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1. INTRODUCTION

The EU-LAC Drug Treatment City Partnerships was an initiative coordinated by the
Inter-American Drug Abuse Control Commission (CICAD), Secretariat for Multidimensional
Security of the Organization of American States (OAS), and financed by the European
Commission. This initiative brought together cities in Latin America, the Caribbean, and the
European Union in a cooperative effort to improve policy and city decisions on the quality and
coverage of drug treatment and rehabilitation. The project built a foundation for long-term
cooperation between Europe, Latin America, and the Caribbean in this field.

The exchange and cooperation among more than 40 cities participating in the project
involved the following three areas of action:

1. Development of local policies at the city level for drug treatment in Latin America, the
Caribbean, and the European Union;
2. Upgrading of drug treatment services and expansion of cooperation with city government
agencies to provide more effective treatment programs; and
3. Promotion of drug treatment, supervised by the court system, as an alternative to
incarceration for drug addicts who commit crimes.

This initiative was the first ever between Europe, Latin America, and the Caribbean in
the drug treatment field. The Secretary General of the OAS, José Miguel Insulza, said in his
report to the 45th session of CICAD that: “if the governments are fully aware of the magnitude
and importance of the problem…our governments will be able to take the next step and
guarantee the necessary resources to execute those policies.”

As the key element of this project, the cities undertook assessment of the status of drug
treatment at the local level, with special attention to the description of care needs arising from
drug use, and the available supply of services.
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2. BACKGROUND
The European Commission’s Latin American Regional Strategy calls for: increased
attention to economically deprived and socially excluded populations who require access to drug
treatment and rehabilitation services; decentralization of policies, plans and projects to the local
level; and improved capacities of local authorities and civil society to tackle local adverse
consequences of drug use. The project strengthened synergies among civil society networks and
helped cities promote ethical treatment of drug users.

CICAD’s priorities and programs in the area of drug treatment, detailed below, have
focused thus far on creating regulations and the appropriate regulatory authority over drug
treatment; helping CICAD member states diversify the types of drug treatment and rehabilitation
programs available, and advocating the need for integration of drug treatment programs into the
countries’ health care systems.

The perceived needs in drug treatment and rehabilitation in EU and LAC cities were:

v Improved professional training in drug treatment and rehabilitation
v Cross-learning on treatment and rehabilitation between the EU and LAC
v Regulation and integration of treatment programs in LAC
v Preparation and execution of local assessments, monitoring of them, and evaluation of
results and impact
v Public policy design based on scientific evidence
v Development of alternatives to incarceration for petty offenders who are also problematic
drug users
v Refining of treatment and rehabilitation strategies to deal with emerging problems
associated with drug use in LAC and the EU.
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2.1. Overview of the EU-LAC project
General objective

To contribute to improve policy decisions at the city level on the quality and coverage of
drug treatment1 for diverse populations in the European Union and Latin America and the
Caribbean to ensure that the care provided to them is appropriate.
Specific objectives

1. To help improve the policy-making capacity of partner cities to support the provision of
drug treatment and rehabilitation by creating a learning partnership among programs in
different cities.
2. To facilitate the development of public policies in drug demand matters, including the
incorporation of treatment and rehabilitation programs into the local health care systems.
3. To build an exchange network of twinned cities in Latin America and the Caribbean (LAC)
and the European Union (EU) that will mutually reinforce the knowledge, skills and
experience they need to better serve their populations of problematic drug users, attaching
particular attention to social exclusion problems, the social and health consequences of
drug use, and the safeguarding of human rights.
4. To sensitize family court prosecutors and judges to drug treatment and rehabilitation as an
alternative to incarceration for petty drug offenders.
5. Exchange of information and experiences through an on-line shared workspace
established and functioning among the partner cities.
6. Local committees established to coordinate functioning of the project.
7. Increased visibility of the subject of all aspects of drug treatment, rehabilitation, and harm
reduction in the partner cities.

1

"In the framework of this Action, the notion of harm reduction mainly refers to: low threshold walk-in centers where
medical treatment and social services are provided to problematic drug users without the requirements that they
immediately become drug-free; the use of street educators who will actively seek out and engage socially excluded
drug users in order to bring them into contact with medical and other services; and HIV/AIDS prevention. Specifically
excluded from this project is the participation of OAS member governments in the financing, operations or facilitation
of: a) safe injecting rooms, and b) medically-prescribed heroin. More broadly speaking, funds from this Action will not
be used to finance activities that are not consistent with the laws of the member states of the OAS. drug users in
order to bring them into contact with medical and other services; and HIV/AIDS prevention. "
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Project implementation was based on the following methodology:
v High-level technical and policy coordination between EU and LAC cities to make local
assessments for analysis of the need for programs to serve their population, promote
cross-sharing and development of materials based on scientific evidence, and engage in
advocacy to focus the attention of policy-makers and the public on issues associated with
drug use and reduction of its impact on the population.
v Commitment of the participating cities, their identification with and ownership of the
project, and its potential benefits for their population.
v Identification of a potential “partner city” on the other continent with which the city
wished to work in partnership, and reasons for such a partnership
v Establishment of objectives that were clearly stated and feasible, and desired outcomes
of the city’s partnership with its twin city
v Identification and designation of local teams that would take on the project’s various
tasks and a city official as the liaison with CICAD
v Arrangement for media opportunities (TV, radio, and newspaper interviews) for visibility
and dissemination of the project’s scope at the local level
v Logistical arrangements between the participating cities’ local teams and the project
management for execution and evaluation of the programmed activities.

2.2. Main activities of the project
v Establishment of a network of twinned cities in the EU and LAC
v Inter-regional fora of LAC and the EU on drug treatment, rehabilitation, and harm reduction
v Conclusion of agreements for participation of CICAD and the partner cities
v Exchanges and policy discussions among EU and LAC cities
v Guidelines and instruments that will enable participating cities, in cooperation with the
countries’ national drug commissions, to upgrade drug treatment and rehabilitation
services carry out public policies based on scientific evidence
v Review, adaptation, and publication of materials on best practices in drug treatment.
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The principal stakeholders and counterparts in this project were the cities’ mayors and council
members, drug treatment service providers, and judges and prosecutors who usually deal with
petty offenders, some of whom are problematic drug users and may have mental disorders.

2.3. Results
•

Better-informed decisions in the participating cities on policies and structure for treatment
and rehabilitation.

•

Exchange of local experiences and adoption of optimal practices for drug treatment and
rehabilitation of specific populations, and better understanding by local authorities and
treatment providers.

•

Preparation and execution of rapid assessment methodologies in the participating cities in
order to determine the current situation and possible future needs in the area.

•

Exchange and dissemination of treatment protocols, programs, and materials.

•

Awareness-building among judges, prosecutors, and police about the availability of
treatment programs as an alternative to incarceration for petty offenders who are drug
addicts.

•

Better understanding in the EU participating cities on how to deal with drug use and
dependence problems in immigrant populations from ALC.

As will be seen below, this publication responds to the need to develop rapid
assessment methodologies in some of the participating cities.

3. STATUS OF DRUG TREATMENT AT THE LOCAL LEVEL (CITIES)

3.1. Methodology used to determine the status of drug treatment in
the participating cities
In order to develop and implement local drug treatment policies, cities must have reliable
and current data on the care needs and available resources, so they can identify existing gaps
and strategies that will enable them to offer the population timely, accessible, and quality
treatment and rehabilitation services.
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To know the status of treatment and design the corresponding policy, it is necessary to
describe the geographical-spatial and time context in which it will be implemented, the makeup
of the user population, and the multiple factors involved in the conformation and potential
resolution of the problems identified.

In the EU-LAC project, identification of the status of treatment in the participating cities
was the starting point for the various cooperation actions that will be based on it. Guidelines to
assist the cities in this task were therefore prepared, based mainly on the recommendations of
UNODCCP (Studies on drugs and crime, 1999)2 for rapid situation assessment.

Through this methodology, it is hoped to:
•

Know the characteristics (magnitude, impact) of problems related to drug use in the
participating city.

•

Identify the population that may use the treatment programs.

•

Obtain a descriptive map of interventions in the area of treatment or those needed to
reduce the impact of drug use on the population.

•

Evaluate the extent to which the existing supply of treatment programs meets the
detected needs.

•

Identify potential resources in the city to improve the treatment supply.

The methodology calls for gathering relevant information from various sources, mainly
secondary ones, and contains a strategy for collecting it by area (socio-demographic,
economic, health, and specialized in the drug dependence sector). To this end a local
diagnostic instrument was designed (see annex 1), for collection of data on the local and
national context, the general health structure and the specific structure for drug treatment,
perceived needs, resources, and the importance assigned to them by the city at the
decision-making level (local authorities).

Based on the information received from this instrument, we compiled a report on the
status of treatment in the cities that are participating in the EU-LAC project, which we
present below, with the comments of the team of expert consultants convened by CICAD
OAS for this purpose.

2

“Drug abuse rapid situation assessment and responses”. Guidelines .UNODCCP, Vienna (1999)
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3.2. Limitations of the study
This study is a valiant attempt to describe the status of drug treatment in the cities as a
preliminary step that will make it possible to draw up local proposals for improved care for the
affected population. Its limitations reflect the cities’ different situations, and needs that the local
projects can address.

In the search for a rapid assessment of the local treatment status, some details may
have been omitted in order to obtain the city profile within a reasonable time. Despite the good
will and invaluable cooperation of those responsible for providing the required information in
each participating city, it was weak in some areas, owing to various factors that should be
corrected in future exercises in order to permit a more accurate picture of the status of treatment
and its context.

These factors that were critical for determination of the drug treatment status included
the profession of the individual responsible for seeking the information and entering it on the
questionnaire, the availability of sufficient quality data, familiarity with the information
instruments and the various fields covered by the questions, and the rigor of the process of
collection, processing, analysis, and reporting of the data.

Because of the abovementioned factors, there were some problems in this study in the
following areas:
§

Differentiation of ethnic groups in the population (Questions 5c and 5d)

§

Identification of poverty levels (Question 6)

§

References of population studies on drugs (Questions 7b, 15)

§

Reports of indicators related to the health situation and those related to drug use in the
country and the city (Questions 10, 12, 16)

§

Ranking of problems caused by drug use (Question 14)

§

Interpretation of data on drug use in different populations (Question 15b)

§

Scale of strengths and weaknesses in providing health services and drug treatment services
(Questions 11 and 17)

§

Description of the supply of services providing the various types of care.
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3.3. Overall analysis of the situation reported
The information came from 19 cities participating in the project, nine of them in Latin
America, five in the Caribbean Community, and five in Europe. These city profiles reflect the
varied scenarios of the drug problem in the countries and cities in the EU-LAC initiative,
revealing a diverse panorama in terms of population density, ethnic composition, political and
administrative structure, socioeconomic and geopolitical situation, organization of and access to
health services, and strategies for addressing the problems associated with drug use.

Although this information was not compiled for comparison purposes, and refers to each
city separately, it is possible to contrast the different situations and contexts in terms of
addressing the drug use problem, which has common characteristics.

The diversity notwithstanding, it is possible to identify some patterns repeated in the
information reported, such as the high prevalence of alcohol use, especially among young
people, and its connection with violence, traffic accidents, and injuries. Clearly the cities where
better care for drug users is reported are the ones that have integrated specialized care with the
general health strategy, linking primary and specialized services, supported with information
systems that keep track of needs, the performance of the services, and the results of the
interventions, in a framework of community participation that enhances the interventions.

Despite the uneven quality of the reports describing the problem and of the data
sources, it is possible to identify critical factors for improvement of the supply of treatment
services and reduction of the negative impact of drug use in various local-level scenarios, which
will undoubtedly be reflected in the short, medium, and long term in improvement in the
treatment provided, with more intervention of local decision making in the development and
implementation of drug treatment policies.

It is important to have coordination between the local, regional, and national levels to
improve policies and programs, and to have a broad view in the analysis of indicators to
evaluate the impact of drug use in the population, including the impact on other health problems
(infections, chronic disorders of various organs and systems, injuries, and accidents), social
dysfunction manifested in the family and community context (domestic violence, crime, low work
productivity, school drop-outs). The cities have repeatedly reported these problems in the
information they provided, which is based on various quantitative and qualitative sources.
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For those responsible for local actions to deal with drugs and other aspects of
government, such as social policies and public safety, this experience’s greatest value is
probably the growing conviction of the need for systematic attention to the drug use problem,
with coordination among various sectors, based on reliable and timely data on needs and
intervention, their determinants, and multiple scenarios for intervention, taking into consideration
aspects such as the magnitude, impact, and vulnerability of the problems identified.
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Status of Drug Treatment at the Local
Level (cities)

-Latin America-
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Tucumán, Argentina
Status of Drug Treatment
I. DESCRIPTION OF THE CITY
Tucumán is Argentina’s smallest province, situated in the northeastern region 1,311 km
from Buenos Aires. San Miguel de Tucumán is the provincial capital. Its current population is
527,607, according to 2001 estimates of INDEC (National Statistics Institute), and it has an area
of 90 km², with a population density of 5,799 persons /km².

The city’s unemployment rate is 11.5%, which is higher than the national average of 7.3% of
the active population. The proportion of families below the poverty level also exceeds the
national average, at 37.1%, broken down into 29.1% in poverty and 8% indigent in this city,
compared with the national statistics of 26.5% below the poverty level, including 20.6% in
poverty and 5.9% indigent.

Poverty is most prevalent in homes with minors under 18 years of age (48.7%), with
children, adolescents, and youth the hardest hit. More than 50% of children under age 5 are
below the poverty line and nearly 21% are indigent. (Data from Tucumán Province Health
Study, CIPPEC 2003). A key element to consider is the estimated wage, which at the national
level is US$625, but in Tucumán is less than half that amount, an average of only US$297.30.

Table 1. Main demographic indicators of Tucumán (2009)
Indicators

Population
below
Total
Geographic Unemployment
Average
Population(n) Area (km2)
rate (%)
Poverty Level wage US $
(%)

Tucumán

527,607

90

11.5

37.1

297.30.

Argentina

36,260,130

3,761,274

7.3

26.5

625

According to 2001 census of INDEC (National Statistics Institute 2001)
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Socio-cultural aspects
There have been recent studies with a view to understanding the drug problem, including
the following publications:
Table 2. Socio-cultural studies
Title
Indicators of drug use
among university students
Social work and addictions
in social exclusion
contexts. An exploratory
study and perspectives for
inter-agency network
approaches.
Psychopathology and
criminal acts under the
effects of drugs
The mirror of ERISED:
Social Determination the
Epidemic Abuse of
Alcoholic Beverages
Prevalence of the use of
coca paste and social risk
From the daily drink to the
episode of alcoholism

Source

Author

Date published
or accessed

School of Biochemistry, Chemistry,
and Pharmacy. National University of
Tucumán
Family and Social Work Research
Institute (IIFATS). School of
Philosophy and Letters, UNT

Susana Ponce de
Leòn

Research Department of the
Psychology School of the UNT.

Director:
Estela Rosig

Psychiatric epidemiology program
(CONICET)

Dr. Hugo Miguez

Publication Nª 51,
2005

Argentine psychiatry journal VERTEX

Dr. Hugo Miguez

Program Change magazine, Córdoba

Dr. Hugo Miguez

Nª 77 JanuaryFebruary 2008
September 2007

Several:
Dr. Luisa Loretto et
al.

2006 – 2008.
National University of
Tucumán
November 2007.
P. 62 Book of the IX
Meeting of Social
Science Research.
Research Dept.
Medical School,
UNT.
2005-2007

Living conditions, income level, and education affect this problem, as well as the high
tolerance for alcohol abuse in families, tolerance of the use of certain drugs, the limited
perception of children’s risk associated with drugs, low perception of the damage resulting from
experimentation with legal and illegal drugs, situations of family violence, and a series of userelated psycho-social disorders.

The neighborhood where they live is another key factor, because most of the population
lives in precarious living conditions in marginal areas with limited facilities, with easy availability
of drugs.

The limited educational and employment opportunities affect accessibility of health services
and intensify social and family vulnerability. This is seen in the lack of a social matrix that favors
restraint and social support. Although there are community and social networks, they have not
been able to cope with all the social fragmentation.

Institutional help is generally available for all males age 14 or older. The female population
requires fewer consultations for treatment, and the ages served are between 18 and 30.
Concerning dual pathologies (especially in adolescents), there is a significant percentage
24

among the masculine population, but there is a deficit in care programs for this type of
pathology.

II. HEALTH ASPECTS
1. Specific competencies in the city for managing public health policies

With respect to health policy management, the city’s degree of autonomy or decisionmaking capacity vis-à-vis the central level, in terms of policy design, budgeting, and planning
activities, is rated as partial (see Table 3). Operationally, the same situation prevails with
respect to execution of activities, which within the full competence of the city regarding general
public health policies.

As a federal country, Argentina organizes its government at three levels: federal or national,
and two territorial levels (provincial and municipal). The latter two are the provincial
governments, which are the source of sovereignty and state organization, and municipal
governments, which under the constitution derive from the provincial sphere. This
decentralization keeps provincial expenditures for health attuned to the public’s needs, and
maintains the supply of services.

We can see this when we look at the funding level. Although the city of San Miguel de
Tucumán has real financial resources (through collection of municipal taxes), it lacks authority to
administer them because of the Social Pact. Nevertheless, the city is authorized to seek
resources and administer them for specific purposes, such as national programs. The city has
an annual budget for municipal health, but it is insufficient to satisfy social needs.
Table 3. Specific areas of competence in public health policy management in Tucumán
(2009).
Area of competence

Total

Policy design

X

Budgeting

X

Planning

X

Execution of measures and budget
decided on at the central level

Partial

X
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2. Health services

In the city of San Miguel Tucumán there is a full service facility (public city care), that offers
outpatient clinic services in: trauma care, radiology, cardiology, dentistry, clinical analysis
laboratory, bacteriological analysis laboratory, psychology, toxicology, speech therapy,
otorhinolaryngology, health certificate, sports medicine, medical clinic, driver’s license, statistics,
the Santa Agueda women’s imaging diagnosis center, the primary health care department,
department of health planning and statistics, etc. It also has 14 Community Action Centers
(CAC), which offer a package of health services to groups at greatest risk in various parts of the
city, and 1 mobile health unit that takes a team of professionals and technicians around the city.

San Miguel de Tucumán also has public hospitals (5 general and 2 psychiatric) and some
30 services that are first responders for health care: CAPS (primary health care centers). The
hospitals and the CAPS are part of the provincial public health network. This is important,
because the city and provincial public health networks often share territory, but there is a need
for greater coordination and linkage of the services and delivery.

Public health care services are generally free, but there are two other sources of income,
including the Community Assistance Grant (BAC). This makes it possible for municipal services
to buy supplies and maintain existing ones, which the city budget does not cover.

In the private sector, according to the Tucumán Association of Clinics and Sanitariums,
there are 27 establishments including inpatient and outpatient clinics. The private care system
embraces all nongovernmental institutions engaged in patient care that have direct contracts
with health services, or are incorporated or integrated in prepaid health services, such as health
insurance.
Table 4. Number of health facilities in Tucumán (2008)
Service type

Public

Private

Hospital

5

7

Outpatient clinic

27

20

Psychiatric hospital

2

0

Outpatient mental health clinic

0

0
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3. General health indicators
With respect to general health indicators, life expectancy in Argentina is 70 for men and 77.5
for women; in Tucumán it is 69.2 for men and 75.8 for women, which is very close to the
national indicators. The country’s infant mortality rate (per 1,000 live births) is 13.3 for males
and 11.7 for females, and in Tucumán the rate is lower by half, only 6.3 for males.

4. Main strengths and weakness in providing health services
The three principal strengths in provision of health services are infrastructure, utilization, and
policy development, because there is a variety of health mechanisms and adequate
infrastructure, with appropriate level of use of available facilities, especially those financed by
the government, in both the public and private sphere (subsidies for low-income persons) and at
the policy development level the Tucumán provincial government has political, financial, and
administrative autonomy in areas of its competence, defined in accordance with the national
policies.

The major weakness is the general health information systems, because the city does not
have a unified information system.
Figure 1. Tucumán’s main strengths and weaknesses in providing health care (2009).
Scale of 1 to 10 (1 = Very weak; 10 = Very strong)
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5. Main health problems
The main health problems affecting the population of Tucumán, by age group, are3:
Table 5. Principal health issues in Tucumán/Argentina (2009)
Age group: 0-9 years
In the city:
1 Acute respiratory infections: bronchiolitis, pneumonia,
influenza
2 Malnutrition

In the country:*
Conditions in prenatal period

3

Infectious and bacterial diarrheas

Accidents

4
5

Parasitosis
Piodermitis

Acute respiratory infections
Infectious and parasitic diseases

Congenital anomalies

Age group: 10-14 years
In the city:

In the country:

1

Influenza

Accidents

2

Pneumonia

Malign tumors

3

Highway accidents

Self-inflicted injuries

4

Household accidents

Respiratory system diseases

5

Circulatory system diseases

Age group: 15-19 years
In the city:

In the country

1

Highway accidents

Accidents

2
3

Upper respiratory pathologies
Teen pregnancy

Self-inflicted injuries
Malign tumors

4
5

Sexually transmitted diseases (STD)

Assault
Respiratory system diseases

Age group: 20-24 years
In the city:
1 Highway accidents
2 Influenza

In the country:
Accidents
Self-inflicted injuries

3
4

Assault
Malign tumors

Sexually transmitted diseases (STD)
Gastrointestinal pathologies (ulcers, gastritis, colitis,
etc.)

