of intranasal users age 25 and younger was 23 per-
cent in 2004. Some 35 percent of the suburban intra-
nasal users were women. The median age at admis-
sion was 34, and the median duration of use before
first entering treatment was 7 years. Most (63 per-
cent) reported daily heroin use. About one-quarter
(27 percent) entered treatment through the criminal
justice system, and 43 percent were receiving treat-
ment for the first time. A majority (66 percent) re-
ported use of other drugs—21 percent each smoked
cocaine, used alcohol, and/or used marijuana, 17 per-
cent used cocaine intranasally, and 11 percent used
opiates other than heroin.

In 2004, there were 4,531 DAWN heroin ED cases, a
number similar to the 4,511 cases involving cocaine.
Given the co-use of heroin and cocaine demonstrated
in Exhibit 4, it is likely that these cases represent use
of both these drugs by the individual seeking ED
care. The heroin and cocaine cases were demographi-
cally similar as well—64 percent male, 44 percent
and 46 percent White, respectively. Twenty-one per-
cent of both heroin and cocaine cases were aged 45
or older, and 56 percent of heroin cases were 35 or
older, as were 61 percent of cocaine cases.

Of the 37,000 items from Baltimore tested by the
National Forensic Laboratory in 2004, 26 percent
were heroin.

Most of the heroin sold in Baltimore is from South
America. Its purity for 2003 was reported by the
DEA’s Domestic Monitor Program as 35 percent
(based on 24 samples), and the price as $0.31 per mil-
ligram pure. Both priority and price were lower than
the national average of 42 percent putity and $0.77 per

milligram pure. One Southeast Asian sample was pur-
chased (purity, 20 percent; price $0.31 per milligram
pure, and one Southwest Asian sample was purchased
(purity, 2.8%, price $1.55 per milligram pure).

Other Opiates and Narcotics

For opiates and narcotics other than heroin, indicators
have increased over the past several years (exhibit 1).
Treatment admission rates for opiates other than her-
oin more than doubled between 2000 and 2003, from
23 per 100,000 population age 12 and over to 55 per
100,000 in 2003 and 2004 (exhibit 2). In 2004, there
were 1,307 ED cases involving opiates/opioids
among a subset of the DAWN ED cases (see notes
under Data Sources above). Forty-one percent of
these cases specified oxycodone, 7 percent specified
hydrocodone, 32 percent specified other opiates, and
the opiate was unspecified in 21 percent of cases

Opiates other than heroin were reported by 4 percent
of admissions as the primary substance of abuse, and
were reported by an additional 4 percent as a secon-
dary or tertiary substance (exhibit 2). Exhibit 9 com-
bines all admissions reporting opiates other than her-
oin as primary, secondary, or tertiary substances.
Treatment admissions involving opiates other than
heroin were primarily White (88 percent). Just over
half (57 percent) were male. Almost half (44 percent)
were ages 35 or older, although the proportion age 25
and younger increased from 21 percent in 2000 to 34
percent in 2004. The median age at admission was
32, and the mediation duration of use of opiates other
than heroin before first entering treatment was 4
years. Daily use of opiates other than heroin was re-
ported by 67 percent. Only a small proportion (13
percent) entered treatment through the criminal jus-
tice system, and 44 percent were entering treatment
for the first time.

Marijuana

Indicators of marijuana use have tended to increase
since 2000 (exhibit 1). The rates of marijuana ED
mentions increased significantly in 2002 over 2001.
The annual marijuana treatment admission rate in-
creased from 200 per 100,000 population age 12 and
over in 2000 to 249 per 100,000 in 2003, then de-
clined slightly to 222 in 2004 (exhibit 2). The propor-
tion of marijuana treatment admissions in 2004 was
higher in the suburban counties (20 percent of county
admissions) than in Baltimore City (11 percent of
City admissions), but the admission rate for 2004 was
higher in the city (380 per 100,000 population age 12
and over, compared with 173 per 100,000 in the
counties).
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In 2004, marijuana was mentioned by 12 percent of
the DAWN non-detox ED cases (see notes under
Data Sources above). Two-thirds (65 percent) were
male and 65 percent were White. Twenty-three per-
cent were less than 18 years of age, and another 30
percent were aged 18 to 24.