5

Respiratory system diseases

Age group: 25-34 years
In the city:
1 Highway accidents
2 Seasonal respiratory pathologies (allergies, influenza,
etc.)
3 Gastrointestinal pathologies (ulcers, gastritis, colitis,
etc.)
4 Cardiac pathologies
5

In the country:
Accidents
Malign tumors
Self-inflicted injuries
Infectious and parasitic diseases
Circulatory system diseases

Age group: 35 years or more
In the city:
1 Highway accidents
2 Influenza

In the country:
Heart disease
Malign tumors

3
4
5

Respiratory system diseases
Cerebral-vascular diseases
Septicemias

Arterial hypertension
Diabetes
Urinary tract infections

(*) Data for the whole country reflect main causes of death.

3

Sources of data: Epidemiology Division SIPROSA, Tucumán, Gabriela Alcaraz.
Dario Espinosa. Toxicology Department, City of Tucumán
Statistics Department, Public Assistance, Health Directorate, Tucumán Medical Society.
Source for entire country: Health Information and Statistics Directorate. Vital statistics. 2007
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III. DRUG-RELATED PROBLEMS
1. City specific competence in drugs and institutional framework for
treatment: design and execution of the treatment policy

This section presents specific information on drug use, its consequences, and local
resources available to care for the affected population.
1.1 Institutional framework for treatment: design and execution of the

treatment policy
At the national level:

The Secretariat for Programming Drug Abuse Prevention and the Fight against Drug
Trafficking (SEDRONAR) is the national agency responsible for coordination of national policies
in the fight against drugs and addictions in Argentina. Its work is based on key concepts in the
Federal Drug Plan:

1) Demand reduction through prevention, care, and facilitating assistance and rehabilitation
for persons who use or are addicted to drugs,
2) Supply reduction in the fight against drug trafficking,
3) Argentine Observatory on Drugs for study and evaluation of illicit drug use and drug
trafficking.

The Federation of Argentine Nongovernmental Organizations for the Prevention and
Treatment of Drug Abuse –FONGA- groups 65 institutions around the country devoted to
prevention and care of addictions. It uses a variety of approaches, based on the complexity and
diversity of the drug use problem today in our country.

At the regional level:

Through the Federal Council for Prevention and Care of Addictions and Control of Drug
Trafficking (COFEDRO), SEDRONAR contributes to the development of a federal system for
agreement on policies, plans, and programs for prevention, care, and the fight against drug
trafficking, with joint action with authorities in each jurisdiction throughout the country.
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At the provincial level:

In Tucumán Province the agency responsible for the drug addiction problem is the
Secretariat of State for Prevention and Care of Addictions, which was established in 2003 with
this mission: “to provide technical assistance to the provincial executive branch concerning all
levels of prevention (primary, secondary, tertiary, integral, by areas, total, etc.) of the use of
psychoactive substances in the territory of the Province of Tucumán, whether their sale is free,
legal, or prohibited.”

The Council of Cities for the Prevention of Drug Addiction (COMUDRO), established in
2008, includes mayors of the province’s cities, provincial council members from Tucumán, and
representatives of Catamarca, Jujuy, and La Rioja.

At the municipal level:

The Department of Toxicology, Prevention, and the Fight against Drugs is the official voice
on the subject of addictions. This service has been in operation since 1985, when it was created
by city ordinance as part of the Municipal Health Directorate. The department deals with
intoxication problems, toxicological emergencies, and drug dependence. Treatment for
addictions has been a longstanding concern of this service, which was a pioneer in the capital
and in the city, while the area of prevention has been relegated to a secondary activity in the
health field.
Table 6. City specific competencies in drug treatment policies management in
Tucumán (2009).
Competence

Total

Partial

Policy design

X

Budgeting

X

Planning

X

Execution of measures and budget
decided on at the central level

X

Monitoring and evaluation

X

None
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1.2 Control and regulation of the treatment supply

San Miguel de Tucumán does not have its own regulations for control of the treatment
supply, which is governed by the regulations for operation of treatment services at the national
level. The existing norms on the subject are:
Joint Resolution Nos. 361/97 MSAS & 153/97 SEDRONAR, of 1997, guidelines prepared by
the Secretariat for Programming Drug Abuse Prevention and the Fight against Drug Trafficking
and national and provincial health authorities, designed to regulate preventive and care services
for drug addiction. It sets minimum standards for proper functioning of the establishments that
provide these services. It also provides for a registry the must contain relevant data on them,
including their physical and operational plant, staff, and documentation to serve as a regulatory
framework for the program to be developed in the future.
Health Policy and Regulation of the Ministry of Health and Social Action:

Establishes the appropriate licensing and monitoring of the operation of these
establishments, with intervention by SEDRONAR. It also contemplates establishment of
therapeutic communities.
Social insurance organizations:

Law 24.455 requires all social insurance organizations and social work associations of the
national system covered by Law 23.660, which receive money from the redistribution fund of
Law 23.661, to include in their mandatory services coverage for medical, psychological, and
pharmacological treatment of persons with physical or emotional dependence on drugs.

1.3 Program supervision

SEDRONAR resolution No. 885/01, based on the joint resolutions of the Ministry of Health
and Social Action and the Secretariat for Programming Drug Abuse Prevention and the Fight
against Drug Trafficking Nos. 361 and 153 of June 11, 1997, provides for monitoring of the
subsidies granted to ensure the proper functioning of the providers’ care services and follow-up,
and to improve them over time through the necessary adjustments for updating and upgrading.
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In close contact with all programs of the National Care Directorate, the auditing program
follows up on the treatment of recipients of the Secretariat’s subsidies, and controls the
institutions that offer treatment. The team includes registered health professionals—
psychologists, psychiatrists, and social workers—who do the follow-up and evaluate treatment
of persons assisted and the institutions, through scheduled visits as a team or individuals.

This program evaluates delays in the care subsidies, changes in type of service, and
transfers. It also follows up on patients and institutions for the development of social aspects
and family follow-up on the evolution of the treatment of subsidized patients.

2. Problems caused by drug use
The main problems caused by drug use in Tucumán involve traffic accidents, urban
violence, drug-related crimes (violent robbery, breaking and entering, theft and attempted theft,
involuntary wounding, malicious wounding, arms possession, etc.), attempted suicide, diseases
(HIV, VD, hepatitis, TB) and self-inflicted wounds.

3. Availability of data on the incidence and prevalence of drug use

There are studies on prevalence of drug use at the national level; the main source of
information is the Argentine Observatory on Drugs. San Miguel de Tucumán does not have local
prevalence data. Dr. Hugo Miguez has the largest collection of publications and studies on the
topic of drug addiction in Argentina.
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Table 7. Studies on prevalence of drug use, Argentina (2008)
Source

Author

Date published or
accessed

Argentine Observatory
on Drugs

Research area

August 2007

Argentine Observatory
on Drugs

Research area

February 2008

Argentine Observatory
on Drugs

Research area

Argentine Observatory
on Drugs

Research area

Argentine Observatory
on Drugs
Secretariat of State for
Prevention and Care of
Addictions -Tucumán
Psychiatric
epidemiology program
(CONICET)
Argentine psychiatric
journal VERTEX
Program change
magazine, Córdoba

Graciela
Ahumada

June 2004

Dr. Alfredo
Mirolli

January 2009

Dr. Hugo Miguez

Publication Nª 51
2005

Dr. Hugo Miguez

Nª 77 Jan.-Feb.
2008

Dr. Hugo Miguez

September 2007

Title
National study of population
aged 12-65 on use of
psychoactive substances in
Argentina 2006
Third national survey of
secondary school students,
2007
Study on “student use of
psychoactive substances in the
interior of the country”
Improper drug use and
emergency care. Third national
study
Report on the national census of
treatment centers
Executive summary of
performance 2004 - 2008
The mirror of ERISED: Social
determinations of epidemic
abuse of alcoholic beverages
Prevalence of the use of coca
paste and social risk
From the daily drink to the
episode of alcoholism

September 2006

November 2007

Table 8. Past year prevalence of drug use in Argentina

Type of substance

Secondaryschool
students

General Population
15-34 yrs

35-64 yrs

Male Female

Male

Female

Male

Alcohol

67.7

64.3

77.3

62.7

71.3

53.7

Cocaine

3.6

1.6

4.3

2.4

2.1

2

Coca paste
Other stimulants
like Ecstasy
Inhalants
Marijuana
(cannabis)
Psychotropic
medication without
medical prescription
a. Tranquilizers

1.9

0.9

1

0

0.3

n/av

n/av

0.7

0.6

2.9

1.5

0.2

10.6

5.1

3.5

b. Stimulants
Other not specified

Total

Female Male

Female

70.8

55.5

3

2.1

0

0.6

0.3

0.3

0.4

0.4

0.5

0

0

0

0.1

0

12.8

7

5

4.6

8.3

5.5

3.9

1.4

1.3

0.9

1.3

1.1

1.3

2.2

1.6

0.7

0.3

0.3

0.2

0.5

n/av

n/av

0.7

0.3

0.3

0.2

0.4

0.2
0.2
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Statistical data at the country level show that alcohol and marijuana are the most used
substances among the population of all age groups in Argentina.4

At the San Miguel de Tucumán city level there is limited data on prevalence in the city, but
the 2007 study of the Argentine Observatory on Drugs shows that for the youth segment
(secondary-school students), alcohol is the drug with greater prevalence for both men (63.9%)
and women (58.6%), followed by marijuana which is more widely used by men (7.3%) than by
women (3.3%).5

Table 9. Past year prevalence of drug use in Tucumán (2007)

Type of substance

Secondary-school
students
Male

Female

Alcohol

63.9

58.6

Cocaine

3.5

1

Coca paste

2.2

0.7

Inhalants

2.4

1.6

Marijuana (cannabis)
Psychotropic medication without
medical prescription
a. Tranquilizers

7.3

3.3

3

4.2

b. Stimulants

1.6

1.6

4. Indicators related to illicit or licit drug use

For both the city and the country there are no specific records of the number of deaths from
traffic accidents or suicides related to alcohol or other drugs, or of the number of crimes
committed while under the influence of alcohol or other drugs. For Tucumán Province there are
only two indicators: 378 deaths from liver cirrhosis6 and five deaths from overdoses.7

4

Source:
Argentine Observatory on Drugs, National survey of the general population 2006
Argentine Observatory on Drugs, National survey of secondary-school students 2007
5
Argentine Observatory on Drugs, National survey of secondary-school students 2007
6
Source: Health Statistics Directorate. 2006.
7
Source: Health Statistics Directorate. 2006.
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5. Strengths and weaknesses in providing drug treatment in the city

Its greatest strength (see Figure 2) is the capacity for integration with the health system,
which is reflected in the diversity and multi-year record of dealing with addictions. This is
feasible thanks to the exchanges between professionals that provide services in the specialized
centers and their expertise and experience. Currently there is no formal network linking the
public and private sectors; the connections are informal.

The main weakness is the information systems, which are not unified, and policy
development for treatment, because although general guidance comes from the Federal Drug
Plan from SEDRONAR, executed by the provincial Secretariat of State for Prevention and Care
of Addictions, in this city the Deliberating Council, through the Health Commission, issues some
ordinances on massive prevention campaigns against licit and illicit substances. This item is
therefore rated as only partial.
Figure 2. Main strengths and weaknesses in providing drug treatment in Tucumán
(2009)
Scale of 1 to 10 (1 = Very weak; 10 = Very strong)
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5.1 Level of development of treatment services

Information systems:

The city of Tucumán does not have a unified information system. Although there is statistical
information, its source is various epidemiological studies, each with its own methodology and
data collection systems, including those from the provincial Secretariat for Prevention and Care,
and the records of each service that deals with addictions in the province and the city. Other
sources of data are the INDEC (through the permanent household survey), the OAD (Argentine
Observatory on Drugs), and the Statistics Directorate of Tucumán Province. The lack of a
common system precludes a comprehensive reading of the prevalence and incidence of the
city’s addictions problem.
Quality of the infrastructure:

This item is well rated in both the public and private areas. At the public level, although all
government centers have adequate infrastructure for outpatient treatment, the equipment of the
provincial and city services is rated only as basic.

At the private level, NGOs and private entities have suitable infrastructure and sufficient
equipment for the needs of each institution.
Access:

With respect to financial access: in the public sector, services are free at both the municipal
and provincial levels. In the private sector, especially in the NGOs, the patients have access to
care through social insurance coverage, payment of fees, or a government subsidy for persons
without social insurance coverage or in poverty. The fees paid by the social insurance
organizations to the NGOs for treatment provided are regulated by the national government
through SEDRONAR. There is no current information on treatments in the private sector.

As for the operation of the centers: most of the public services are open mornings from 8
a.m. to 1 p.m. Only the addictions service of the city of San Miguel de Tucumán offers
continuous service morning through afternoon, which facilitates use of these centers. The
private centers’ hours are similar.
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In terms of geographical access: all centers are in the city’s radius. Public transportation
serves all care centers (private, public, governmental, nongovernmental, but problems
sometimes arise because of the public’s lack of financial means to pay the fares to primary
health care centers (provincial and city) and to private centers.

One problem with geographical access concerns those populations who are stigmatized
because of their living conditions, crime problems, urban and street violence, which preclude
them from leaving their neighborhood because they are consistently stopped by police;
emergency services such as ambulances have their access restricted because of social
problems in these areas. This can be considered a disincentive and/or obstacle to going to
addiction treatment centers.
Human resources:

Most treatment programs have interdisciplinary teams with experience in addictions. Many
of the employees of public treatment services also work in the NGOs’ therapeutic teams. The
weakness is in the level of attention to general primary health care, where it is hard to find
personnel that specialize in this field.
Networking:

There is no formal or prescribed networking among governmental or nongovernmental
entities. This is done by an informal arrangement or through knowledge about the institutions
because a substantial percentage of professionals and technicians work in public and private
common areas. This facilitates informal linking of processes or referral of patients that come
through the addiction services.

6. Specialized services for treatment of drug dependence

There are outpatient programs in the city, but no residential treatment with a therapeutic
community or medium- or long-term confinement.

Centers that offer confinement of users are in community programs of a religious nature,
which deal with various social problems, among them drug use (but not dealing solely with this
problem), and they are not regulated by the health authorities.
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For detoxification services, private sector (neuropsychiatric) entities have a sanitarium type
installation that offers confinement and outpatient care. One of them has a specific area for care
of drug addicts who require help in breaking the habit and detoxification. Professional
psychiatrists direct most of the programs.

Agencies that provide services such as drug dependence prevention and care centers offer
guidance, diagnosis, detoxification (in the non-acute form of intoxication by abuse substances),
cessation, rehabilitation, and family and social re-entry of users of psychoactive substances,
and any therapeutic measure to improve the patient’s physical, psychological, and social state,
for which they must meet all the requirements established for all, one, or some of the following
three levels:

Prevention and care centers:

Level I (Outpatient): External visits
Level II (Outpatient): Day hospital
Level III: (Residential) Establishments able to admit patients

Services can be provided by therapeutic communities, day hospitals, outpatient centers, or
any other similar form that may be established—except emergency services—if they satisfy the
established requirements. They can be public or private entities.

In addition to the residential program deficit, there is a need for dual patient treatment
programs (either outpatient or residential); therapeutic proposals for specific care of: street
children and youth; juvenile offenders; and confinement of adults and youth. Table 10 reports
the city’s existing treatment centers.

Table 10. Number of specialized treatment centers in the city of Tucumán (2009).
Type of
service

Outpatient

Intensive
Residential
outpatient

Hospital

Self-help
Community
organizations services

Public
Private

1
0

1
4

0
0

2
0

16
0

2
1

Total

1

5

0

2

16

3
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7. Opportunities for social integration
Integration opportunities are oriented toward social inclusion and family reentry, with
emphasis on the child-adolescent segment in the area of education. There is significant work in
corporate social responsibility with entities in the zone. They are existing provincial programs,
and some NGOs or governmental organizations work with their beneficiaries as needs arise in
their treatment process.

Familiarity with certain institutional resources enables patients to find responses to their
problems. Sometimes these programs request human resources training in addictions. These
contacts are made by the agencies that run the programs.
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Niteroi, Brazil
Status of Drug Treatment
I. DESCRIPTION OF THE CITY
Niteroi is a city in the state of Rio de Janeiro, Brazil. Its population is about 480,000. The city
has an area of about 130 km², with a population density of 3,692 persons/km2. The city’s
unemployment rate is 6%, around half that of the country, which is 11%. The percentage of
families below the poverty level is 1.4%, well below the national average of 31%. Most
Brazilians are Roman Catholic.
Table 1. Main demographic indicators
Indicators

Total
population
(n)

Geographic Unemploym
Area (km2) ent Rate (%)

Population
below poverty
level (%)

Average
wage US $

Niteroi

479,384

129.235

6

1.4

323

Brazil

196,342,592

8,547,403

11

31

283

Socio-cultural aspects
Niterói currently has studies on societal values, attitudes, knowledge of risk factors, and
prevailing behavioral norms regarding drug use. These are: Fifth National Survey of
Psychotropic Drug Use by Primary and Secondary Students in the Public System - 2004
(published in 20058), Second Household Survey of Psychotropic Drug Use in Brazil – 2005
(published in 20079), and the document First National Survey on Alcohol Consumption Patterns
in the Brazilian Population– 2006 (published in 200710).

8

http://200.144.91.102/cebridweb/conteudo.aspx?cd=659
http://www.unifesp.br/dpsicobio/cebrid/lev_domiciliar2005/index.htm
10
http://www.obid.senad.gov.br/portais/OBID/biblioteca/documentos/Dados_Estatisticos/populacao_brasileira/Padroe
s_consumo_alcool_populacao_brasileira/327716.pdf

9
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II. HEALTH-RELATED ISSUES
1. Specific areas of competence of the city in public health policy
management

The city’s autonomy or decision-making authority for management of public health policies is
partial with respect to Brazil’s central government; the two share responsibility for policy-making,
budgeting, planning, and executing activities (see Table 2).
Table 2. Specific areas of competence of the city in public health policy management
Area of competence

Total

Partial

Policy design

X

Budgeting

X

Planning
Execution of measures and budget decided on
at the central level

X
X

Concerning general health indicators, the life expectancy of those born in the city is 73.49
years. The infant mortality rate per 1,000 live births is 13.9 for males and females. Nationally,
that rate is 30.28 for males and 22.89 for females.

The main health problems affecting Niterói’s citizens are: perinatal and respiratory
infections, diarrhea, external causes (various accidents) (0-9 years); respiratory diseases,
external causes (accidents, violence), neoplasia, infectious parasitic diseases (10-14 years);
injuries from various accidents (assaults, traffic) (15-19 years); external causes, neoplasia (2024 years); neoplasia, external causes (accidents, stray bullets, etc.), AIDS mortality (25-34
years); neoplasia, coronary and degenerative diseases, work-related illnesses (35 years or
more).

For the country as a whole, the major problems by age group are: malnutrition, respiratory
diseases (0-9 years); external causes, neoplasia (10-14 years); external causes (traffic
accidents), obesity (15-19 years); external causes, neoplasia (20-24 years); liver disease,
external causes (25-34 years); diabetes, malign tumors, STD/AIDS, work-related illnesses,
degenerative diseases (35 years or more).
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III. DRUG-RELATED PROBLEMS
This section presents specific information on drug use, its consequences, and local
resources available to care for the affected population.
Institutional framework for treatment: design and execution of the treatment policy

At the national level, the Ministry of Health is responsible for establishing drug treatment
policies and national guidelines. In addition, the National Secretariat for Policies on Drugs
(SENAD), under the Institutional Security Cabinet of the Office of the President of Brazil, is the
agency responsible for development and application of the National Drug Policy (PNAD),
coordinating actions of prevention, treatment, and social reentry between the government and
civil society in order to reduce drug demand.

SENAD – the National Secretariat for Policies on Drugs (SENAD), of the Institutional
Security Office of the Office of the President of the Republic. It is the agency responsible for
liaison and integration between government and society, actions to prevent improper drug use,
treatment, and social reintegration of drug users and addicts.

SESDEC – State Secretariat of Health and Civil Defense, is charged with organizing and
managing health and civil defense policies in Rio de Janeiro State, guaranteeing health as a
right of citizens, promoting protection of life and the environment.

COMAD – Is a mixed Municipal Council composed of representatives of local government,
NGOs, and civil society. It has six (6) civil society representatives chosen by the agencies
engaged in prevention and treatment work with addicts, and six (6) government representatives
appointed by the secretaries. The council maintains ties with the Social Welfare Secretariat and
has deliberative and advisory functions, with participation of institutions involved with the
problem of abuse of alcohol and other drugs.

The Municipal Education Department offers technical support to schools in the city system;
develops research instruments with teachers; promotes integration of work with private
institutions and universities to form a social support network with the objective of integrating the
services of the secretariats
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The Municipal Education Department participates in actions involving health issues, such as
general contests, campaigns, festivals, etc., at the municipal and national level, to disseminate
its work and keep current.

Table 4 shows Niterói’s specific authority for management of this subject, with partial
autonomy for managing drug treatment initiatives. The city receives resources from municipal
taxes and contributions from the State of Rio and the central government.
Table 4. City specific competencies in drug treatment policies management
Area of Competence

Total

Partial None

Policy design
Budgeting
Planning
Execution of measures and budget
decided on at the central level
Monitoring and Evaluation

X
X
X
X
X

Control and regulation of the treatment supply

Niterói has regulations that govern the operation of drug treatment centers, Decree Law
88661 - SISNAD – National System of Public Policies.
National System of Public Policies on Drugs – SISNAD
Law nº 11.343, of August 23, 2006, established SISNAD (National System of Public Policies
on Drugs), an agency responsible for developing, integrating, organizing, and coordinating
activities related to prevention of improper drug use, care and reintegration of drug users and
addicts, and suppression of unapproved production and illicit trafficking of drugs.

This is the starting point for a new agenda for drug demand reduction in Brazil, because it
includes the innovative perspective that it is essential to prevent drug use through education
and treatment of users and addicts, as well as a refinement of suppression, with increased
penalties and criminalization of new offenses. With this law, Congress demonstrated its
commitment to address the Brazilian people’s demands and needs.
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As in the public network, care service by NGOs is individualized; there are no protocols.
Supervision and technical direction is done by the Health Monitoring Service and the
government secretariats by means of visits, questionnaires, and meetings.
Problems caused by drug use

One of the principal problems caused by drug use in Niterói is the increased rate of fatal
traffic accidents due to excessive consumption of alcohol by various age groups and different
socioeconomic levels.
Another problem is the increased use of inhalants by children, youth, and adolescents at
risk, most of whom live in the streets. Crack is another drug used by the socially and
economically vulnerable population, and is generally associated with juvenile offenders and
prstitution. In 2008, there were 5,002 seizures of crack in the city of Niterói.
Data from the OBID (Brazilian Observatory of Drug Information)
Type of substance
1. Alcohol
2. Opioids
2.1 Heroin
2.2 Methadone
2.3 Other opioids
syrups, codeine
3. Cocaine
3.1 Cocaine
3.2 Coca paste
3.3 Crack
4. Stimulants
4.1 Amphetamines
4.2 Methamphetamines
(MDMA and other
derivatives)
4.3 Other stimulants
like…
5. Hypnotics and
sedatives
5.1 Barbiturates
5.2 Benzodiazepines
6. Hallucinogens
4.3 Other stimulants
like…
5. Hypnotics and
sedatives
5.1 Barbiturates

SecondarySchool Students
Male
Female

General Population
15-34 yrs
35-64 yrs.
Total
Male Female Male Female Male Female

64.5
-

66.3
-

85.0
-

15.0
-

-

-

83.5

68.3

0.2

0.0

0.4

0.4

-

-

-

-

1.7

1.9

2.8

1.3

0.2

4.3

-

1.5

3.0

2.7*
-

1.2

0.4

-

5.4

1.1

5.6*
1.6*
-

1.1

4.5

-

-

-

-

-

-

-

-

0.7
3.1
0.6

0.8
5.0
0.6

-

-

0.8
6.9
0.6

14.3
4.1
0.2
-

-

0.6
3.4
1.8

16.9
7.9
1.7
-

1.2*
5.5*
-

10.3
14.3
2.1
-

3.3
5.1
0.1
-

* Includes male and female in approximate total.
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At the national level there were 7,542 deaths from cirrhosis in 2006, and 142 deaths from
overdoses in 2005 in the municipal area.
Number of suicides or attempted suicides while under the influence of alcohol or
other drugs

7,454 attempted suicides in 2006 – at the national level and
142 deaths in 2005 – at the city level.

Description of treatment services

Niterói now has 27 facilities with outpatient services and specialized treatment for drugs, of
which 40% are public. The latter provide outpatient and residential care for adults and minors of
both sexes. There is also a large network of self-help organizations. The public service structure
is related to the mental health sector of the Municipal Health Secretariat; to nursing services;
outpatient; counseling; and the prevention service executed by Niterói’s Municipal Secretariat of
Education. All services are offered free to the whole community and belong to the SUS – Unified
Health System.

Private services are paid, but all health-related services in the city follow guidance from the
Ministry of Health and the sector of the ABNT (Brazilian Association of Technical Standards).
Table 5 reports establishments that offer treatment in the city.
Table 5. Number of specialized treatment services in the city
Service
Type
Public
Private
Total

Outpatient
6
4
10

Self-Help
Community
Intensive
Residential Hospital Organizations Services
Outpatient
3
11
14

0
0
0

1
2
3

32
0
32

0
0
0

Level of development of treatment services

Information systems:

Municipal Health Secretariat – COOBS (Coordination of the Health Observatory);
DATASUS (Single Data System of the Ministry of Health)
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Infrastructure quality:

The Municipal Health Secretariat operates a 13-bed facility for users and addicts; outpatient
service of CAPS-AD; guard service (ERIJADE); and a drug prevention program coordinated by
a group of specialized professionals from the Municipal Education Secretariat, which visits all
the schools throughout the year, doing projects with teachers. The Social Assistance Secretariat
offers reference services; the private sector residential care, family counseling, and training of
counselors in chemical substance dependence.

Human resources:

Treatment service providers have extensive professional experience. Regulations govern
who can work in treatment, and the minimum requirement is specialization of the professional,
per the Health Monitoring Law. Niterói is committed to providing adequate preparation and
specialization for its human resources, offering continuous training and courses in a social
support network.

The Municipal Education Secretariat /Municipal Education Foundation of Niterói has a health
education sector that works with technical professionals in the network, with events for the
school community. The Municipal Education Foundation, in cooperation with Fluminense
Federal University, offers graduate courses and trains new professionals every year.

SENAD offers on-line university extension courses on drug prevention, reaching 20,000
professionals all around Brazil.

The Aleve Group is an NGO that provides training in chemical dependence and training
courses for chemical dependence counselors. It has already trained forty-two (42) classes.

Networking

The strengths of the city’s treatment system lie in the information system, the quality of the
infrastructure, policy development in accordance with local needs, and the training of human
resources. The weaknesses are access to treatment and the underuse of technical and financial
resources (see Figure 2).
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Figure 2. Main strengths and weaknesses in providing drug treatment in the city
Scale of 1 to 10 (1 = Very weak; 10 = Very strong)
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Opportunities for integration

There is a specific policy for patients in treatment centers, where there is concern for
integration through group work and handicrafts in the institutions.
IV. COMMENTS

In the matter of drug work, Niterói’s participation in the EU-LAC project stimulated greater
integration and participation of the public authorities.

Treatment projects for individuals on the effects of drugs are being organized and carried
out gradually in the city, based on demand for the care services in the regular work of the public
and private institutions.

Initiatives such as those that resulted from this project should be maintained so the union
strengthens the countries’ ability to execute concrete actions.
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Peñalolén, Chile
Status of Drug Treatment
I. DESCRIPTION OF THE CITY
Peñalolén has an area of 5,487 hectares (54.9 km2), covering 2.5% of the metropolitan area
of the province of Santiago. It is one of the province’s ten largest cities in area. 58.6% of
Peñalolén is considered an urban area or urban extension, and 89% is built up. The city’s
population is 246,649, and the population density in the specifically urban area is 114 persons
per hectare, one of the country’s highest, but this is a modest density for metropolitan Santiago.
The major religion is Roman Catholic, involving 64.80% of the community.11

The city’s unemployment rate is 13.6%, higher than the national unemployment rate, which
is only 10.8%. 8.7% of the population of Peñalolén is below the poverty level—the sum of 5.45%
non-indigent poor and 3.25% indigent—and the total is less than the national average, which is
13.7%.
Table 1. Main demographic indicators in Peñalolén (2009).
Indicators
Peñalolén
Chile

1.

Total
Population
Geographic Unemployment
population
below
poverty
area (km2) 13
rate (%) 14
12
(n)
level (%)15

Average
wage US
$16

246,649

54.9

13.6

8.7

704.05

16,928,873

756,102

10.8

13.7
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Socio-cultural aspects

The city has no current studies on societal values, attitudes, knowledge of risk factors, and
prevailing behavioral norms regarding drug use. Most local studies on this subject are at least
nine years old.

11

National Statistics Institute (INE), 2002 Census.
MIDEPLAN, Social Division, 2006 CASEN Survey with expansion factors based on 2002 Census.
13
MIDEPLAN, Social Division, 2006 CASEN Survey, done in November and December 2006, with expansion factors
based on 2002 Census. City profile. SUBDERE: www.sinim.gov.cl
14
National Statistics Institute (INE), National Employment Survey, May-July 2009 quarter.
15
MIDEPLAN, Social Division, 2006 CASEN Survey, done in November and December 2006, with expansion factors
based on 2002 Census. City profile. SUBDERE: www.sinim.gov.cl
16
MIDEPLAN, Social Division, 2006 CASEN Survey, done in November and December 2006. Values adjusted to the
dollar in November 2009.
12
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II. HEALTH-RELATED ISSUES
1.

Specific areas of competence of the city in public health policy

management
With respect to health policy management, the city’s degree of autonomy and decisionmaking capability vis-à-vis the central government for policy-making, budgeting, planning and
execution of activities is rated as “partial,” because the authority is shared with the central
government (see Table 2).

On this point it should be noted that the City of Peñalolén is an autonomous corporation
under public law, duly incorporated with its own assets. In terms of political-administrative
organization, it has political autonomy because its officials are elected by the residents and
have the authority to establish regulations and standards in their area of competence, as
regulated by the Constitution.

Municipalities have autonomy for management of their finances. The national budget law
allocates resources for their expenditures, in addition to the income they receive directly under
law or from the regional governments, especially through the regional development funds
(FNDR). Moreover, the Constitution establishes a mechanism for income redistribution among
the country’s municipalities, called the Municipal Common Fund. In addition to this income from
the central level, the main sources of city income are: income from operations (sales of goods
and services, investment income), taxes, contributions and fees (real estate taxes, municipal
contributions, transportation permits, licenses, city taxes), transfers, etc.

In the health area, guidance and technical and legal standards come from the Ministry of
Health (MINSAL) which also allocates resources to fund the supply of health services, but the
health provisions are directly administered by the city, which coincides with the evaluation of
“partial” competence in the area of planning and managing health actions and budgets.
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Table 2. Specific areas of competence in public health policy management in Peñalolén
(2009)
Area of competence

Total

Partial

Policy design

X

Budgeting

X

Planning

X

Execution of measures and budget decided on at the central level

X

2. Health services

Peñalolén currently has 12 functioning health establishments, of which 75% are in the public
sector. Ten of them provide outpatient care, both in family health centers (CESFAM) and the
City Mental Health Clinic (COSAM) and in drug rehab centers. For secondary care there is
COSAM and the Cordillera Model Health Center (outpatient); third level care is available in Luis
Tisné Hospital and the Clinical Hospital of the University of Chile in Quilín.
Table 3. Number of health establishments in Peñalolén (2009).
Type of establishment

Public

Private

Hospital

1

1

Outpatient clinic

6

2

Psychiatric hospital

0

0

Outpatient mental health clinic

1

1

3. General health indicators
Concerning general health indicators, the life expectancy of residents of Chile is 74.4 years
for men and 80.4 years for women; city data for Peñalolén are not available. The country’s
infant mortality rate (per 1,000 live births) is 8.6% for males and 7.06% for females. There is no
specific data on this indicator for Peñalolén.

4. Main strengths and weaknesses in providing health services
In terms of provision of health services, Peñalolén’s main strength is in the unspecified
category evident in the community, which is “social participation in health,” a reflection of the
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emphasis in the overall program that focuses resources based on qualitative variables and
impact on community health promotion. There is generally a high rating for strengths in all
items, with the lowest two (although still with an 8 in both cases) being infrastructure and access
to treatment.
Figure 1. Main strengths and weaknesses in providing health services
in Peñalolén (2009)
Scale of 1 to 10 (1 = Very weak; 10 = Very strong)
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5. Main health problems
The main health problems affecting residents of this city by age group are:
1) 0-9 years: high respiratory morbidity (by contamination); obesity in preschoolers and
school-age children; hyperactive disorders in school-age children.
2) 10-14 years: Obesity; hyperactive disorders.
3) 15-19 years: Teen pregnancy; depression.
4) 20-24 years: Depression.
5) 25- 34 years: Depression; gastric disorders; osteomuscular pathology (headaches of
all types).
6) 35 and more: cardiovascular pathology (Hypertension–Diabetes M); osteomuscular
pathology.17

17

Source: Annual Health Plan 2009, Health Directorate of Peñalolén.
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III. DRUG-RELATED PROBLEMS
1. Specific competence of the city in drugs and institutional framework
for treatment: design and execution of the treatment policy

1.1 Institutional framework for treatment: design and execution of the treatment
policy

At the national level:

The Ministry of Health (MINSAL) has two support areas: the Health Policy Subsecretariat
and the Care Network Subsecretariat, which together monitor care quality in terms of access
and timeliness and in the design and management of regulatory frameworks and clinical guides
that orient service for drug addiction.

The National Anti-drug Council (CONACE), under the Ministry of the Interior, implements
public drug policies to prevent the use and trafficking of illicit substances in the country.

It brings together 14 government agencies that use social networks to coordinate and
execute drug use prevention programs, treat abuse, and inform the public about the scope of
the phenomenon. It also deals with illicit trafficking in substances through police control and
appropriate legislation. It has the following subject areas: control, prevention, treatment and
rehabilitation, evaluation and studies, management and projects, city warning (Previene
comunal), regional development, and the international area. With respect to treatment, it works
with MINSAL to design technical standards and instruments to guide treatment programs and
permit proper registration and monitoring of their activity to ensure transparency and efficient
use of government resources.

At the regional level:

The Regional Ministerial Secretariat of Health (SEREMI) authorizes the operation of
addiction treatment centers in the region pursuant to the country’s health regulations and
monitors compliance with the requirements for their authorization.

Health services: Because of the size of the metropolitan area, it has six specific jurisdictions,
North, South, East, West, Central, and Southeast. For addiction care, it works through the
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department of Assistance Networks, promoting clinical and administrative work directly with the
public and private providers and mechanisms. Together with CONACE they recommend where
public investment goes for drug addiction treatment, and support on site the development and
quality of treatment programs at the various levels of complexity (outpatient and residential) that
are executed in their territory. The city of Peñalolén is under the jurisdiction of the Eastern
Metropolitan Health Service.

At the city level:

The function of the city warning (PREVIENE comunal) program is local execution of all
areas and guidelines from CONACE at the national level. One of its priorities is community
work, selective prevention with youth in the target neighborhoods and secondary prevention in
schools. In the area of treatment and rehabilitation, it develops local treatment networks (also
called community treatment tables) and supports research and referral of cases to the public
health clinics. It also supports the municipal level and city network in the area of integration for
reentry of users in alcohol and drug rehabilitation.

Municipal Health Departments or Municipal Health Corporations:

The public health centers report administratively to the local city health authority, which
administers the funding for drug programs. They ensure the presence of suitable and stable
human resources, with sufficient infrastructure and equipment, and are responsible for making
decisions that will affect the installation and execution of treatment programs positively or
negatively. In the case of Peñalolén it is the Health Corporation.

Treatment centers:

These can be public or private, and receive funding that could be from the Ministry of
Health, from CONACE through the National Health Fund (FONASA), or financing from both
sources. Private centers also have the income from private users (care in the public centers is
free), and if the private center has an agreement with MINSAL or CONACE, these users, duly
identified, also receive free care from the establishments.
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The health mechanisms in Peñalolén, in order of the complexity of their services offered,
are:

The Integral Program for Alcohol and Drugs in primary care (only in public health
establishments). This program is offered in the five city primary care clinics, along with the basic
outpatient plan for teens. For clients over 18, the Community Mental Health Center offers the
basic outpatient plan.

The Intensive Outpatient Plan is also implemented in COSAM, in addition to the Liwen and
Agora Peñalolén therapeutic communities.

Finally, the residential plans are implemented in two therapeutic communities, Pope John
XXIII and Crea Chile (Believe Chile), which although offered in Peñalolén can accept clients
referred from the alcohol and drug treatment network of the Eastern Health Service, and
“private” clients (who pay the fees at private residential centers themselves without government
assistance), and can come from any city in Chile.
Table 4. City specific competencies in drug treatment policies management in
Peñalolén (2009)
Area of Competence
Policy design
Budgeting
Planning

Total

Partial

None

X
X
X

Execution of measures and budget decided on at the central level

X

Monitoring and Evaluation

X

1.2 Control and regulation of the treatment supply

MINSAL: (Ministry of Health):

The Ministry of Health’s regulatory role is exercised under a set of laws, decrees,
regulations, notices, standards, and other instruments that facilitate the design, evaluation,
control, and monitoring of technical and administrative processes in the health system, in the
public and private subsystems and others, to guarantee standards of quality in provision of
health services, in order to achieve the continuous improvement of the population’s health level.
This is all done under the permanent guidance of government policy in general and the health
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policy specifically. The main regulations in relation to addictions are: National Mental Health
Plan and Policies approved by Exempt Resolution N° 568 of October 8, 1993 (with a special
chapter on alcohol and drugs); Technical Standard: Organization of a Mental Health and
Psychiatric Services Network and Guidelines for its Application, approved by Exempt Resolution
N° 802 of April 9, 1999; Regulation for establishments for rehabilitation of persons dependent on
psychoactive substances through the therapeutic community model, approved by Supreme
Decree N° 2298 of October 10, 1995; Regulation for exercise of the activity of rehabilitation
technician for drug addicts, approved by Supreme Decree N° 225 of April 7, 1998, which
amends N° 2298.

CONACE: National Anti-drug Council.

It operates under the National Drug Strategy, which is the Government of Chile’s document
that defines the criteria with which Chilean society will address problems caused by use of and
trafficking in drugs during the period 2003-2008. This strategy fulfills the commitment made by
Chile and other countries in 1998, at the special session of the United Nations to deal with the
drug phenomenon at the national, regional, and world levels through the application of stable,
coherent, transparent, and balanced policies.

At the legislative level there is:

1) Legislation on alcohol: Law n°19.925, on sale and consumption of alcoholic
beverages;
2) Legislation on drugs: Drug Law nº 20.000, enacted February 2, 2005, penalizes illicit
trafficking in narcotics and psychotropic substances and related offenses. It replaces
the previous Law Nº19.366;
3) Legislation on offenders: Law n° 20.084, enacted November 28, 2005 and published
on November 28, 2005, establishes a system of responsibility for adolescent
violators of the criminal code.
1.3 Program supervision

In Chile addict treatment programs are regulated by the Regional Health Secretariats
(SEREMIS), which authorize them and must ensure that the conditions that warranted
certification remain current; otherwise they can penalize or even temporarily or permanently
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close public and/or private centers that do not meet the basic requirements for their operation.
The centers are evaluated at least every two years.

In the technical-clinical area the Health Services—which have specific areas in their
jurisdiction—supervise all public and private health centers in their area, together with the
National Anti-drug Council (CONACE); representatives of both entities with experience in
dealing with alcohol and drugs visit the centers that receive government funding for the dual
purpose of supervising and advising the centers.

They supervise and control compliance with basic elements involving technical, therapeutic,
administrative, financial, human resource, and legal aspects of the centers. They also advise on
specific matters related to addictions (with a bio-psycho-social approach) and the integration
process (based on the human occupation model). At the level of individual care one of the best
activities is follow-up through analysis of clinical cases identified by the centers; at the collective
care level there is participatory on-site evaluation of group programs, in order to provide
feedback from a co-therapeutic perspective to the therapist carrying out the activity, covering
content and methodology as well as qualitative aspects of the therapist’s performance.

This process supports the development and continuous improvement of the treatment
supply at both the theoretical and practical levels, providing a reading list, training, and other
elements depending on the specific needs of each center, maintaining a flow of ongoing
coordination between the center and the supervisor-advisor team. When necessary, there is
also coordination with agencies administered by the public and private treatment centers in
order to ensure compliance with requirements for authorization of the technical head of the
program. There are also actions to connect to and upgrade the existing social network,
especially through the role of the Drugs Warning (Drogas Previene), CONACE’s prevention
office in this sector, which offers training and initiatives to generate integration for users of
treatment programs.

This is an ongoing activity, which can be monthly, every two months, or quarterly, depending
on the level of development attained by each center. It involves application of criteria of two
public entities, the Ministry of Health (to which the Health Services belong) and the Ministry of
the Interior (to which CONACE belongs).
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2. Problems caused by drug use

The main problems caused by drug use in Peñalolén are domestic and neighborhood
violence, a feeling of insecurity, and deterioration of the social fabric, especially associated with
microtraffic; in this context, alcohol use leads to traumatic injuries from fights (knives, punches,
etc.) and traffic accidents. Consumption in public areas is associated with the breakdown of the
community infrastructure in some sectors, leading to a public security problem and a community
health problem.

3. Availability of data on incidence and prevalence of drug use

Through CONACE, Chile has a drug observatory that does national studies every two
years—the school population in odd years and national studies of the general population in
even years.

These studies are designed to reflect only the national and regional situation. Hence, one
weakness is that there is no updated information on prevalence of drugs at the city level.

Studies of the general population have data on the stated use of drugs by Chile’s population
between the ages of 12 and 64 of both sexes and various socioeconomic levels. The sample is
representative of the national level and all regions of the country. It includes information on
changes in drug use (trends) over the different years of the study, and data on factors
associated with drug use, such as risk perception, direct supply, and ease of access. The last
study was done in 2008.

Surveys of Chile’s students have data on drug use from the eighth year of basic (the highest
grade in primary education) to fourth middle (secondary). The sample is representative of the
national and regional levels and 86 cities in the country. It includes changes (trends) in drug use
over the different years of the study, as well as data on factors associated with drug use, such
as family situation, school, and peer group, among others. The last study was done in 2007.

The latest official data are from the Eighth National Survey of Drugs in the General
Population of Chile, 2008, done by CONACE, which was published in June 2009. Among the
principal results at the national level are:
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The increase in marijuana use has stopped.

Results for marijuana show that stated use of marijuana in the last year declined from 7.2%
to 6.4%, a decline of 0.8%. The difference is not statistically significant and should not be taken
to mean a reduction in marijuana use in the country. Marijuana use rose in the 1990s and
leveled off in subsequent years at the peak which was reached in 2000. In the last biennium,
however, it continued its upward curve to the highest level in the whole series.

Cocaine use is up again

Stated use of cocaine changed from 1.3% to 1.8%, an increase that is not statistically
significant but nevertheless is the highest figure attained in the series. In the case of coca paste,
the current result of 0.7% is the same one obtained since the start of the series, so for more
than a decade there has been no significant change. The use of coca paste has completely
leveled off, but cocaine use shows signs of growing after a slight decline at the start of the
decade.