More often than not, marijuana use in the indicator
data sets was associated with the use of alcohol or
other drugs. Marijuana was more frequently reported
as a secondary substance than as a primary substance
by treatment admissions in the total PMSA in 2004,
at 15 percent and 19 percent, respectively (exhibit 2).
Among treatment admissions for primary marijuana
use in the total PMSA, 61 percent reported using ad-
ditional substances (exhibit 10). More than one-half
(53 percent) reported alcohol use, 8 percent reported
cocaine use, 3 percent reported use of heroin, and 3
percent reported use of opiates other than heroin.
Some 7 percent of admissions used other secondary
substances, primarily hallucinogens, stimulants, PCP,
tranquilizers, and sedatives.

Persons entering treatment for marijuana use were
young: 44 percent were less than age 18, and the me-
dian age at admission to treatment was 18 (exhibit
10). Marijuana admissions were primarily male (82
percent) and increasingly likely to be African-
American (51 percent in 2004, compared with 46
percent in 2000). A large proportion of marijuana
treatment admissions (62 percent) represented refer-
rals through the criminal justice system. Admissions
were likely to be experiencing their first treatment
episode (66 percent), and more than one-third (35
percent) reported daily marijuana use.

Of the 37,000 items from Baltimore tested by the
National Forensic Laboratory in 2004, 30 percent
were cannabis.

Prices for marijuana for the second half of 2004 were
reported as $2,390-$4,000 per pound for hydroponic
marijuana or $1,000-$1,600 per pound for commer-
cial grade marijuana at the wholesale level. Midlevel
prices were $275 per ounce for hydroponic and $130
per ounce for commercial grade. At the retail level,
prices were $35-$60 per one-quarter ounce or $20—
$40 per bag. The price range for hydroponic mari-
juana was slightly more for the wholesale-level kilo-
gram than in the second half of 2003. The lower limit
for commercial-grade marijuana at the wholesale-
level kilogram was more than in the second half of
2003, but the upper limit was unchanged. The price
range was unchanged for a retail-level one-quarter
ounce or bag.
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Stimulants

Stimulants other than cocaine were rarely mentioned
as the primary substance of abuse by treatment ad-
missions (exhibit 2). Nevertheless, the numbers, al-
though small, increased from 42 admissions in 2000
to 76 in 2004. The majority (68 percent) of the 2004
stimulant admissions were for methamphetamine,
and 24 percent were for amphetamine. The treatment
admission rate for stimulants increased from 2.0 per
100,000 population age 12 and over in 2000 to 3.5
per 100,000 in 2004.

In 2004, all stimulants combined were mentioned by
1 percent of the DAWN non-detox ED cases (see
notes under Data Sources above).

Other Drugs

Drugs other than alcohol, cocaine, heroin, opiates
(other than heroin), marijuana, and stimulants were
responsible for less than 2 percent of treatment ad-
missions in 2004 (exhibit 2). In 2004, in a subset of
DAWN ED cases (see notes under Data Sources
above), there were 59 cases involving methylenedi-
oxymethamphetamine (MDMA), 34 involving phen-
cyclidine (PCP), 19 involving inhalants, 18 involving
lysergic acid diethylamide (LSD), 7 involving keta-
mine, and 4 involving gamma hydroxylbutyrate
(GHB).

Treatment admissions for benzodiazepines and other
tranquilizers increased slightly, from 4.0 per 100,000
population age 12 and over in 2003 to 4.8 per
100,000 in 2004. In 2004, there were 888 DAWN ED
cases involving benzodiazepines.

Treatment admissions for barbiturates and other seda-
tives decreased slightly, from 4.2 per 100,000 popu-
lation age 12 and over in 2003 to 3.7 per 100,000 in
2004.