The increase in the supply of cocaine is accompanied by indications of a drop in its price; it
has declined by 20%, from 5,840 Chilean pesos per gram in 2004 to 4,534 Chilean pesos in
2008. The changes have occurred at the upper level of the prices, not the lower level: the
percentage that said it bought a gram of cocaine for 10,000 Chilean pesos or more declined
from 25% to 10% in the period, while those who bought cocaine for less than 5,000 Chilean
pesos still make up about one-third of the current users.

Coca paste cigarettes, on the other hand, have had a stable price with averages of around
1,000 Chilean in the series, while the retail price of marijuana has increased by nearly 15% in
the last five-year period, from an average of 816 Chilean pesos in 2004 to 939 Chilean pesos in
2008. Cocaine is the only substance for which there is evidence that the price (and probably
also the quality) has declined, making it more available.

All the other drugs considered in this study show very low levels and changes: prevalence of
ecstasy, crack, hallucinogens, inhalants, and heroin did not exceed 0.2% in the last year, and
none had an increase that could be considered statistically significant. Improper use of
tranquilizers had a stable prevalence of about 3% in the last year, but stimulants and analgesics
without medical prescription had much lower prevalence.
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Alcohol use shows a sharp drop:

Prevalence in the last month dropped 8 percentage points, from 58% to 50%, while daily
use of alcohol dropped by half, from 2.4% to 1.2%, the sharpest decline in the series.
Decreased alcohol use was greater for adults, especially those over the age of 45, where
alcohol use in the last month declined by 14%, while among adolescents and youth the changes
were between three and five percentage points.

Perception of drug trafficking and use remains high.

Perception of drug trafficking and use in the neighborhood remains high: the percentage that
observed much use of drugs in public places, streets, or plazas in their neighborhood reached
21% in this study, a figure that has been increasing since it was 16% in 2004, the year the
series began. The perception of drug trafficking in the neighborhood also reached its highest
level in the current study, 34%, a figure similar to that obtained in previous studies, but up from
29% in 2002, having therefore increased by five percentage points in the period. There are
considerable socioeconomic differences in these perceptions of use and trafficking; in both
cases the difference is 20 percentage points. Perception of trafficking in the poorest
neighborhoods was double that in the richest neighborhoods, 44% and 22% respectively, while
perception of public use showed an even greater difference, 29% and 9%.

4. Indicators related to illicit or licit drug use

Chile has data on the effects of alcohol use at the national level, and some regional and city
indicators, but not on the effects of illicit drug use, because that information is not available in
similar statistics. There is information on crimes and police cases for violations of the drug law
at the national and regional levels, but not for the city of Peñalolén.

The National Traffic Safety Commission (CONASET) reports that in Chile about 13% of fatal
accidents are caused by the effects of alcohol on driving (driver under the influence of alcohol or
drunk), making it one of the most serious problems on the country’s highways. In 2008 there
were 57,087 traffic accidents involving 40,207 young people between the ages of 19 and 33
(both ages inclusive). 28.7% of all fatalities in traffic accidents were persons in the segment
between the ages of 19 and 33 (both ages inclusive).
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In 2008, 244 persons died from the effects of alcohol on driving (driver under the influence
of alcohol or drunk), which represented 14% of all fatalities that year (1,782). That same year
133 persons died from the presence of alcohol in pedestrians, which represented 7.5% of all
fatalities that year (1,782).

Driving with alcohol was the fourth cause of death in traffic accidents in 2008, after
pedestrian inattention, driver inattention, and loss of control of the vehicle.

In Peñalolén there were nine accidents in 2008, which resulted in one death and 11 injuries
of varying severity.18
With respect to police cases for violation of the drug law, in 200819 there were 26,386 cases
in Chile, of which 16,009 were in the metropolitan region (which includes Peñalolén), accounting
for 60.7% of the country’s total. There is no city breakdown.

In 2007 there were 3,987 deaths from liver cirrhosis at the country level, of which 2,780
were men and 1,207 women.20

There is currently no information on suicides and overdoses associated with drug use at the
national or city levels.

5. Strengths and weaknesses in providing drug treatment in the city

The main strength of the treatment system (see Figure 2) is human resources, which
coincides with the perception of having specialized technical teams for addictions and the role
performed by both CONACE and MINSAL of providing permanent advice and training on drug
addiction for the treatment teams of public and private centers.

18

Source: National Traffic Safety Commission, CONASET
“Traffic accidents in Chile involving the presence of alcohol in drivers, passengers, or pedestrians –2008”
www.conaset.cl
19
Source: “National report of police cases for violation of Drug Law 20.000, 2008,” Public Security Division of the
Ministry of the Interior, February 2009.
20
Source: Ministry of Health, Department of Health Statistics and Information (DEIS), 2007, Vital statistics on
mortality, causes.
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The main weakness is in the information systems, especially the lack of city statistics on
supply and demand for addict rehabilitation care, although CONACE, the City Health
Directorate, MINSAL, and FONASA have records with the information.
Figure 2. Main strengths and weaknesses in providing drug treatment in Peñalolén
(2009)
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5.1 Level of development of treatment services
Information systems:

There are data on prevalence, incidence, and first use of drugs at the regional level from the
drug observatory’s studies (the National Anti-drug Council does them every two years,
epidemiological studies with national and regional data, but not broken down by cities). There
are also studies of the school-age population.
Both CONACE and the Ministry of Health, through the health services located all around
Chile, have an information system on the treatment supply, and direct contact with the cities
under their jurisdiction.

CONACE also disseminates updated information on public and private care centers with
various levels of complexity, with contact information on address, telephones, treatment
characteristics and the institution on the web site and a free nationwide telephone system called
“drugphone (fonodrogas).”
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At the city level there is a deficit in this regard, because the latest data on visits are the
places available per year. There is currently no measurement of the treatment demand at the
city level. In March 2010 Peñalolén began a pilot program with CONACE to measure the
possible gap between supply and demand for treatment in the second half of this year, to
provide input for building a local drug policy.
Infrastructure quality:

At the public level, there has been large-scale investment for primary health care,
remodeling three clinics and building a new one in one of the traditional sectors of the city, and
another one is due to be finished. This has made it possible to reduce the number of cases per
health center, reducing the wait for care and providing more specialized care. One access
problem noted by the population in the community facilities is the delay in getting specialized
care once they are referred to secondary and tertiary levels.

Drug rehabilitation centers at the private level have adequate infrastructure for their
requirements, but they cannot increase their coverage regardless of the demand. This is one of
the key issues for developing a local system to measure treatment demand that will make it
possible to obtain care resources to meet specific numbers for the demand, which at present
cannot be statistically calculated.
Access:

The health centers are distributed around the territory, but coverage does not respond to
urban planning, rather to the demand of the explosive growth of the city’s population.
Demand can be described as seasonal, with times of the year when the services are
generally overtaxed, with a perceptible decline in quality and speed of attention.

Human resources:

Both public and private drug addiction programs have multidisciplinary teams with years of
experience in the field, who receive refresher training from seminars, courses, and certification
through various initiatives of CONACE and the Ministry of Health. There can be turnover of the
teams, especially doctors at the primary health care level (offices), but this is still at a low level
that does not significantly impact care quality for users.

63

Networking:

A mental health network, which is being formed, will try to link the various agencies to
manage integration and development of joint actions and fluid communication to respond as
best as possible to the challenges of integration and rehabilitation. COSAM is organizing the
network. Public centers also take part in network meetings convened by the Eastern Health
Service of the metropolitan region, which follows technical guidelines based on the Ministry of
Health’s model.

There is a free treatment program in the city, funded by both CONACE and the Ministry of
Health. The latter finances the integral alcohol and drug program in primary care (clinics,
Cesfam).

The

agreement

between

CONACE-FONASA-MINSAL

offers

limited

coverage

to

beneficiaries of the National Health Fund (FONASA) with drug problems. It offers four types of
treatment based on the characteristics, needs, and complexity of the person’s problem: basic
outpatient, community outpatient, intensive outpatient, and residential plans in therapeutic
communities.

In the city of Peñalolén the mental health network thus consists of: the five primary health
care clinics under the Municipal Corporation for Social Development, which provide basic
outpatient treatment for the community. There is also the Mental Health Clinic (COSAM), which
in addition to that level offers intensive outpatient plans for the general population, infants, and
children. Moreover, the city has three private therapeutic communities under the CONACE –
FONASA agreement. The Pope John XXIII therapeutic community provides residential
treatment for persons aged 18-50, and the Liwen therapeutic community offers intensive and
evening outpatient services for the same age range. Ágora Peñalolén works with adolescents
between 14 years and 17 years 11 months referred by courts under the new adolescent criminal
code.

These entities communicate and coordinate through referrals of cases and preparation of
projects for city support of the abovementioned clinics.
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6. Specialized services for treatment of drug dependence

Peñalolén has public programs for treatment of drug dependence, which are part of the
supply of the health network through the five clinics in the territory and the COSAM municipal
mental health clinic. It also has three therapeutic communities and the Land of Hope
Foundation, all accredited as service providers by the Eastern Metropolitan Health Service,
which offers technical support for their specialized work with addictions, two of them with
outpatient treatment and the other two offering residential care. Only three of these have a
public funding agreement for the work performed in this city. There are also 62 self-help groups
and one community service group identified, but they are informal groups for mutual support
and emotional restraint, which do not engage in formal treatment of addictions. Table 5 reports
establishments that offer treatment in the city.
Table 5. Number of specialized treatment services in the city of Peñalolén (2009).

Service
Type
Public
Private
Total

Outpatient
5
0
5

Self-Help
Community
Intensive
Residential Hospital Organizations Services
Outpatient
1
2
3

0
2
2

0
0
0

62
0
62

1
0
1

7. Opportunities for social integration
Since 2004 there have been a series of actions in the area of socio-occupational integration
at the city level, intended to promote and facilitate social and occupational integration of drug
addicts in rehabilitation.

This began in the first stage with equipping existing rehabilitation centers in the city as
social and occupational mediators, by training personnel on each team to introduce the subject
and implement the “Opening Doors” program designed by CONACE and jointly executed in the
city by Previene and the therapeutic communities. This stage was formalized with the signature
of a framework agreement between the city of Peñalolén and the therapeutic communities, but it
is necessary to add other stakeholders in order to develop, promote, and grant resources and
build city networks through specific agreements that expand the opportunities for integration of
users. COSAM and the “Yunus” community enterprise center have been added to create the
city network for social and occupational integration.
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The network’s main functions include:

Finding opportunities for social and occupational integration. Technical assistance for
institutional procedures in the area of social and occupational integration (instruments,
diagnostics, treatment plans, schedules for integration, etc.). Case referral and follow-up with
users in the participating institutions.
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Conchalí, Chile
Status of Drug Treatment
I. DESCRIPTION OF THE CITY
Conchalí is a city in Chile, located in the northern area of the Santiago metropolitan region,
bordered on the south by the city of Independencia, on the north by the cities of Quilicura and
Huechuraba, on the east by the city of Recoleta, and on the west by the city of Renca. Conchalí
has about 1.82% of the inhabitants of the metropolitan region. Its population is 133,256 in an
area of 10.7 km², for a population density of 12,454 persons/ km². The male population
accounts for 48.82%, and the female population, 51.18%. 100% of the city’s population is urban
(Data from 2002 census, projected to 2006).
The major religion in Conchalí is Roman Catholic, involving 69% of the population.21

The city’s unemployment rate is 10.7%, very similar to that at the national level (10.8%). The
population below the poverty level in Conchalí is 8%--the sum of 1.1% indigent and 6.9% nonindigent poor—so the total is less than the national average, which is 13.7%
Table 1. Main demographic indicators in Conchalí (2009)
Indicators
Conchalí
Chile

Total
Population
Geographic Unemployment
population
below poverty
2 23
24
area (km )
rate (%)
(n)22
level (%)25
133,256
16,928,873

10.7
756,102

10.7
10.8

8
13.7

Average
wage US
$26
877
601

1. Socio-cultural aspects

The city has no current studies on societal values, attitudes, knowledge of risk factors, and
prevailing behavioral norms regarding drug use.
21

National Statistics Institute (INE), 2002 Census.
MIDEPLAN, Social Division, 2006 CASEN Survey with expansion factors based on 2002 Census.
23
MIDEPLAN, Social Division, 2006 CASEN Survey, done in November and December 2006, with expansion factors
based on 2002 Census. City profile. SUBDERE: www.sinim.gov.cl
24
National Statistics Institute (INE), National Employment Survey, May-July 2009 quarter.
25
MIDEPLAN, Social Division, 2006 CASEN Survey, done in November and December 2006, with expansion factors
based on 2002 Census. City profile. SUBDERE: www.sinim.gov.cl
26
MIDEPLAN, Social Division, 2006 CASEN Survey, done in November and December 2006. Values adjusted to the
dollar in November 2009.
22
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That notwithstanding, the following risk factors are among those present in Conchalí:
1) A predominantly young population, in high-risk sectors, who are school drop-outs.
2) Some from broken homes or parents who have problems with drug trafficking,
alcoholism, and/or domestic violence.
3) Lack of preparation for work is also a risk factor for drug use.
4) Another potential sector is that of children who work in areas where drugs are sold
and used, where the role models are often adults involved in sale or use.

One problem drug used in the city is coca paste (perceived as a drug that is very harmful
physically and socially); use of this drug is particularly distressing because the need to get
money to buy it leads (in most cases) to a shortage of money, resulting in poverty. These young
people suffer physical deterioration, affecting their sleep, and emaciation from coca paste use
and not eating food. It also leads to their involvement in criminal activities such as constant theft
of articles, even from their own homes, to sell in order to buy drugs. Many adolescent and
young women resort to prostitution, and their physical environment deteriorates, with many of
them living in the street because they have voluntarily left their homes or been forced out.

Another troublesome sector of drug use is that of young people and adults who use cocaine.
They need medical treatment because of the deterioration of their social situation and the
physical harm resulting from use.

II. HEALTH-RELATED ISSUES
1.

Specific areas of competence of the city in public health policy

management

With respect to health policy management, the city’s degree of autonomy and decision-making
capability vis-à-vis the central government for policy-making, budgeting, planning and execution
of activities is rated as “partial,” because the authority is shared with the central government
(see Table 2). Nevertheless, the city has full responsibility for execution of activities. Conchalí is
part of the metropolitan region of Chile, with a politically independent local government (elected
by open elections). Although it is governed by central standards that direct and channel public
policies for the population, the city meshes them with the local needs and strategic logic. Legally
it is subject to the country’s laws, but it has also approved internal regulations (municipal
ordinances) applicable only to the city.
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Financially, it is dependent on programs with central funds, but it collects local resources from
taxes and licenses for execution of local actions approved by the city itself. In the health area,
guidance and technical and legal standards come from the Ministry of Health (MINSAL) which
also allocates resources to fund the supply of health services, but the health provisions are
directly administered by the city, which coincides with the evaluation of “Total” competence in
the area of execution of health services.
Table 2. Specific areas of competence in public health policy management in Conchalí
(2009)
Area of competence

Total

Policy design

Partial
X

Budgeting

X

Planning

X

Execution of measures and budget decided on at the central level

X

2. Health services

Conchalí currently has 12 functioning health establishments:

10 public establishments:
1) 4 health centers (Lucas Sierra, Alberto Bachelet, Symón Ojeda, and Juanita Aguirre
clinics),
2) 3 SAPUS (urgent care services), and
3) 1 city laboratory.
These centers belong to the primary health care system and are funded by the Ministry of
Health (MINSAL). There is great demand for care, and a waiting list.
4) 1 Community Health Center (CECOF) that receives city funding, and
5) 1 Mental Health Center (COSAM), funded by the Ministry of Health and the city
government, with a capacity of 120 and no waiting list.
2 private establishments:
The Talita-Kum comprehensive rehabilitation center, funded by CONACE and the Health
Service, serves about 890 patients with no waiting list, thus meeting the demand. There is also
a center run by Narcotics Anonymous, a voluntary self-help organization with independent
financing. It is an outpatient service.

69

Table 3. Number of health establishments in Conchalí (2009)
Type of establishment

Public

Private

Hospital

0

0

Outpatient clinic

9

0

Psychiatric hospital

0

0

Outpatient mental health clinic

1

2

3. General health indicators
Concerning general health indicators, the life expectancy of residents of Chile is 74.4 years
for men and 80.4 years for women; city data are not available. The country’s infant mortality rate
(per 1,000 live births) in 2006 is 8.6% for males and 7.06% for females. In Conchalí it is 6.3 per
1,000 live births. (DEIS/MINSAL 2006- 2007).

4. Main strengths and weaknesses in providing health services
The main strengths in providing health services are the infrastructure and access to
treatment (see Figure 1), because since the care is free and distributed in the territories, the
locations facilitate access by a high number of persons to prevention and treatment of various
pathologies that can be dealt with at the primary care level, permitting appropriate use and
integration with regards to the needs of the city’s patients.

Utilization of services, policy development, and human resources are also among the
strengths, because various types of health services are used in a way to take advantage of the
human resources, generating emphasis on development of new policies for service provision.
However, the lowest point was information systems used for the services, because they are not
clearly or precisely provided, owing to access problems nationally and locally.
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Figure 1. Main strengths and weaknesses in providing health services in Conchalí (2009).
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5. Main health problems
In the city of Conchalí the main health problems are: In women, breast cancer, uterine
cancer, cardiovascular problems, depression, respiratory diseases, and gall bladder cancer. In
men, cardiovascular diseases (heart attack, HTA), diabetes, alcohol and drugs, stomach
cancer, lung cancer, respiratory diseases. (Statistics of the North Metropolitan Health Service,
ranking major health problems).
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III. DRUG-RELATED PROBLEMS
1. Specific competence of the city in drugs and institutional framework
for treatment: design and execution of the treatment policy

1.1 Institutional framework for treatment: design and execution of the treatment
policy

At the national level are:
The Ministry of Health (MINSAL):

It has two support areas: the Health Policy Subsecretariat and the Care Network
Subsecretariat, which together monitor care quality in terms of access and timeliness and in the
design and management of regulatory frameworks and clinical guides that orient service in the
area of drug addiction.
The National Anti-drug Council (CONACE):

Under the Ministry of the Interior, it implements public drug policies to prevent the use and
trafficking of illicit substances in the country. It brings together 14 government agencies that use
social networks to coordinate and execute drug use prevention programs, treat abuse, and
inform the public about the scope of the phenomenon. It also deals with illicit trafficking in
substances through police control and appropriate legislation. It has the following subject areas:
control, prevention, treatment and rehabilitation, evaluation and studies, management and
projects, city warning (Previene comunal), regional development, and the international area.
With respect to treatment, it works with MINSAL to design technical standards and instruments
to guide treatment programs and permit proper registration and monitoring of their activity to
ensure transparency and efficient use of government resources.
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At the regional level are:
The Regional Ministerial Secretariat of Health (SEREMI):

Its main function is to authorize the operation of addiction treatment centers in the region
pursuant to the country’s health regulations and monitor compliance with the requirements for
their authorization.
Health services:

Because of the size of the metropolitan area, it has six specific jurisdictions, North, South,
East, West, Central, and Southeast. For addiction care, it works through the department of
Assistance Networks, promoting clinical and administrative work directly with the public and
private providers and mechanisms. Together with CONACE they recommend where public
investment goes for drug addiction treatment, and support on site the development and quality
of treatment programs at the various levels of complexity (outpatient and residential) that are
executed in their territory. The city of Conchalí is under the jurisdiction of the North Metropolitan
Health Service.

At the city level are:
City warning (PREVIENE comunal):

Its function is local execution of all areas and guidelines from CONACE at the national level,
with community work and prevention among its priorities. In the area of treatment and
rehabilitation, it develops local treatment networks (also called community treatment tables) and
supports research and referral of cases to the public health clinics. It also supports the
municipal level and city network in the area of integration for reentry of users in alcohol and drug
rehabilitation.
Municipal Health Departments or Municipal Health Corporations:

The public health centers report administratively to the local city health authority, which
administers the funding for drug programs. They ensure the presence of suitable and stable
human resources, with sufficient infrastructure and equipment, and are responsible for making
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decisions that will affect the installation and execution of treatment programs positively or
negatively. In the case of Conchalí it is the Health Department.
Treatment centers:

These can be public or private, and receive funding that could be from the Ministry of
Health, from CONACE through the National Health Fund (FONASA), or financing from both
sources. Private centers also have the income from private users (because care in the public
centers is free), and if the private center has an agreement with MINSAL or CONACE, these
users, duly identified, also receive free care from the establishments. The health mechanisms in
Conchalí, in order of the complexity of their services offered, are:
1) The Integral Program for Alcohol and Drugs in primary care. The four health centers
this program. (Lucas Sierra, Alberto Bachelet, Symón Ojeda, and Juanita Aguirre
clinics).
2) The Basic Outpatient Plan. It is offered in the Lucas Sierra, Alberto Bachelet, Symón
Ojeda, and Juanita Aguirre clinics and COSAM.
3) The Intensive Outpatient Plan. It is offered in COSAM
4) Residential plans: Conchalí does not have any (public or private), but it can send
users to centers outside the city through the alcohol and drugs treatment network of
the North Health Service.
5) Self-help program: Narcotics Anonymous of Chile. The main objective is individual
and family follow-up for drug patients.

Finally, each city has the authority to adapt the guidelines from national anti-drug policies
and plans to its own local situation. Table 4 summarizes competencies in management of drug
programs.
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Table 4. City specific competencies in drug treatment policies management in Conchalí
(2009)
Area of Competence

Total

Partial

Policy design

X

Budgeting

X

Planning

X

Execution of measures and budget decided on at the central level

X

Monitoring and Evaluation

X

None

1.2 Control and regulation of the treatment supply

MINSAL: (Ministry of Health):

The Ministry of Health’s regulatory role is exercised under a set of laws, decrees,
regulations, notices, standards, and other instruments that facilitate the design, evaluation,
control, and monitoring of technical and administrative processes in the health system, in the
public and private subsystems and others, to guarantee standards of quality in provision of
health services, in order to achieve the continuous improvement of the population’s health level.
This is all done under the permanent guidance of government policy in general and the health
policy specifically. The main regulations in relation to addictions are: National Mental Health
Plan and Policies approved by Exempt Resolution N° 568 of October 8, 1993 (with a special
chapter on alcohol and drugs); Technical Standard: Organization of a Mental Health and
Psychiatric Services Network and Guidelines for its Application, approved by Exempt Resolution
N° 802 of April 9, 1999; Regulation for establishments for rehabilitation of persons dependent on
psychoactive substances through the therapeutic community model, approved by Supreme
Decree N° 2298 of October 10, 1995; Regulation for exercise of the activity of rehabilitation
technician for drug addicts, approved by Supreme Decree N° 225 of April 7, 1998, which
amends N° 2298.

CONACE: National Anti-drug Council.

It operates under the National Drug Strategy, which is the Government of Chile’s document
that defines the criteria with which Chilean society will address problems caused by use of and
trafficking in drugs during the period 2003-2008. This strategy fulfills the commitment made by
Chile and other countries in 1998, at the special session of the United Nations to deal with the
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drug phenomenon at the national, regional, and world levels through the application of stable,
coherent, transparent, and balanced policies.

At the legislative level there is:

1) Legislation on alcohol: Law n°19.925, on sale and consumption of alcoholic beverages;
2) Legislation on drugs: Drug Law nº 20.000, enacted February 2, 2005, penalizes illicit
trafficking in narcotics and psychotropic substances and related offenses. It replaces the
previous Law Nº19.366;
3) Legislation on offenders: Law n° 20.084, enacted November 28, 2005 and published on
November 28, 2005, establishes a system of responsibility for adolescent violators of the
criminal code.
Program supervision

In Chile addict treatment programs are regulated by the Regional Health Secretariats
(SEREMIS), which authorize them and must ensure that the conditions that warranted
certification remain current; otherwise they can penalize or even temporarily or permanently
close public and/or private centers that do not meet the basic requirements for their operation.
The centers are evaluated at least every two years.

In the technical-clinical area the Health Services—which have specific areas in their
jurisdiction—supervise all public and private health centers in their area, together with the
National Anti-drug Council (CONACE); representatives of both entities with experience in
dealing with alcohol and drugs visit the centers that receive government funding for the dual
purpose of supervising and advising the centers.

They supervise and control compliance with basic elements involving technical, therapeutic,
administrative, financial, human resource, and legal aspects of the centers. They also advise on
specific matters related to addictions (with a bio-psycho-social approach) and the integration
process (based on the human occupation model). At the level of individual care one of the best
activities is follow-up through analysis of clinical cases identified by the centers; at the collective
care level there is participatory on-site evaluation of group programs, in order to provide
feedback from a co-therapeutic perspective to the therapist carrying out the activity, covering
content and methodology as well as qualitative aspects of the therapist’s performance.
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This process supports the development and continuous improvement of the treatment
supply at both the theoretical and practical levels, providing a reading list, training, and other
elements depending on the specific needs of each center, maintaining a flow of ongoing
coordination between the center and the supervisor-advisor team. When necessary, there is
also coordination with agencies administered by the public and private treatment centers in
order to ensure compliance with requirements for authorization of the technical head of the
program. There are also actions to connect to and upgrade the existing social network,
especially through the role of the Drugs Warning (Drogas Previene), CONACE’s prevention
office in this sector, which offers training and initiatives to generate integration for users of
treatment programs.

This is an ongoing activity, which can be monthly, every two months, or quarterly, depending
on the level of development attained by each center. It involves application of criteria of two
public entities, the Ministry of Health (to which the Health Services belong) and the Ministry of
the Interior (to which CONACE belongs).
2. Problems caused by drug use

The main problems detected (based on the risk perception survey in the sector with
trafficking and use) are:

1) Social deception by the non-drug-using population that lives in the traffic sectors.
2) The young population does not work and does not produce, or does it for use;
3) Boys and girls who live in the hostile social environment with altered role models.
4) Low performance level, and school drop-outs.
5) Population with social stigma because of place of residence.
6) Broken families with no guidelines for planning their lives.

3. Availability of data on incidence and prevalence of drug use

Through CONACE, Chile has a drug observatory that does national studies every two
years—the school population in odd years and national studies of the general population in
even years.

These studies are designed to reflect only the national and regional situation. Hence, one
weakness is that there is no updated information on prevalence of drugs at the city level.
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Studies of the general population have data on the stated use of drugs by Chile’s population
between the ages of 12 and 64 of both sexes and various socioeconomic levels. The sample is
representative of the national level and all regions of the country. It includes information on
changes in drug use (trends) over the different years of the study, and data on factors
associated with drug use, such as risk perception, direct supply, and ease of access. The last
study was done in 2008.

Surveys of Chile’s students have data on drug use from the eighth year of basic (the highest
grade in primary education) to fourth middle (secondary). The sample is representative of the
national and regional levels and 86 cities in the country. It includes changes (trends) in drug use
over the different years of the study, as well as data on factors associated with drug use, such
as family situation, school, and peer group, among others. The last study was done in 2007.

The latest official data are from the Eighth National Survey of Drugs in the General
Population of Chile, 2008, done by CONACE, which was published in June 2009. Among the
principal results at the national level are:

The increase in marijuana use has stopped.

Results for marijuana show that stated use of marijuana in the last year declined from 7.2%
to 6.4%, a decline of 0.8%. The difference is not statistically significant and should not be taken
to mean a reduction in marijuana use in the country. Marijuana use rose in the 1990s and
leveled off in subsequent years at the peak which was reached in 2000. In the last biennium,
however, it continued its upward curve to the highest level in the whole series.

Cocaine use is up again

Stated use of cocaine changed from 1.3% to 1.8%, an increase that is not statistically
significant but nevertheless is the highest figure attained in the series. In the case of coca paste,
the current result of 0.7% is the same one obtained since the start of the series, so for more
than a decade there has been no significant change. The use of coca paste has completely
leveled off, but cocaine use shows signs of growing after a slight decline at the start of the
decade.

The increase in the supply of cocaine is accompanied by indications of a drop in its price; it
has declined by 20%, from 5,840 Chilean pesos per gram in 2004 to 4,534 Chilean pesos in
78

2008. The changes have occurred at the upper level of the prices, not the lower level: the
percentage that said it bought a gram of cocaine for 10,000 Chilean pesos or more declined
from 25% to 10% in the period, while those who bought cocaine for less than 5,000 Chilean
pesos still make up about one-third of the current users.

Coca paste cigarettes, on the other hand, have had a stable price with averages of around
1,000 Chilean in the series, while the retail price of marijuana has increased by nearly 15% in
the last five-year period, from an average of 816 Chilean pesos in 2004 to 939 Chilean pesos in
2008. Cocaine is the only substance for which there is evidence that the price (and probably
also the quality) has declined, making it more available.

All the other drugs considered in this study show very low levels and changes: prevalence of
ecstasy, crack, hallucinogens, inhalants, and heroin did not exceed 0.2% in the last year, and
none had an increase that could be considered statistically significant. Improper use of
tranquilizers had a stable prevalence of about 3% in the last year, but stimulants and analgesics
without medical prescription had much lower prevalence.

Alcohol use shows a sharp drop:

Prevalence in the last month dropped 8 percentage points, from 58% to 50%, while daily
use of alcohol dropped by half, from 2.4% to 1.2%, the sharpest decline in the series.
Decreased alcohol use was greater for adults, especially those over the age of 45, where
alcohol use in the last month declined by 14%, while among adolescents and youth the changes
were between three and five percentage points.

Perception of drug trafficking and use remains high.

Perception of drug trafficking and use in the neighborhood remains high: the percentage that
observed much use of drugs in public places, streets, or plazas in their neighborhood reached
21% in this study, a figure that has been increasing since it was 16% in 2004, the year the
series began. The perception of drug trafficking in the neighborhood also reached its highest
level in the current study, 34%, a figure similar to that obtained in previous studies, but up from
29% in 2002, having therefore increased by five percentage points in the period. There are
considerable socioeconomic differences in these perceptions of use and trafficking; in both
cases the difference is 20 percentage points. Perception of trafficking in the poorest
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neighborhoods was double that in the richest neighborhoods, 44% and 22% respectively, while
perception of public use showed an even greater difference, 29% and 9%.

4. Indicators related to illicit or licit drug use
Chile has data on the effects of alcohol use at the national level, and some regional and city
indicators, but not on the effects of illicit drug use, because that information is not available in
similar statistics. There is information on crimes and police cases for violations of the drug law
at the national and regional levels, but not for the city of Conchalí.

The National Traffic Safety Commission (CONASET) reports that in Chile about 13% of fatal
accidents are caused by the effects of alcohol on driving (driver under the influence of alcohol or
drunk), making it one of the most serious problems on the country’s highways. In 2008 there
were 57,087 traffic accidents involving 40,207 young people between the ages of 19 and 33
(both ages inclusive). 28.7% of all fatalities in traffic accidents were persons in the segment
between the ages of 19 and 33 (both ages inclusive).

In 2008, 244 persons died from the effects of alcohol on driving (driver under the influence
of alcohol or drunk), which represented 14% of all fatalities that year (1,782). That same year
133 persons died from the presence of alcohol in pedestrians, which represented 7.5% of all
fatalities that year (1,782).

Driving with alcohol was the fourth cause of death in traffic accidents in 2008, after
pedestrian inattention, driver inattention, and loss of control of the vehicle.

In Conchalí there were 27 accidents in 2008, with no fatalities but 42 injuries of varying
severity.27
With respect to police cases for violation of the drug law, in 200828 there were 26,386 cases
in Chile, of which 16,009 were in the metropolitan region (which includes Conchalí), accounting
for 60.7% of the country’s total. There is no city breakdown.

27

Source: National Traffic Safety Commission, CONASET
“Traffic accidents in Chile involving the presence of alcohol in drivers, passengers, or pedestrians –2008”
www.conaset.cl
28
Source: “National report of police cases for violation of Drug Law 20.000, 2008,” Public Security Division of the
Ministry of the Interior, February 2009.
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In 2007 there were 3,987 deaths from liver cirrhosis at the country level, of which 2,780
were men and 1,207 women.29

There is currently no information on suicides and overdoses associated with drug use at the
national or city levels.

5. Strengths and weaknesses in providing drug treatment in the city

Among the main strengths of the city’s drug treatment services are the professional teams
and the coverage use of treatment in the city, with 100% occupancy and waiting lists in the
public centers, and full use of places in the private centers.

The major weaknesses are infrastructure (especially in the public centers in terms of specific
needs of drug programs for hours, available spaces, and privacy), and the capacity for
integration with the health care system, which is reflected in the practical difficulties at the level
of referral of cases by level of complexity, because the drug treatment network is in its very
early stage.
Figure 2. Main strengths and weaknesses in providing drug treatment in Conchalí
(2009)
Scale of 1 to 10 (1 = Very weak; 10 = Very strong)
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29

Source: Ministry of Health, Department of Health Statistics and Information (DEIS), 2007, Vital statistics on
mortality, causes.
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5.1 Level of development of treatment services

Information systems:

There are data on prevalence, incidence, and first use of drugs at the regional level from the
drug observatory’s studies (CONACE, the National Anti-drug Council, does them every two
years, epidemiological studies with national and regional data, but not broken down by cities).

There is also data on the number of patients with drug-use problems served, through the
health information system, both “SIGES” (system for information on specific health guarantees)
and the REM (monthly statistical register) of the Ministry of Health.

Both CONACE and the Ministry of Health, through the health services located all around
Chile, have an information system on the treatment supply, and direct contact with the cities
under their jurisdiction.

CONACE also disseminates updated information on public and private care centers with
various levels of complexity, with contact information on address, telephones, treatment
characteristics, and the institution on the web site “conacedrogas.cl” and a free nationwide
telephone system called “drugphone (fonodrogas).”
Nevertheless, at the city level most people with drug problems want to be confined, but in
many cases they do not have family support and demonstrate a lack of understanding of this
type of care and the possibility of outpatient care. The health network has not been able to
come up with a suitable communication strategy for mass dissemination to the community (not
just at the institutional level) of information on what to do and how to do it in the case of persons
with drug problems.

Infrastructure quality:

At the public level, there are primary health care establishments (clinics) that provide
individual outpatient care and some basic group services two or three times per week. These
meet the general health agenda for the population, and in this context they set apart some
space for providing these services in accordance with each clinic’s possibilities. There is
actually no specific infrastructure for drug treatment, but they are trying to make efficient use of
available infrastructure.

82

At the private level there are two service centers. One of them (Talita Kum), financed by
CONACE and the Health Service, provides outpatient treatment to persons with drug use
problems. This center maintains an infrastructure with an adequate service cubicle and a
professional staff appropriate for providing the care.

Another place in the city that provides care for persons with drug problems is a self-help
center called “Narcotics Anonymous,” which provides support for follow-up of treatment. Its
infrastructure is located in a municipal community center called Borlange, where the activity
takes place in a community room without separate space for care, and it does not have a
professional staff to deal with the cases.
Access:

At the public level: since basic outpatient addiction programs are carried out in health clinics,
there is coverage throughout the territory, and the population knows where to get service. As for
transportation, there is no satisfactory service because the changes made in the metropolitan
region’s public transport system (“Transantiago”) hamper easy access. The same situation
occurs with the Mental Health Center (COSAM), which has an intensive outpatient plan.
However, its 120 places are filled and there is a waiting list for service.

At the private level: The Talita Kum center has space for 800 patients, but no waiting list
because it has been able to adapt to the demand. Access here is also hampered by the limited
public transportation, and since the clinic does little to publicize its work, it is not well known. In
the case of Narcotics Anonymous there is no specification of patient spaces, because it is a
self-help center without a professional support staff. Since it is located in a public area it is not
widely publicized, and most patients come through word of mouth, brought by a member of the
group. Given its location, it also suffers from the limited public transportation.

Human resources:

In Conchalí most centers are public and follow the appropriate health regulations, but drug
care is an add-on for these centers that have limited hours of service. Cases to receive service
are first screened by a social worker, who considers the legal-social aspects and refers the
cases to a doctor in charge of the subject. There is no treatment team with hours set aside to
treat addictions at an interdisciplinary level, although the providers are professionals. It can be
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complicated to apply a specialized drug program in the rehabilitation supply of primary health
care, which applies a model of comprehensive family health.

There is a great disparity in the case of the private centers, because the Talita Kum center
gets resources from CONACE, which facilitates greater investment and a multidisciplinary
treatment team, and it can expand service based on available places. In the case of Narcotics
Anonymous there is no support to guarantee slots for care, so there is a very low level of
professional involvement, and the program is based primarily on volunteers.

Networking:

There is limited development of networking, because formation of the “city treatment table”
is in its initial stage. It is intended to link various agencies to manage integration and
development of joint work and fluid communication to respond in the best way to the care
problem. CONACE’s community office “Previene” leads this network and private and public
health entities in the area are involved.

The public centers also attend network meetings called by the North Area Health Service of
the metropolitan region, which follows technical guidelines based on the Ministry of Health’s
model.

6. Specialized services for treatment of drug dependence

This zone has five public outpatient centers, four primary care centers (clinics), and one
secondary level mental health outpatient facility (COSAM). At the private level there are only
two community institutions that support drug treatment (the Talita Kum Center for Drug
Treatment and Rehabilitation and Narcotics Anonymous of Chile). Table 5 reports
establishments that offer treatment in the city.
Table 5. Number of specialized treatment services in the city of Conchalí (2009)
Service
Type

Self-Help
Organizations

Community
Services

Outpatient

Intensive
Outpatient

Public
Private

4
0

1
1

0
0

0
0

0
1

0
0

Total

4

2

0

0

1

0

Residential Hospital
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7. Opportunities for social integration
At the city level there is a low level of development of effective social actions for persons
receiving treatment for addiction.

Although CONACE and the Ministry of Health have been moving ahead with the design and
dissemination of a technical framework on the subject of integration through training in the
human occupation model, with on-site support in the treatment centers to provide theoretical
and practical training for the professional teams, this appears to be a slow process that requires
awareness-building and dissemination of community and social networks such as: the housing
area, justice, education, labor, sports, etc., in order to facilitate patients’ more expeditious
access to them. This process is still incipient, because the subject of drug addiction in Chile still
oscillates between being perceived as a public health problem (illness) or an internal security
problem (from a crime perspective), so achievements obtained depend on the perception of the
public and private agencies and corporations contacted for the purpose.

Private care systems are seeking to integrate the patient in education for some trade or
voluntary work to raise funds for the agency in order to generate self-care and employment for
the patients.

The public sector believes that it does not have integral insertion of patients from the
treatment program, such as returning to school, psychological recovery, or vocational training
for social development. These recoveries could lead to the development of connections and the
collective conscience of comprehensive recuperation. But they also require more human
resources and more interdisciplinary approaches.
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San Ramón, Costa Rica
Status of Drug Treatment
I. DESCRIPTION OF THE CITY
San Ramón is a city in Alajuela Province, in the Central American nation of Costa Rica. Its
area is 1,018.64 km2, and it is home to some 87,000 inhabitants, about 2% of the country’s total
population. The unemployment rate in the central region of Costa Rica, which includes San
Ramón, is the same as that for the whole country, which is 4.9% of the active population. The
percentage of families below the poverty level is 14%, somewhat lower than for the entire
country, which is 17.7%.

There are no statistics on religious affiliation in the city, but it is estimated that at the national
level 76.3% of the population is Roman Catholic, followed by evangelicals with 13.7%.
Table 1. Main demographic indicators (2009)
Total
Geographic
Indicators population
area (km2)
(n)

Unemployment
rate (%)

Population
below poverty
level (%)

Average wage
US $

San Ramón

87,011

1.018

4.930

1431

Not available

Costa Rica

4,355,308

51,100

4.9

17.7

527.81

1. Socio-cultural aspects
San Ramón has a study on societal values, attitudes, knowledge of risk factors, and
prevailing behavioral norms regarding drug use: Risk factors and protector factors related to
drug use in persons 12 to 21 years old (San Ramón, Costa Rica, 2006). There are also national
documents that include the city, such as the National survey on perceptions and use in the
secondary-school population (Costa Rica, 2006), and the document Use of tobacco, alcohol,
and other drugs (San José Costa Rica, 2004).

30
31

Figure for the Central Region, which includes San Ramón.
Figure for the Central Region, which includes San Ramón..
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II. HEALTH-RELATED ISSUES
1.

Specific areas of competence of the city in public health policy

management

With respect to health policy management, the city’s degree of autonomy or decisionmaking capacity vis-à-vis the central level—for policy design, budgeting, planning, and
execution of measures—is partial, because it shares this responsibility with the central level of
Costa Rica (see Table 2). Each hospital and health area, and the Institute for Alcoholism and
Drug Dependence (IAFA), do their programming following general guidelines, including their
specific circumstances, and prepare their budget, which is submitted for approval at the central
level.

Table 2. Specific areas of competence in public health policy management in San Ramón
(2009)
Area of competence

Total

Partial

Policy design

X

Budgeting

X

Planning

X

Execution of measures and budget decided on at the central level

X

2. Health services

San Ramón currently has 21 functioning health establishments. There is one Class C
hospital with 100 beds to serve the nearby cities of Palmares, Naranjo, and Alfaro Ruiz. For
outpatient care, the Costa Rican Social Security System, to which the hospital belongs, has a
specialized outpatient clinic with 22 specialties.

Moreover, there are 19 Basic Health Teams (EBAIS) that provide primary care to users in
very small communities, which probably constitutes one of the strengths of Costa Rica’s health
system. In some cases these EBAIS offer daily service, in others it is two or three days per
week, depending on the number of people in the community, because the National Health
System calls for one EBAIS for every 4,000 inhabitants.
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The teams have a general doctor, a nursing assistant, and a pharmacist. There are also
five private offices that offer varying specialties. They are not considered clinics because they
do not offer confinement, or deal with emergencies, because they are outpatient facilities.
Table 3. Number of health establishments in San Ramón (2009)
Type of establishment

Public

Private

Hospital

1

0

Outpatient clinic

20

5

Psychiatric hospital

0

0

Outpatient mental health clinic

0

0

3. General health indicators
Life expectancy in Costa Rica is 76.7 years for men and 81.7 for women. The infant
mortality rate per 1,000 live births is 9.62 for males and 8.24 for females.

4. Main strengths and weaknesses in providing health services

San Ramón’s main strengths in providing health services are in utilization, access to
treatment, and policy development. The quality of this service is generally rated high (see Figure
1), but it needs more specialists and appropriate equipment.

There is good control over utilization of the limited resources, so the population can be
served as best as possible.

With respect to access, as noted above the EBAIS fill this function because they are in
different communities, some of which do not have public transportation.
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Figure 1. Main strengths and weaknesses in providing health services in San Ramón
(2009) Scale of 1 to 10 (1 = Very weak; 10 = Very strong)
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5. Main health problems
For San Ramón’s citizens the main health problems are respiratory infections, domestic
violence, illicit drug use, cancer, and suicide. For the whole country, the main problems are
circulatory and respiratory diseases, malign tumors, and diseases of the blood and
hematopoietic organs.