Treatment admissions for lysergic acid diethylamide
(LSD) increased from 2.4 per 100,000 population age
12 and over in 2003 to 3.1 per 100,000 in 2004.
Treatment admissions for PCP declined from 4.3 per
100,000 population age 12 and over in 2003 to 2.0
per 100,000 in 2004. Between 2003 and 2004, treat-
ment admissions for inhalants were relatively stable,
at 0.7 per 100,000 population age 12 and over in
2003 and 0.6 per 100, 000 in 2004. Treatment admis-
sions for over-the-counter drugs were unchanged at
0.5 per 100,000 population age 12 and over in 2003
and 2004.
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INFECTIOUS DISEASES RELATED TO DRUG ABUSE

The annual AIDS case report rate for 2003 for the
Baltimore PMSA (39 cases per 100,000) ranked fifth
behind New York City (59 per 100,000), Miami (46
per 100,000), San Francisco (45 per 100,000) and
Fort Lauderdale (40 per 100,000) (CDC 2003).

The Baltimore PMSA accounted for 64 percent and
63 percent, respectively, of Maryland’s incident and
prevalent human immunodeficiency virus (HIV)
cases, 59 percent of its incident AIDS case, and 60
percent of its prevalent AIDS cases (AIDS Admini-
stration 2004). Baltimore City by itself accounted for
51 percent of Maryland’s 2003 incident and prevalent
HIV cases, 46 percent of its incident AIDS cases, and
47 percent of its prevalent AIDS cases. The Balti-
more metropolitan area had an AIDS incidence rate
of 33 per 100,000 population for 2003, and an HIV
incidence rate of 49 per 100,000. The AIDS preva-
lence rate in the Baltimore metropolitan area in 2003
was 298 per 100,000 population, and the HIV preva-
lence rate was 382 per 100,000.

In 2003, Baltimore City’s prevalent HIV/AIDS cases
were about 62 percent male and 81 percent African-
American (AIDS Administration 2004). Forty-four
percent were aged 40—49 years, and another 24 per-
cent were aged 3039 years. Fifty-six percent of the
prevalent HIV/AIDS cases in Baltimore City in
which the risk category was determined were injec-
tion drug users (IDUs), 15 percent were non-IDU
men who had sex with men, and 26 percent involved
heterosexual transmission. In the suburban counties,
prevalent HIV/AIDS cases were 66 percent male and
55 percent African-American. Forty-one percent
were aged 4049, and another 29 percent were aged
30-39. For cases in which the risk category was de-
termined, 36 percent of prevalent HIV/AIDS cases in
the suburban counties were IDUs, 29 percent were
non-IDU men who had sex with men, and 31 percent
involved heterosexual transmission. In Maryland as a
whole, IDUs represented 47 percent of prevalent
HIV/AIDS cases in 2003.

In 1999, Baltimore City ranked highest among the 20
cities most burdened by sexually transmitted diseases
(STDs) for gonorrhea (949 per 100,000 population),
fifth for chlamydia (819 per 100,000 population), and
third for syphilis (38 per 100,000 population) (CDC
2000). By 2003, STD rates for Baltimore City had
decreased for gonorrhea (to 617 per 100,000) and for
syphilis (to 23 per 100,000), but had increased for
chlamydia (to 1,001 per 100,000) (AIDS Administra-
tion 2004).
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Voluntary HIV testing is offered to Maryland prison
entrants. Among those tested in 2003, 5 percent were
positive for HIV (AIDS Administration 2004). A 2002
survey of entrants to Baltimore City detention facilities
and Maryland State prison entrants found that newly
incarcerated females had much higher HIV rates than
newly incarcerated males (13 percent and 4 percent,
respectively) (AIDS Administration 2004).

The survey of prison entrants also found that 25 per-
cent had been infected by hepatitis B and 30 percent
had antibodies to hepatitis C (Solomon et al. 2004).
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