III. DRUG-RELATED PROBLEMS

1. Specific competence of the city in drugs and institutional framework
for treatment: design and execution of the treatment policy
This section presents specific information on drug use, its consequences, and local
resources available to serve the affected population.
1.1 Institutional framework for treatment: design and execution of the treatment
policy

Costa Rica is organized administratively into seven provinces and 81 cities; San Ramón is
the second city in Alajuela Province, which in turn is the second province in the country. Each
city has its own government. The city has many public institutions governed by policies and
budgets set by the central government. Some, such as the Institute for Alcoholism and Drug
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Dependence (IAFA), include local activities that enrich the institutional task but respond to more
to their own initiatives. From the city’s perspective, it gets resources from local taxes and the
budgetary allotment from the central government. In this sense the city government can define
and finance its own projects, and apply national regulations for specific projects with the national
budget.

Municipalities have only recently entered the addictions field, supporting basically the work
of the IAFA at the local levels (cities). The EU-LAC Drug Treatment City Partnerships Project
has made a significant contribution to the establishment of effective coordination between the
IAFA and the local level.

The IAFA is an agency that facilitates and executes a strategy and sustainable programs to
provide a concerted response to the drug phenomenon with the various social stakeholders, to
promote human development and contribute to the improvement of society’s quality of life. The
organ is part of the Health Sector, and is under the Ministry of Health of Costa Rica.

The Costa Rican Drug Institute (ICD) is the agency responsible for design, coordination, and
implementation of policies, plans, and strategies for prevention of drug use, treatment,
rehabilitation, and reentry of drug addicts, as well as the policies, plans, and strategies against
illicit drug trafficking, money laundering of proceeds from drug trafficking, related offenses, and
felonies. It is a fully decentralized agency attached to the Ministry of the Presidency. It has legal
authority for conducting its contractual work and management of its resources and assets.

The National Anti-Drug Plan is developed jointly by these institutions with the participation of
other entities in the health sector, education, and nongovernmental organizations. Table 4
summarizes San Ramón’s competencies in management of this area.
Table 4. City specific competencies in drug treatment policies management (2009)
Area of Competence

Total

Partial

Policy design

X

Budgeting

X

Planning

X

Execution of measures and budget decided on at the central level

X

Monitoring and Evaluation

X

None
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1.2 Control and regulation of the treatment supply

The Institute for Alcoholism and Drug Dependence (IAFA) has an accreditation unit for the
country’s treatment programs. It establishes guidelines based on the type of population
(children, women, etc.), used for analysis and decision-making. It is currently working on
protocols for the whole country, for which the IAFA will have the support of the Costa Rican
Drug Institute (ICD).
At the national level different approaches have been developed to reach indigenous and
Afro-Caribbean populations, because their culture, especially as concerns alcohol, differs from
that of the rest of the population, a situation that does not pertain in San Ramón.
1.3 Program supervision

The IAFA approves prevention and treatment services. The agency has just presented
updated standards that they must meet, which the Ministry of Health has officially approved.
These standards are nationwide; there are different ones for prevention and treatment
programs, and for the latter they depend on the services offered.

2. Problems caused by drug use
The main problems caused by drug use in San Ramón include general crime, domestic
violence, exacerbation of mental illnesses, school drop-outs, and dismissal from jobs.

3. Availability of data on incidence and prevalence of drug use

With respect to changes in drug use in the city, the available information is not based on
statistical data, but on the perception of the general public; officials of the police force, the
Ministry of Justice, and other institutions; and representatives of nongovernmental and
community organizations. The only surveys available are national in scope, done by the IAFA.

Data from the IAFA, in the National Survey, offer the following results:

The incidence of alcohol use, measured by first use in the 12-month period before the
survey, was 49 per thousand inhabitants. Among active users, 68% said they were beer
drinkers, 26% drank guaro (a sugarcane-distilled alcoholic drink) or other distilled beverage, and
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6% wine. Of these drinkers, more than eight of every 10 usually drank beer weekly (specifically
on weekends), while six of every 10 did so with distilled beverages or wine.

The prevalence of life use of marijuana has increased since 1995, while the annual
prevalence declined from 2001, without returning to the 1995 levels. This contrast suggests an
increase in exploratory use.

For cocaine, the evidence indicates that persons in the period between adolescence and
young adulthood (16 to 25 years) are most likely to try the drug.

The number of crack users is low, both life users (43 persons), and in the last year (4
persons), and last month (3 persons). The total number of persons who met the DSM-IV criteria
for abuse was 6; while 4 met those for dependence. Users at some time in their life were adults,
basically with low income, low education, coming from both the urban and rural areas, and
highly stressed.

In San Ramón the use of crack, marijuana, and cocaine is pervasive in public places (such
as parks), which is due not only to increased use, principally among adolescents, but also to
high social tolerance and the tolerance of the different authorities. In view of this situation it is
important for the city government and the IAFA to investigate it in order to shed light on the
intervention strategy to be followed by the various entities.

4. Indicators related to illicit or licit drug use
The city of San Ramón reported 5.86 deaths from liver cirrhosis per 100,000 inhabitants,
compared with a death rate of 5.46 in Alajuela Province and 4.38 for Costa Rica as a whole.
These data are from 2008, based on the place of residence of the deceased. They combined
the diseases K70.3 (Alcoholic hepatic cirrhosis) and K74.6 (Other cirrhosis of the liver and
unspecified).32

Data on the number of traffic accidents related to alcohol or other drugs are as follows:
15.23 traffic accidents with some injury per 100,000 inhabitants in the city of San Ramón; 17.32
32

2008 data based on place of residence of the deceased. They combined the diseases K70.3 (alcoholic hepatic
cirrhosis) and K74.6 (Other liver cirrhosis and unspecified).
Sources: -Institute of Statistics and Census. Total deaths per city of usual residence, by cause of death and sex,
2008 (Preliminary data). Accessed on May 14, 2009 on http://www.inec.go.cr/
- Central American Population Center. District Projections of Populations in Costa Rica 1970-2030. Accessed on May
14, 2009
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traffic accidents with some injury per 100,000 inhabitants in Costa Rica. With alcohol or drugs
as the probable cause of traffic accidents with some injury, in Costa Rica33 2.87 cases per
100,000 inhabitants were reported.

Another indicator known is the number of suicides or attempted suicides under the influence
of alcohol or other drugs: 8.78 suicides per 100,000 inhabitants in Costa Rica, 1.34 attempted
suicides attributed to the use of alcohol or other drugs per 100,000 inhabitants in Costa Rica,
and 9.54 suicides per 100,000 inhabitants in Alajuela Province.34

There are no statistics on the number of crimes committed under the influence of alcohol or
other drugs and the number of deaths from overdose.

5. Strengths and weaknesses in providing drug treatment in the city

The strengths of San Ramón’s treatment system are its access, utilization, and integration
with the general health care system; its weaknesses are infrastructure and policy development
(see Figure 2).

33

There are no data on traffic accidents related to use by city of occurrence. Rates of accidents with some injury per
100.000 inhabitants at the city, provincial, and national levels reported in 2007 are used. Then there is the national
rate of traffic accidents with some injury with drugs or alcohol as the probable cause of the accident. Source:
:Highway Safety Council, Central American Population Center. District Population Projections in Costa Rica 19702030. Accessed May 14, 2009.
34
Suicide rates per 100,000 inhabitants from 2006. Source:- Statistics section of the Planning Department of the
Judicial Branch.
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Figure 2. Main strengths and weaknesses in providing drug treatment in San Ramón
(2009)
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5.1 Level of development of treatment services

Information systems:

The IAFA recently started an information system using the Drug Treatment Information Form
developed by the EU-LAC project. It is hoped that the statistical analysis of the data collected
will make it possible to know the client population and provide information to facilitate and
improve decision making in drug use prevention and treatment programs in San Ramón.

Infrastructure quality:

The IAFA Integral Care Center (CAI) in San Ramón lacks its own necessary infrastructure to
provide best quality care to the population, because it is currently working in a facility that is not
its own and the physical plant is bout fifty years old, with low quality material. Moreover, it is
located it a supermarket area that is very noisy. It does not meet the requirements for number of
places and size, and it has inadequate ventilation and natural light.
Access:

San Ramón’s treatment services are very accessible because they are free. There is always
someone available to individual needing services for the first time. In addition, spaces have
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been provided for patients requiring more frequent follow-up. Furthermore, it is very centrally
located.

At the national level, the IAFA opened outpatient Integral Care Centers for Drugs in nine
other regions of the country, strengthened outpatient and emergency services at the central
level, and opened a residential center and outpatient center for minors, all with a view to
providing specialized services free to the public.

For confinement, there is a detoxification unit in the National Psychiatric Hospital that is part
of the social security system.

Other confinement services are operated by nongovernmental organizations, which have a
set fee schedule that is sometimes too high for many of our patients, so our staff negotiates to
obtain scholarships or special rates, or contacts support networks through families or
community members to finance the patients’ admission.
Human resources:

Some of the professionals working in San Ramón have many years experience, others not.
However, regardless of their profession, the IAFA offers them specialized training for the
functions they will perform in treatment of addictions. In addition, personnel with less experience
in treatment have spent much time working in other entities, developing a broad range of
knowledge and various skills. That is why San Ramón’s Integral Care Center is a model for the
rest of the country, and staff from other IAFA care centers have come to San Ramón for
internships to orient them in their duties.

With respect to allocation of resources, this year there has been significant progress in
hiring personnel at the national level, but there are still not enough for the services that the
government must offer.
Networking:

One characteristic of the IAFA’s Integral Care Center for Drugs (CAID) in San Ramón is
networking with other entities, including those in the health field. The San Ramón CAID has
excellent interpersonal as well as institutional connections, which facilitates processing to obtain
support for patient care.
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This process has been strengthened with the recent agreement that the IAFA signed with
the Costa Rican Social Security System (CCSS) to facilitate medications, referrals, etc., for our
patients.

Furthermore, there is support from entities such as the San Ramón city government, the
Ministry of Public Education, the Mixed Institute for Social Security, and others, to provide
integral care to the patient and the patient’s family.

6. Specialized services for treatment of drug dependence

San Ramón currently has one private residential care center (the CREA home), so people of
limited means have to go to establishments at the national level, which are insufficent to meet
the city’s demand.

Public treatment in San Ramón is offered by the Integral Care Center for Drugs (CAI) of the
Institute for Alcoholism and Drug Dependence (IAFA). It is an outpatient facility run by an
interdisciplinary team that serves men and women of different ages with special programs for
adolescents, women who live with a family member with a drug problem, and young adults
referred by the courts as part of their sentence. Table 5 reports establishments that offer
treatment in the city.

Table 5. Number of specialized treatment services in the city of San Ramón (2009)
Service
Type

Outpatient

Self-Help
Intensive
Residential Hospital Organizations
Outpatient

Community
Services

Private

0

0

1

0

1

0

Public
Total

1
2

0
0

0
1

0
0

0
1

0
0

7. Opportunities for social integration:
The treatment system is holistic, so it serves the patient, her or his family, and other needs,
in the understanding that the process of an individual’s rehabilitation requires recourse to other
entities. In other words, the problems caused by drug use and situations that caused drug use
are not the responsibility of a single entity.
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When the treatment program was started in San Ramón there was a series of forums to
inform the community, representatives of organizations, and public institutions about the new
service being offered. Since a prevention program had already been operational for several
years and was well respected in the community, it was easier to achieve close coordination with
the various entities. There is coordination as needed with health, education, social service, and
other agencies, so clients are helped with other needs to facilitate the process of rehabilitation
and social reentry. In this vein, social studies have been done for government agencies that
offer free housing grants for families with limited resources, refer them and give them subsidies
so their children do not drop out of school and others enter the school system, and promote and
carry out activities to facilitate community participation, etc.

To take advantage of the work done by small groups in the community, a workshop is being
developed with funding from the IAFA, the San Ramón city government, and the Humánitas
Association to strengthen community networks in order to involve them in prevention and
treatment for addicts. This liaison evolved as a result of the Project’s forum in Ghent. Recently
this network, called REFODEI of San Ramón (Network for Strengthening Integral Development),
joined an international network that serves persons at high social risk, which is expected to
enrich the work with other experience.

In addition, a letter of understanding has been signed with the University of Costa Rica for
cooperation between the IAFA and this institution of higher learning.

The staff of this Integral Care Center is currently training primary health care personnel in
order to improve the process of detection and early intervention, so that they properly care for
the cases they can and refer the more complex ones to the CAID. In addition, new staff who will
work in other CAIDs are doing internships in San Ramón because of its center’s experience and
the results that it has achieved.

In summary, the services the IAFA offers the people of San Ramón and vicinity are of high
quality, with ease of access for both treatment and prevention. We also strive to improve
constantly through training, exchange of experiences, optimizing available resources, and
obtaining additional resources and opportunities that will strengthen our work for the benefit of
the population.
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Colón, El Salvador
Status of Drug Treatment
I. DESCRIPTION OF THE CITY
Colón is a city in the department of La Libertad in El Salvador. Its population is around
200,000, in an area of 84.5 km2, with a population density of 2,366.9 persons/km2. There are no
data for the city on the unemployment rate or the percentage of families below the poverty level;
for the country these indicators are 6.6% and 28.6%, respectively. The predominant religion is
Roman Catholic, which accounts for 50.5% of the population.
Table 1. Main demographic indicators (2009)
Indicators

Total
population
(n)
35

Colón

200,000

El Salvador

7,066,403

Geographic
area (km2)

Unemploym
ent rate (%)

Population
below poverty
level (%)

Average
wage US $

84.5

No data

No data

200

21,040

6.6

28.6
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1. Socio-cultural aspects
Neither the city nor the country has current studies on societal values, attitudes, knowledge
of risk factors, and prevailing behavioral norms regarding drug use.

II. HEALTH-RELATED ISSUES
1. Specific areas of competence of the city in public health policy
management
With respect to health policy management, the city’s degree of autonomy or decisionmaking capacity vis-à-vis the central government of El Salvador is partial for planning and
execution of activities. The city works with health units to provide personnel for environmental
health activities, such as spraying, cleaning of rivers and gullies, or garbage collection. It works
35

However, according to the 2007 National Census of Population and Housing, its population is 96,989.
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with the Ministry of Public Health to design health policies, but approval of the policies and
budget for this sector is the exclusive prerogative of the central level (Ministry of Public Health
and Social Welfare) (see Table 2).
Table 2. Specific areas of competence in public health policy management (2009)
Area of competence

Total

Partial

None

Policy design

X

Budgeting

X

Planning

X

Execution of measures and budget decided on at the central level

X

2. Health services

Colón currently has five functioning health establishments, of which 60% are in the public
sector and 60% are of the outpatient type. The city’s public health services are outpatient: two
heath units and one emergency center for stabilization of persons with externally caused
injuries. All the country’s health services are free. Although there is no study to document it,
there is a public perception that private services provide better care, but they are expensive and
beyond the reach of most of the population.
Table 3.Number of health establishments in Colón (2009)
Type of establishment

Public

Private

Hospital

0

2

Outpatient clinic

3

0

Psychiatric hospital

0

0

Outpatient mental health clinic

0

0

3. General health indicators
With respect to general health indicators, life expectancy in El Salvador is 66 for men and 76
for women. The country’s infant mortality rate per 1,000 live births is 23.91 for males and 19 for
females. There are no data on these indicators for the city of Colón.
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4. Main strengths and weaknesses in providing health services
Colón’s main strengths in providing health services are its information systems, which are
centralized and standardized for the entire country under the Ministry of Public Health, which
updates the database daily with the indicators it uses. The quality of this work is generally rated
as satisfactory (see Figure 1).
Figure 1. Main strengths and weaknesses in providing health services in Colón (2009)
Scale of 1 to 10 (1 = Very weak; 10 = Very strong)
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5. Main health problems
The main health problems affecting Colón’s citizens, by age group, are acute respiratory
infections, bacterial gastroenteritis, and classic dengue (0-14 years); acute respiratory
infections, urinary tract infections, and sexually transmitted diseases (STD) (15-24 years); acute
respiratory infections, bacterial gastroenteritis, pneumonia, and various traumas (25-34 years);
STD, digestive system illnesses, and bacterial gastroenteritis (35 years or more).

100

Table 4. Main health problems in Colón / El Salvador (2009)
Age group: 0-9 years
In the city:
1. Acute respiratory infections
2. Bacterial gastroenteritis
3. Classic dengue
4. Pneumonias
5. Conjunctivitis

In the country
Upper level acute respiratory infections
Bacterial gastroenteritis
Lower level acute respiratory infections
Skin and related diseases
Worms

Age group: 10-14 years
In the city:
1. Acute respiratory infections
2. Bacterial gastroenteritis
3. Classic dengue
4. Pneumonias
5. Conjunctivitis

In the country
Upper level acute respiratory infections
Bacterial gastroenteritis
Lower level acute respiratory infections
Skin and related diseases
Parasitosis

Age group: 15-19 years
In the city:
1. Acute respiratory infections

In the country
Upper level acute respiratory infections

2.
3.
4.
5.

Bacterial gastroenteritis
Infectious diseases of the pelvic and genital organs
Pregnancy, delivery, and postpartum
Diseases of the skin and subcutaneous tissues

Urinary tract infections
ITS
Dengue
Bacterial gastroenteritis

Age group: 20-24 years
In the city:
1. Upper level acute respiratory infections
2. Urinary tract infections
3. ITS
4. Digestive system illnesses
5. Pregnancy

In the country
Upper level acute respiratory infections
Urinary tract infections
Infectious diseases of the pelvic and genital organs
Diseases of the skin and subcutaneous tissues
Pregnancy, delivery, and postpartum

Age group: 25-34 years
In the city:
1. Acute respiratory infections
2. Bacterial gastroenteritis
3. Pneumonias
4. Various traumas
5. Conjunctivitis

In the country
Upper level acute respiratory infections
Urinary tract infections
Pregnancy, delivery, and postpartum
Diseases of the skin and subcutaneous tissues
Infectious diseases of the pelvic and genital organs

Age group: 35 years or more
In the city:
1. Pneumonias
2. STD
3. Digestive system illnesses
4. Various traumas
5. Bacterial gastroenteritis

In the country
Lower level acute respiratory infections
Diseases of the skin and subcutaneous tissues
Infectious diseases of the pelvic and genital organs
Diseases of the osteomuscular system and
connective tissue
Urinary tract infections
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III. DRUG-RELATED PROBLEMS

1. Specific competence of the city in drugs and institutional framework
for treatment: design and execution of the treatment policy
1.1 Institutional framework for treatment: design and execution of the treatment
policy

The municipality is the primary political/administrative unit in the government structure of El
Salvador. It has its own territory and is organized under a legal arrangement that guarantees
public participation in the formation and running of local society, with autonomy to govern itself
in coordination with the national policies and actions for the common good.

The National Anti-drug Commission (CNA), established by amendments to the Law to
Regulate Drug-related Activities, enacted in Legislative Decree number 153, of October 2, 2003,
is the agency that participates actively in planning and execution of drug treatment policies at
the national level, with responsibilities for: prevention of use, treatment, rehabilitation and social
reentry, control and monitoring of substances, research, information and statistics, legal area,
education and training, and management and finance.

The CNA is responsible to the President of the Republic, who appoints its Executive
Director, who in turn presides over the ministers or their representatives from Justice and Public
Security, Public Health and Social Welfare, Education, National Defense, and the Superior
Public Health Council.

Finally, each municipality has the authority to adapt the national anti-drug policies and
guidelines to its own circumstances. Table 5 shows Colón’s competencies in management of
this area.
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Table 5. City specific competencies in drug treatment policies management in Colón
(2009)
Area of Competence

Total

Partial

Policy design

X

Budgeting

X

Planning

X

Execution of measures and budget decided on at the central level

X

Monitoring and Evaluation

X

None

1.2 Control and regulation of the treatment supply

El Salvador has legal norms that regulate the operation of drug treatment services. The Law
to Regulate Drug-related Activities stipulates that the Ministry of Public Health and Social
Welfare is the institution directly responsible for preparing and executing treatment and
rehabilitation programs for persons affected by drugs, and for controlling programs carried out
by other legally authorized agencies.
The Standards of Care for Persons with Behavior Affected by Psychoactive Substances,
approved in Ministerial Agreement 153, of October 12, 2004, contains the technical standards
that regulate intervention regarding persons with drug addictions.
There is a procedural guide for authorization of the opening and operation of institutions and
establishments that provide integral care for persons harmed by drugs, published by the
National Anti-drug Commission in June 2006.
There are also Regulations for Operation of Institutions and Establishments that Provide
Care for Drug Users, approved in Ministerial Agreement N° 5 of March 2006.

With respect to standard protocols based on scientific evidence, since April 2005 the country
has had the Clinical Guides for Care for Persons Addicted to Psychoactive Substances,
prepared by the Ministry of Public Health and Welfare.
1.3 Program supervision

At the present time, despite the existence of appropriate standards and legislation, there is
no direct supervision of treatment programs at the local or national levels. An evaluation model
is awaiting application. There is also a program being implemented to establish a mechanism
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for certification of personnel who execute care programs for persons with illnesses associated
with drug use.
2. Problems caused by drug use

The main problems caused by drug use in Colón are crime, the sale of illicit drugs, domestic
violence associated with use (mainly alcohol), young people joining gangs, and social
disruptions associated with chronic use.

3. Availability of data on incidence and prevalence of drug use
With respect to changes in drug use, although there is no information at the local level, in
the country the most widely used drugs are marijuana, followed by inhalants, HCl cocaine, and
crack.
According to a national study on drug use prevalence in school population in 2008, the
average age at first use of illicit drugs is 14, and drug use is considerably higher in men than
women, except for tranquilizers and stimulants sold without medical prescription.

As mentioned above, there are no studies on use in the city, but there is a perception that
cocaine use is higher than the national average (last year prevalence of 0.24% for the
population between the ages of 12 and 65 in the 2005 survey), although there is no demand for
treatment for this drug in the city’s care centers.

4. Indicators related to illicit or licit drug use

For both the city and the country there are no records on the number of deaths from traffic
accidents, suicides, or overdoses associated with drug use, nor data on deaths from cirrhosis or
crimes committed under the influence of illicit drugs or alcohol.

5. Strengths and weaknesses in providing drug treatment in the city
The strengths of Colón’s treatment system are its human resources and integration with the
general health care system; its weaknesses are information systems, infrastructure, and
utilization (see Figure 2).
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Figure 2. Main strengths and weaknesses in providing drug treatment in Colón (2009)
Scale of 1 to 10 (1 = Very weak; 10 = Very strong)
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5.1 Level of development of treatment services

Information systems:

There is a weakness in availability of statistical information. Colón lacks recent incidence
and prevalence data on drug use by the population, and does not have information pertaining to
the rest of the country.
Infrastructure quality:

In Colón the public entity that provides general outpatient treatment does not have space
devoted solely for drug treatment. Although the private facility has basic services for inpatient
care of up to 25 persons, for budgetary constraints it cannot take more than 10 at any given
time.
Access:

Access is free to the general public treatment service of the health unit located in Lourdes,
the city’s most populous section. The Operation Rescue Clinic, also in Lourdes, belongs to El
Camino [The Way] church; it is self-financed for most of its maintenance costs, and receives
contributions from corporate and individual donors. It only takes in males, and does not satisfy
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the center’s demand or much less that of the city, even though the later has not been fully
determined.
Human resources:

El Salvador’s current norms state in general terms that treatment program providers must be
suitable. The doctor assigned to the Health Unit is not an addictions specialist, and the
professional and nonprofessional staff in the private institution are volunteers. A project is being
carried out in El Salvador with a view to certifying human resources that serve in
nongovernmental organizations.
Networking:

There is linkage between the city’s establishments, albeit informal. Both institutions refer
cases with complications or a dual diagnosis to the Addictions Unit of the National Psychiatric
Hospital in the city of Soyapango, about 25 km. away.

6. Specialized services for treatment of drug dependence

Colón has only two places that care for persons with drug problems. One is the Lourdes
Health Unit, a public entity that provides general outpatient service, with primary level care for
patients with medical emergencies from the syndrome of abstinence and intoxication. The other
is the Operation Rescue Clinic, an institute in process of accreditation, operated by a Christian
church; it opened its doors in April 2008 and has basic services for up to 25 residential patients.
Both services serve primarily males over 30 years of age with a low socioeconomic level. Most
of their patients are users of alcohol, followed by marijuana and crack.

In addition, there are 18 self-help groups, specifically Alcoholics Anonymous groups. Table
6 reports establishments that offer treatment in the city.

Table 6. Number of specialized treatment services in Colón (2009)
Self-Help
Community
Residential Hospital Organizations
Services

Outpatient

Intensive
Outpatient

Public

1

0

0

0

0

0

Private
Total

0
1

0
0

1
1

0
0

18
18

0
0

Service
Type
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7. Opportunities for social integration
The Operation Rescue Clinic has an agreement with the Supreme Court’s Probation and
Assisted Parole Department under which at the petition of a penitentiary supervision judge
individuals convicted of minor crimes can receive treatment in a clinic as an alternative to
prison. However, there is no formal mechanism or legislation to achieve social or job reentry of
patients leaving the zone’s treatment centers.
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Mexicali, Mexico
Status of Drug Treatment
I. DESCRIPTION OF THE CITY
Mexicali is the capital city of the State of Baja California and seat of the municipality of the
same name. In an area of 70,113 km2 there are 985,000 inhabitants, representing a population
density of 14 persons/km2. The city’s unemployment rate is 2.8%, less than the national rate,
which is 3.9% of the economically active population. There are no local data on the percentage
of families below the poverty level; for the country the figure is 13.8%.
The predominant religion in Mexicali is Roman Catholic, accounting for 85% of its citizens,
followed by the group of Protestant Christians, at 15%.
Table 1. Main demographic indicators (2009)
Total
Indicators population
(n)

Population
Geographic Unemployment
Average
below poverty
2
area (km )
rate (%)
wage US $
level (%)

Mexicali

985,000

70,113

2.8

No data

769

Mexico

107,550,697

1,972,550

3.9

13.8

No data

1. Socio-cultural aspects
There is a current study on societal values, attitudes, knowledge of risk factors, and
prevailing behavioral norms regarding drug use, published by the National Council against
Addictions (CONADIC).

II. HEALTH-RELATED ISSUES
1. Specific areas of competence of the city in public health policy
management
In health policy management Mexicali has total autonomy for planning and budgeting, and
partial autonomy for policy design and execution of measures and budget decided on at the
central level (see Table 2).
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Table 2. Specific areas of competence in public health policy management in Mexicali
(2009)
Area of competence

Total

Partial

Policy design

X

Budgeting

X

Planning

X

Execution of measures and budget decided on at the central level

X

2. Health services
Mexicali currently has 45 functioning health establishments, of which 84.4% are in the public
sector and 80% are of the outpatient type.
Table 3. Number of health establishments in Mexicali (2009)
Type of establishment
Hospital
Outpatient clinic
Psychiatric hospital
Outpatient mental health clinic

Public Private
1

7

35

0

1

0

1

0

3. General health indicators
With respect to general health indicators, life expectancy in Mexicali is 73.3 years for men
and 78.3 for women, similar to the national indicators, which are 72.5 for men and 77.4 for
women. The infant mortality rate per 1,000 live births is 1.4 for males and females. The national
figure is slightly higher, 1.5 for both sexes.

4. Main strengths and weaknesses in providing health services
Mexicali’s main strengths in providing health services are its utilization, policy development,
and human resources. This service is generally rated well, with access to treatment and
information systems the less positive elements (see Figure 1).
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Figure 1. Main strengths and weaknesses in providing health services in Mexicali (2009)
Scale of 1 to 10 (1 = Very weak; 10 = Very strong)
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5. Main health problems
Table 4 shows the main health problems that affect Mexicali’s citizens by age group,
compared with the country.
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Table 4. Main health problems in Mexicali/México (2009)
Age group: 0-9 years
In the city
Acute respiratory infections
Diarrheas
Urinary tract infections
Acute tympanitis
Chicken pox

In the country
Acute respiratory infections
Diarrheas
Urinary tract infections
Acute tympanitis
Intestinal ameba

Age group: 10-14 years
In the city
Acute respiratory infections
Diarrheas
Urinary tract infections
Ulcer and gastritis
Acute tympanitis

In the country
Acute respiratory infections
Diarrheas
Urinary tract infections
Ulcer and gastritis
Acute tympanitis

Age group: 15-19 years
In the city
Acute respiratory infections
Diarrheas
Urinary tract infections
Ulcer and gastritis
Acute tympanitis

In the country
Acute respiratory infections
Diarrheas
Urinary tract infections
Ulcer and gastritis
Gingivitis and periodontal disease

Age group: 20-24 years
In the city
Acute respiratory infections
Diarrheas
Urinary tract infections
Ulcer and gastritis
Yeast infection

In the country
Acute respiratory infections
Urinary tract infections
Diarrheas
Ulcer and gastritis
Yeast infection

Age group: 25-44 years
In the city
Acute respiratory infections
Diarrheas
Urinary tract infections
Ulcer and gastritis
Arterial hypertension

In the country
Acute respiratory infections
Urinary tract infections
Diarrheas
Ulcer and gastritis
Gingivitis and periodontal disease

Age group: 45-49 years
In the city
Acute respiratory infections
Diarrheas
Urinary tract infections
Ulcer and gastritis
Arterial hypertension

In the country
Acute respiratory infections
Urinary tract infections
Diarrheas
Ulcer and gastritis
Arterial hypertension
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III. DRUG-RELATED PROBLEMS

1. Specific competence of the city in drugs and institutional framework
for treatment: design and execution of the treatment policy

1.1 Institutional framework for treatment: design and execution of the treatment
policy

Mexico’s Constitution establishes autonomy for the states and municipalities. The chief
municipal official is elected by the public and the city’s budget comes from state and federal
funds, which have their own guidelines.

The General Health Law clearly defines the distribution of jurisdiction in the application of
health policies in the case of health and addiction management. There is a “National Plan for
Addiction Control” established by the National Council against Drugs (CONADIC). This sets
forth the general guidelines of interventions, but it is the state (in this case Baja California) that
is responsible for implementation of the services. Only with respect to control of the sale of
alcohol, the Mexicali local government designs the guidelines and enforces compliance through
city inspectors.

The following agencies are responsible for addictions:

At the national level are:

1) The National Council against Addictions: Establishes and monitors general policies.
Provides funding from some prevention activities and occasionally treatment. Seeks
adequate coordination among the states. Provides training and promotes research.

2) Youth Integration Centers: Provide treatment and rehabilitation for addicts. Conduct
prevention activities.

At the state level are:

1) The State Council against Addictions (CECA): Policy-making entity, headed by the state
governor, which analyzes and approves or rejects all initiatives concerning the programs
against addictions.
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2) The Interdisciplinary Commission of Rehabilitation Centers (CICER): Policy-making
entity composed of an equal number of government and society representatives to
control the treatment and rehabilitation units.

3) 167 Nongovernmental organizations: Provide treatment and rehabilitation services. Most
operate under the mutual help concept, but some have professional or mixed
parameters.

4) Psychiatry Institute of the State of Baja California: In addition to providing outpatient
services and hospitalization for mental patients and addicts, it operates the primary
addiction prevention centers, monitors and advises on activities of the treatment
programs, and does epidemiological studies on addictions. The head is the Technical
Secretary of CECA.

At the municipal level are:

1) The Municipal Commission for Control of the Sale of Alcohol: Regulates the
establishments that sell alcohol.

2) San Carlos Mission: Treatment and rehabilitation unit.

The following table shows Mexicali’s competencies in management of this area.
Table 5. City specific competencies in drug treatment policies management in Mexicali
(2009)
Area of Competence

Total

Partial

Policy design

X

Budgeting

X

Planning

X

Execution of measures and budget decided on at the central level

X

Monitoring and Evaluation

None

X

113

1.2 Control and regulation of the treatment supply

The General Health Law clearly defines the distribution of jurisdictions in the application of
health policies in the case of health and addiction management. There is a “National Plan for
Addiction Control” established by the National Council against Drugs (CONADIC). This sets
forth the general guidelines of interventions, but the state (in this case Baja California) is
responsible for implementation of the services. In the case of treatment programs, the national
Congress (federal deputies) establishes the rules that are enforced by personnel hired by the
government.

1.3 Program supervision

In terms of application of standardized treatment protocols in the city, we have increased
their use by 50%, so we consider that we have met this goal.
2. Problems caused by drug use

The main problems caused by licit drug use in Mexicali include labor absenteeism,
accidents, medical compilations, and family problems. The use of illicit drugs causes: violence,
theft, medical complications, concurrent mental illnesses, and deaths.

3. Availability of data on incidence and prevalence of drug use

With respect to changes in drug use, the most widely used drugs in Mexicali are alcohol and
tobacco. Among illicit drugs, the most widely used is marijuana, followed by cocaine and
opiates.
Table 6. Prevalence of substance use in the past year
Licit drugs

Illicit drugs

Alcohol

64.34 Marijuana

13.3

Tobacco

31.73 Cocaine

0.35

Psychopharmaceutical

1.9

Opiates

3.9

Inhalants

0

Stimulants

n/av

Other non specified

0

Hallucinogens

n/av

.
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4. Indicators related to illicit or licit drug use

For Mexicali there are no records on the number of deaths from traffic accidents, suicides, or
overdoses associated with drug use, nor data on deaths from cirrhosis or crimes committed
under the influence of illicit drugs or alcohol. For Baja California the only statistic reported is 43
deaths from cirrhosis.36

5. Strengths and weaknesses in providing drug treatment in the city
The strengths of the treatment system are its capacity to carry out local policies to meet its
needs; its information system, infrastructure, and integration of the various treatment services
with the city’s general health care system; its weaknesses are access to treatment centers,
especially in rural zones. In general, the system’s quality is considered high. (see Figure 2).
Figure 2. Main strengths and weaknesses in providing drug treatment in Mexicali
(2009)Scale of 1 to 10 (1 = Very weak; 10 = Very strong)
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5.1 Level of development of treatment services

Information systems:

The city has a system of “Epidemiological Monitoring of Addictions,” carried out by the State
Observatory on Addictions, which each year surveys between 8,000 and 10,000 members of
36

Source: State Department of Epidemiology, undated.
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the general public and gathers monthly data from each treatment center and the incarcerated
population in Mexicali.
Infrastructure quality:

The places for care of persons in treatment meet federal and state standards, but their
quality is precarious, because they are not suited for doing therapeutic activities.
Access:

The services are accessible because they are located in the urban area of Mexicali. Mobile
units provide service in remote areas.

Human resources:

Human resources in Mexicali are insufficient. Most individuals responsible for providing
treatment services are recovering addicts with certificates in the subject. There are few
specialists, less than 5% of the staff.

The state has hired a team of 150 persons to work on prevention and treatment of
addictions. Most of them are psychologists, some doctors and social workers. They work fulltime (7 to 8 hours per day) and their average experience in the area of addictions is 5 to 7
years.
Networking:

The various treatment services have achieved satisfactory interaction thanks to the
participation of two representatives from Mexicali in the Interdisciplinary Commission of
Rehabilitation Centers (CICER). There is a very close connection with the mental health system
because the state Psychiatry Institute supervises the activities.
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6. Specialized services for treatment of drug dependence
Mexicali has a capacity to serve 800 patients in residential programs. It has five primary care
units that serve about 2,300 patients every month, including parents and children with risk
factors. The prevention units are relatively new and completely equipped.

There is a treatment network of nongovernmental organizations composed of 54 residential
centers.

The following table reports establishments that offer treatment in the city.
Table 7. Number of specialized treatment services in Mexicali (2009)
Service
Type

Intensive
Outpatient
Residential
Outpatient

Self-Help
Hospital Organizations

Community
Services

Public

2

0

0

0

0

0

Private
Total

4
6

0
0

54
54

0
0

2
2

0
0
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Chiclayo (Lambayeque Region), Peru
Status of Drug Treatment
I. DESCRIPTION OF THE CITY

Chiclayo, the capital of the Lambayeque Region, is located 770 km. north of Lima and 509
km. south of the border with Ecuador. Chiclayo has about 70% of the department’s inhabitants,
which makes it the fourth most populous city in Peru after Lima, Arequipa, and Trujillo. Its
population is about 524,400 inhabitants, in an area of 3,288.07 km2, with a population density of
approximately 160 persons/km2.

The predominant religion in the region is Roman Catholic, professed by 716,980 (according
to data from the Statistical Yearbook: Peru in Numbers, 2008, by Cuánto). The unemployment
rate in the city of Chiclayo is 6.0%, which is lower than the national rate of 11.4% of the
economically active population. The percentage below the poverty level in Chiclayo is 7%,
below the national figure of 13.7%.
Table 1. Main demographic indicators, Chiclayo (2009)
Indicators
Chiclayo
Peru

Total
Population
Geographic Unemployment
population
below poverty
area (km2)
rate (%)
(n)
level (%)
524,400

3288,07

6.0

7 (Region)

28,220,764

1,285,215.60

11,4

13,7

Average
wage US $

649

National Statistics System: Peru Statistical Compendium, 2008. INEI (National Institute of Statistics and Informatics)

1. Socio-cultural aspects
There is a study titled: “Situational assessment of the drug use problem in the Lambayeque
Region,” author DEVIDA, 2006. This includes data on human development; poverty rates;
domestic violence against children and adolescents; public health; nature of education and
health services; entry into education; continuity in education; academic qualification; school
leavers by grade and sex in secondary education; school leavers from the education system of
the urban and rural population; psyco-social problems in educational institutions; perception of
psycho-social problems affecting students at the secondary level; perception of sale of illegal
drugs in schools; factors contributing to student involvement in psycho-social problems; parents’
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level of participation in tasks of prevention and promotion of healthy lifestyles; tasks at the
community level to overcome psycho-social problems; health policies in the region; health
establishments in the region; and preventive and promotion activities in schools, community,
and the health sector.
Drug use is one of the principal psycho-social problems affecting secondary-school students
that is noted by teachers. It is generally perceived that illegal drugs are not sold in most schools,
but 19.66% of teachers see those sales as a significant factor to be considered.

The Grupo Mujer [Women’s Group] says that of the 1,200 consultations provided in 2005
and through August 2006, 65% were linked to drug use.

II. HEALTH-RELATED ISSUES
1. Specific areas of competence of the city in public health policy
management

With respect to management of health policies, the city’s degree of autonomy or decisionmaking capacity vis-à-vis the central authorities in relation to policy design, budgeting, and
planning of the activities is rated as “partial,” because those responsibilities are shared with the
central government (see Table 2). However, the city has full responsibility for execution of
activities.

Chiclayo is capital of the Lambayeque Region, which is a decentralized government at the
regional level. The regional government of Lambayeque has partial political, economic, and
administrative autonomy on matters of its competence, governed by and in keeping with the
country’s national policies. Its functions include regional planning, execution of public
investment projects, promotion of economic activities, and administration of public property in
the region. It therefore has technical entities for health, education, labor, and other sectors that
respond politically and administratively to the regional government but simultaneously respond
to and report to the respective sector at the national level.

DEVIDA at the central level has been seeking resources for drug use prevention and
treatment from the Ministry of Economy to be transferred to the regional government (in 2008
and now for 2010), but it is hoped that in the medium term the regional government will seek its
own funding for the activity.
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Table 2. Specific areas of competence in public health policy management in Chiclayo
(2009)
Area of competence

Total Partial

None

Policy design

X

Budgeting

X

Planning

X

Execution of measures and budget decided on at the central level

X

2. Health services

Chiclayo currently has 125 functioning health establishments (health posts and health
centers), of which 52% are in the public sector. Lambayeque Region has the Comprehensive
Health Insurance System, with a subsidized component funded with state resources to
guarantee health care for individuals and families in poverty and extreme poverty.

Another part of the population has the component semi-subsidized with partial funding from
the state supplemented by their own resources to ensure health care; administratively and
economically it serves limited-income families who pay a monthly premium based on the type of
insurance.

Services provided by comprehensive health insurance start with preventive care with a view
to avoiding or reducing the risk of disease for the SIS insured/enrolled. Care can be provided in
the health establishment or the community through a home visit.

The package of services for health coverage of the SIS insured/enrolled at the time of injury
or illness includes an outpatient visit, laboratory work, hospitalization for minor and major
surgery, among other things; it also covers rehabilitation procedures such as physical therapy.

At the social insurance health facilities, part of the cost is paid by the employers and
employees, and part is covered by the government. Coverage includes the employee and direct
family members (spouse or significant other and children under 18 years of age).

There are also private clinics or outpatient facilities in the area that provide services
according to their specialization, as shown in Table 3.
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Costs differ in the public and private supply: in the private system costs are high and beyond
the means of most of the population, but time of service is longer in the private sector than in
the public sector, which has an average time per patient and a daily quota to meet, which
makes it difficult to extend a visit. There has not been any study to evaluate the public and
private supply, but it is known that the quality of the private supply is better because of the
abovementioned aspects.
Table 3. Number of health establishments in Chiclayo (2009)
Type of establishment

Public

Private

Hospital

3

14

Outpatient clinic

62

28

Psychiatric hospital

0

0

Outpatient mental health clinic

0

18

3. General health indicators

With respect to general health indicators, life expectancy in Peru is 67.34 years for men and
72.42 years for women, while in Chiclayo it is 73.3 years for both sexes, higher than the national
average. The country’s infant mortality rate per 1,000 live births is 29% for males and females,
and it Chiclayo it is 10 percentage points higher, 38% for both sexes.

4. Main strengths and weaknesses in providing health services
Chiclayo’s main strength in providing health services is policy development, enhanced by its
perception of its capacity to execute and mange the budgeted amount from the central level.
Another of the city’s strengths is the extensive primary health care network in the operational
health centers and health posts.

Policy development is rated higher because it has technical normative documents from the
central level that lay out the national standards and guidelines for the state’s response and
intervention in the country’s specific problems (including that of drug use prevention and
treatment), with objectives and actions governed by national policies but responsive to the
region’s own priorities according to the specific characteristics of the population and the regional
situation.
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There is also a high evaluation of human resources, which is based on regional data; it
should be noted that these human resources are not qualified for specific interventions, as the
mental health sector is (including here drug use and dependence).
Figure 1. Main strengths and weaknesses in providing health services in Chiclayo
(2009).
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5. Main health problems (2009)
The main health problems affecting Chiclayo’s citizens, by age group, are: acute respiratory
infections, bacterial gastroenteritis, and classic dengue, (0-14 years); acute respiratory
infections, urinary tract infections, and sexually transmitted diseases (STD) (15-24 years); acute
respiratory infections, bacterial gastroenteritis, pneumonia, and various traumas (25-34 years);
and in the group 35 years or more, pneumonias, STD, digestive system illnesses, and bacterial
gastroenteritis. 37

37

The five main health problems have been identified based on the statistics of the principal causes of morbidity
reported by the Ministry of Health.
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Table 4. Main health problems in Chiclayo/Peru (2009)
Age group: 0-9 years
In the city:
Respiratory system illnesses
Specific infectious and parasitic diseases
Skin and subcutaneous tissue diseases
Digestive system illnesses
Endocrine, dietary, and metab. diseases

In the country
Acute respiratory infections
Oral cavity illnesses
Infectious intestinal diseases
Malnutrition
Helminthiasis

Age group: 10-14 years
In the city:

In the country

Respiratory system illnesses
Specific infectious and parasitic diseases
Digestive system illnesses
Skin and subcutaneous tissue diseases
Genital-urinary system illnesses

Acute respiratory infections
Oral cavity illnesses
Infectious intestinal diseases
Malnutrition
Helminthiasis

Age group: 15-19 years
In the city:
Respiratory system illnesses

In the country
Acute respiratory infections

Digestive system illnesses
Specific infectious and parasitic diseases
Genital-urinary system illnesses
Skin and subcutaneous tissue diseases

Oral cavity illnesses
Infectious intestinal diseases
Malnutrition
Dermatitis and eczema

Age group: 20-24 years
In the city:
Respiratory system illnesses
Genital-urinary system illnesses
Digestive system illnesses
Specific infectious and parasitic diseases
Osteomuscular system illnesses

In the country
Acute respiratory infections
Oral cavity illnesses
Infectious intestinal diseases
Malnutrition
Dermatitis and eczema

Age group: 25- 34 years
In the city:
Respiratory system illnesses
Genital-urinary system illnesses
Digestive system illnesses
Specific infectious and parasitic diseases
Pregnancy, delivery, and postpartum

In the country
Acute respiratory infections
Infectious intestinal diseases
Other urinary system illnesses
Dermatitis and eczema
Complications before and during delivery

Age group: 35 years or more
In the city:
Respiratory system illnesses
Genital-urinary system illnesses
Osteomuscular system illnesses
Digestive system illnesses
Specific infectious and parasitic diseases

In the country
Acute respiratory infections
Infectious intestinal diseases
Other urinary system illnesses
Dermatitis and eczema
Malign tumors
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III. DRUG-RELATED PROBLEMS

1. Specific competence of the city in drugs and institutional framework
for treatment: design and execution of the treatment policy
1.1 Institutional framework for treatment: design and execution of the treatment
policy

At the national level are:
The Ministry of Health –Central level: sets mental health policies at the national level,
including aspects involving addict care. Carries out and coordinates technical assistance in
planning, monitoring, and evaluation, and centralizes statistical data on care reported by the
regional health offices.
National Commission for Development and Life without Drugs – DEVIDA: in
cooperation with relevant institutions designs and directs the National Anti-Drug Strategy.
Coordinates and provides technical assistance for planning and execution of care policies for
users of alcohol and other drugs at both the national and regional levels. Seeks public financial
resources and international cooperation for the execution of national and regional policies for
drug use treatment, and monitors and evaluates implementation of the actions and resources
transferred.

At the regional level are:
The Lambayeque Regional Government: manages social development. Defines policies
at the regional level and seeks public financial resources and investments for their execution, in
the framework of the established national policies.

Lambayeque Regional Health Office: proposes and executes health policies at the
regional level in the framework of the established national policies. Prepares and proposes the
annual budget needed from the regional government for implementation of the health policies.
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At the local level are:

Since health policies are decentralized to the regional level, the action of the regional
government and the Regional Health Office encompasses the city of Chiclayo and its
municipalities. In the case of health this is through the Chiclayo Network, which includes a
coordinator who is responsible to the Lambayeque Regional Health Office. In the framework of
the country’s decentralization, in the medium term health services are expected to be
transferred to the municipalities, but this will be a gradual process given the complexity of health
services and the municipalities’ current capacities for administering this type of service.

Table 5. City specific competencies in drug treatment policies management in Chiclayo
(2009)
Area of Competence

Total

Policy design
Budgeting
Planning
Execution of measures and budget decided on at the central level
Monitoring and Evaluation

Partial

None

X
X
X
X
X

In this table the evaluation for nearly all items is partial because in the area of alcohol and
drugs the regional government and the Regional Health Office feel it is necessary to continue to
get technical assistance from the central level of the Ministry of Health and DEVIDA, in order to
strengthen their technical competencies on the subject for policy design and technical expertise
for the intervention. The idea is to gradually transfer all competencies.

1.2 Control and regulation of the treatment supply

Peru has prepared the National Anti-drug Strategy 2007 -2011, with Regional Ordinance N°
003-2005-GR.LAMB/CR, which established the Regional Council for Development and Life
without Drugs – CONVIDA: its functions and responsibilities are to design and implement the
Regional Anti-drug Plan consistent legally with the national strategy. Regional Ordinance N°
001-2008-GR.LAMB/CR (15/01/2008)
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In addition, there is a regional plan for drug use prevention and treatment in Lambayeque
Region 2008 – 2012.

There is a budget for the Rapid Impact Plan for the Fight against Drugs 2008 (transferred by
DEVIDA), which aims to reduce drug use in Lambayeque Region. Its main thrusts are
prevention, treatment and rehabilitation, and control of risk factors associated with drug use,
and its strategic objectives are: to contribute to lowering drug use through promotion of healthy
drug-free lifestyles with emphasis on adolescents in Lambayeque Region; improve coverage,
access, and quality of care to drug users and addicts. In 2010 it is hoped community programs
will be created and strengthened to promote healthy drug-free lifestyles for children and
adolescents in the micro-marketing areas of greatest risk in the region; and in 2011 the goal is
to help reduce micro-marketing of illegal drugs and consumption of legal drugs in the region.

Regulations on drug treatment:
1) Supplementary standards for the authorization, operation, and supervision of Centers for
Care of Addicts of Psychoactive Substances (Ministerial Resolution N° 407-97SA/DM).
This regulates the opening and operation of centers for drug addicts, stipulates the
procedures and requirements for the authorization, and the characteristics and duties of
the technical director, technical team, administrative director, and counselors. Other
aspects regulated are the therapeutic program, admission, confinement and release of
patients, and their rights and duties.

2) Regulations for Health Establishments and Medical Support Services (Supreme Decree
N° 013-2006-SA). Centers for Care of Addicts of Psychoactive Substances and other
dependencies are classified as medical support services; regulations govern their
characteristics, the duties of the technical director, and the patient care register.

3) Proposed Technical Health Standard – Classification, operation, and supervision of
centers that care for mental and behavioral disorders due to the use of psychotropic
substances v.01. Working document prepared by the Mental Health Office of the Ministry
of Health and reviewed in interagency workshops with representatives of the health
directorates -DISAS, therapeutic communities, WHO, and DEVIDA. Currently ready for
submission for approval.

4) Treatment protocols, in the Practical Clinical Guide for Mental and Behavioral Disorders
due to the Use of Psychotropic Substances (Ministerial Resolution N° 648-2006/MINSA).
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1.3 Program supervision

Supervision and monitoring of the health establishments is done by the health services
directorate of the Lambayeque Regional Health Office, whose technical team for supervision
includes the executive director of health of persons, the executive director of administration, the
chief of the health services office, the chief of training, the chief of the office for management
and development of the human potential, and the chief of the health promotion office, who are
responsible for supervising and monitoring compliance by activities programmed in the
institutional operational plan, and directives issued by the regional government.

The Ministry of Health issues a health inspection license to private services.

2. Problems caused by drug use

The main problems caused by drug use in Chiclayo are detection of unprotected sexual
relations, problems with partner and/or friends, problems in family relations, assault of others,
and accidents or injuries that have precluded regular activities for one or more days. According
to data from the Peruvian police, 9.4% of traffic accidents are due to drunk driving.

3. Availability of data on incidence and prevalence of drug use

The primary source of information is DEVIDA’s Peruvian Observatory on Drugs. There are
currently two surveys that cover the prevalence of drug use in Chiclayo:
Table 6. Studies on prevalence of substance use in Chiclayo (2009)

Source Author

Date of
publication
or survey

DEVIDA DEVIDA

2006

National survey: Prevention and use of drugs
DEVIDA DEVIDA
by secondary-school students: Results by
MINEDU MINEDU
regional domains

2007

Title

Situational diagnostic of the drug use
problem in the Lambayeque Region

In this city drug use is associated mainly with the child-youth segment, because it is one of
the major psycho-social problems affecting secondary-school students, according to the
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teachers. It is generally perceived that illegal drugs are not sold in most schools, but 19.66% of
teachers see those sales as a significant factor to be considered. The Grupo Mujer [Women’s
Group] says that of the 1,200 consultations provided in 2005 and through August 2006, 65%
were linked to drug use.

In the prevalence of use by grade level, it was found that the higher the grade the greater
the use of legal and medical drugs. In the case of legal drugs, the prevalence of use in the past
year was 18.1% in second year students, 27.9% in third year students, 42.0% in fourth year
students, and 48.8% in fifth year students. The prevalence of illegal drug use in the past year
was 2.8% in second year students, 2.6% in third year students, 4.6% in fourth year students,
and 3.3% in fifth year students. The most widely used illegal drugs were inhalants and
marijuana. Boys’ schools had the highest rate of use of legal and illegal drugs, while coed
schools had the highest consumption of legal and medical drugs. 9.7% of the students said it
would be easy for them to get marijuana, while 6.2% said the same for cocaine, 4.5% for coca
paste, and 4.8% for ecstasy.

43.5% of the students said they needed guidance on the subject of alcohol, cigarettes, and
other drugs. 39.1% said they did not need it because they considered themselves well informed.
17.4% of students said they did not need it because they were not interested.

10.4% of the students said they need treatment for drug use. 78.9 said they do not need
treatment because they do not use drugs. 11.1% of the students said they did not need any
treatment because they were not interested. (DEVIDA-MINEDU, 2007)
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Table 7. Prevalence of substance abuse in the last year38

Type of
substance

SecondaryGeneral Population (country)
school
students
5-34 yrs.
12- 64 yrs.
Total
(city:
Lambayeque)
Male Female Male Female Male Female Male Female

1. Alcohol

25.2

20.5

72.4

55.7

72.4

55.7

3.1 Cocaine

0.8

0.4

0.4

0.1

0.4

0.1

3.2 Coca paste

0.6

0.2

0.8

0.02

0.8

0.02

4. Stimulants

1.1

1.1

0.2

0.2

0.2

0.2

22.1

12.1

48.4

24.1

48.4

24.1

1.9

3.5

2.4

3.4

2.4

3.4

2.0

1.7

0.06

0.08

0.06

0.08

1.3

0.3

1.2

0.3

1.2

0.3

0.6

0.2

0.04

0.04

0.04

0.04

4.3 Other
stimulants such
as: Tobacco
5. Hypnotics
and sedatives
7. Inhalants
8. Marijuana
(cannabis)
11. Other not
specified:
Ecstasy

4. Indicators related to illicit or licit drug use

For both the city and the country there are no records of the number of deaths from
overdoses, suicides, or attempted suicide under the influence of alcohol and drugs, or data on
crimes committed under the influence of alcohol or other drugs, but Peru is working to
implement these indicators with the Forensic Medicine Institute of the Public Prosecutor’s Office
and the National Police of Peru – Ministry of the Interior.
There is information at the country level on:
1) Number of deaths from liver cirrhosis: 3,613 from Liver diseases (K70-K77).39
2) Number of traffic accidents related to use of alcohol or another drug: 68. 9.4% of traffic
accidents are caused by drunk driving.40

38

Survey on Drug Use by Secondary-school Students – DEVIDA – Ministry of Education – UNODC – CICAD - CTB,
2007.
Survey of Drug Use by the General Population – DEVIDA – UNODC – CICAD, 2006.
39
Source: Ministry of Health – General Office of Statistics and Informatics, 2004.
40
Source: Statistical Yearbook: Peru in Numbers. Cuánto Institute 2007. National Police of Peru, 2007.
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5. Strengths and weaknesses in providing drug treatment in the city
The treatment system’s main strength is the design of policies for treatment. The region has
its Concerted Regional Development Plan and its Regional Plan for Drug Use Prevention and
Treatment, which contain objectives and actions consistent with national policies, but
responsive to the region’s own priorities, based on specific characteristics of the population and
the regional situation.

The system’s major weakness (see Figure 2) is the capacity for integration with the health
care system (with a rating of 3), especially related to the capacity to provide care at the second
level; this can be seen reflected in practical problems in referral of cases according to level of
complexity, and the fact that the private centers are still in process of technical/health
accreditation, which 27% do not have and have not applied for, 55% are in process, and only
16% actually have the accreditation. This variable affects this item of evaluation.

Figure 2. Main strengths and weaknesses in providing drug treatment in Chiclayo (2009)
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5.1 Level of development of treatment services

Information systems

There are data on prevalence, incidence, and first use of drugs at the regional level from
studies by regional domains of secondary-school students; this information is generated by
DEVIDA every two years (epidemiological studies with a regional breakdown). There is also
information on number of patients treated for drug use problems through the health information
system “HIS” (health statistical indicators), and starting in June of this year data are being
recorded in the information system called the “Network for information on demand for treatment
for abuse of or dependence on psychoactive substances – RIDET” which is maintained by
DEVIDA in the Peruvian Observatory on Drugs. The two latest studies with information on the
regional level are: National Survey: Prevention and use of drugs by secondary-school students:
Results by regional domains, authors: DEVIDA, Ministerio de Educación, UNODC and CTB, in
2007; and Situational assessment of the drug use problem in Lambayeque Region, author:
DEVIDA, in 2006.
Infrastructure quality:

At the public level, there are primary level I.1 and I.2 health establishments that include the
health posts and health centers with basic care, which have infrastructure built of brick and
services/offices for individualized care. There are also two services that are part of first level
(I.3) health care that provide individual outpatient service, counseling, and motivation. They
have capacity for individual attention and small groups, built of brick and equipped for
counseling sessions, relaxation, and video forum sessions.

At the private level, according to data from DEVIDA, 89% of the facilities are rented
buildings, 100% of them brick, 100% with basic services, and 88% with adequate basic
furnishings and equipment.
Access:

Both public and private services are geographically accessible. In terms of affordability,
public services have a fee managed at the health sector level (an average of US$2 per visit).
The average cost of the private services is US$10 per visit, a monthly payment of US$100, and
an entrance fee of US$35. As of now there is no information on demand for treatment.
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Human resources:

At the public level, staff assigned for addictions treatment consist of: two psychologists
named by Las Mercedes Teaching Hospital who work 48 hours per week, two psychologists
trained in the subject who are responsible for the outpatient service and work six hours per day,
48 hours per week, with specialization in mental health care, including addictions treatment.

There are also three psychologists trained in the field who manage, plan, and evaluate
activities in the drug addiction outpatient programs.

In the private centers, of the 18 of the therapeutic community type that have been identified:
59 people do a variety of work; 30% of them are professional staff, mostly psychologists.
Networking:

Networking of programs is basically with treatment programs in the public health services at
the primary level of care. For the secondary level (Las Mercedes Regional Teaching Hospital),
there are plans to strengthen the mental health service for effective referral of more complex
addiction cases.

Private treatment programs are still not connected with the public ones in terms of case
referral, because it is necessary to classify them according to health category

A first step has been taken by identifying the private services and their state of functioning
(Situational assessment of therapeutic communities 2009, done by DEVIDA and the Ministry of
Health), as a basis for awareness-building, regulation, and supervision by the health sector, and
for strengthening the private services (through training and other activities).

6. Specialized services for treatment of drug dependence

In this area there are public health services at the first care level (I-1 and I-2) engaged in
prevention, promotion, orientation, early detection, counseling, and referral; and at level (I-3)
they provide outpatient care. In addition to services at I-1 and I-2 they handle cases of abusers,
light cases of detoxification, and early intervention (2 health centers I-3 equipped for outpatient
attention for drugs: Cerropon and Cruz de la Esperanza).
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There are 18 private services of the therapeutic community type, which offer residential
treatment. Currently they do not meet the minimum care standards, so the health sector has not
certified them. Table 8 reports establishments that offer treatment in the city.
Table 8. Number of specialized treatment services in Chiclayo (2009).
Self-Help
Community
Organizations
Services

Outpatient

Intensive
Outpatient

Public

2

0

0

0

0

n/av

Private
Total

9
11

n/av
0

18
18

0
0

3
3

n/av
n/av

Service
Type

Residential Hospital

Source: Office of Health Services–Lambayeque Ministry of Health

7. Opportunities for social integration
Opportunities for integration are aimed at social and family reentry through work done with
the family and social support networks such as self-help groups and Evangelical and Catholic
churches. Partnerships for joint work in training staff for appropriate identification, recruitment,
and referral have not yet been formed with various sectors such as housing, judicial, recreation,
etc.
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Montevideo, Uruguay
Status of Drug Treatment
I. DESCRIPTION OF THE CITY
Montevideo is Uruguay’s capital and largest city. It has about 1,400,000 inhabitants, roughly
50% of the country’s total population. Its area is 530 km2, so the population density is 2,510
persons/km2. The city’s unemployment rate is 6.6%, slightly lower than the rate for the whole
country, which is 6.9% of the economically active population. The percentage of families below
the poverty level is similar to the national figure, 27.71% and 27.08%, respectively.
The predominant religion in Uruguay is Roman Catholic, with 56.2%, while 38.3% of the
population is atheist.
Table 1. Main demographic indicators 41 (2009)
Total
Indicators population
(n)

Geographic
area (km2)

Unemployment Population below Average
poverty level (%) wage US $
rate (%)

Montevideo

1,325,968

530

6.6

27.71

312

Uruguay

3,477,778

176,215

6.9

27.08

185

Socio-cultural aspects
The city has a study on social perception of drugs, done by the Uruguayan Observatory on
Drugs (OUD) and the National Secretariat of Drugs (SND) in 2002.

II. HEALTH-RELATED ISSUES
1. Specific areas of competence of the city in public health policy
management

With respect to management of health policies, the city’s degree of autonomy or decisionmaking capacity vis-à-vis the central government of Uruguay is partial, because they share in
policy design, budgeting, and planning and execution of activities (see Table 2). The interaction

41

Data from the National Statistics Institute (INE) www.ine.gub.uy
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is primarily between the Montevideo City Government (IMM) and the State Health Services
Administration (ASSE), which share services for the most at-risk sectors, working with a
mechanism for referrals, serving complementary territories, and inter-sector coordination by
regions of the capital. The central programs support the municipal policy depending on resource
availability.
Table 2. Specific areas of competence in public health policy management in
Montevideo (2009)
Total Partial

Area of competence
Policy design

X

Budgeting

X

Planning

X

Execution of measures & budget decided on at the central level

X

2. Health services

Montevideo currently has 143 functioning health establishments, of which 45% are in the
public sector and 70% are the outpatient type. Uruguay’s health system is presently in a
transitional phase, in the process of implementing the Integrated National Health System
(SNIS). The reform seeks universal access to health care, equity in expenditure and funding,
quality care, and restoration of sustainability to the system.
Table 3. Number of health establishments in Montevideo (2009)
Type of establishment

Public Private

Hospital

13

18

Outpatient clinic

33

25

Psychiatric hospital

2

10

17

25

Outpatient mental health clinic
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3. General health indicators 42
With respect to general health indicators, life expectancy in Montevideo is 75.5 years on
average—71.81 for men and 79.37 for women—indicators very close to the national ones,
which are 76.1 overall, 72.56 for men and 79.84 for women. The country’s infant mortality rate
per 1,000 live births is 10.5 for male and female. This figure is the same in Montevideo, but
within the city varies from 15 per 1,000 in some high-risk zones to 7 per 1,000 in zones with a
higher socioeconomic level.

4. Main strengths and weaknesses in providing health services
Montevideo’s main strengths in providing health services are the extensive network of
primary level health care, with permanent interdisciplinary teams that have experience in
primary care, an ongoing training system, and fluid coordination between the IMM and the
nongovernmental organizations. The overall quality of this service is considered satisfactory
(see Figure 1), with information systems seen as a weaker element because of the lack of a
system in the universal network to record patient data. This hampers objective evaluations.

Figure 1. Main strengths and weaknesses in providing health services (2009)
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Data from the National Statistics Institute (INE) www.ine.gub.uy
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5. Main health problems
For the main health problems affecting its citizens, Montevideo reports national data on the
principal causes of mortality in the general population for 2007.43
Table 4. Main causes of mortality in Montevideo (2007)
Causes

Nº Cases

Rate*

1. Cardio-circulatory diseases

10,549

317.4

Embolism

2,344

70.5

Acute myocardial heart attack

1,359

40.9

Chronic heart ischemia

1,342

40.4

2. Cancer

7,664

230.6

-Malign tumor of bronchial tube and lung

1,162

35

-Colon cancer

703

21.1

-Breast cancer

599

18

-Prostate cancer

579

17.4

3. Respiratory diseases

3,487

104.9

Acute lower respiratory infections

1319

39.7

Chronic lower respiratory infections

1,333

40,1

4.External causes of morbidity and mortality

2,138

64.3

Traffic accidents

462

13.9

Other accidents

851

25.6

Suicides

614

18.5

Homicides

150

4.5

1,516

45.6

428

12.9

1,294

38.9

234

7

1,034

31.1

Diabetes mellitus

716

21.5

Malnutrition

66

2

8.Mental and behavioral disorders

807

24.3

Dementias (vascular and unspecified)

724

21.8

Disorders due to use of psychoactive substances

47

1.4

9. Genital-urinary system diseases

783

23.6

Chronic renal insufficiency

229

6.9

10. Infectious and parasitic diseases

706

21.2

Septicemia

291

8.8

HIV

167

5

5. Central nervous system diseases
Alzheimer’s
6. Digestive system diseases
Liver diseases
7. Endocrine, dietary, and metabolitic diseases

*Rate per 100,000 inhabitants

43

National Health Information Unit and Population Information Area of the Ministry of Public Health (2007).
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III. DRUG-RELATED PROBLEMS

1. Specific competence of the city in drugs and institutional framework
for treatment: design and execution of the treatment policy

1.1 Institutional framework for treatment: design and execution of the treatment
policy

The Montevideo City Government (Intendencia Municipal de Montevideo IMM) is part of the
departmental government, which according to current legislation has two components: an
executive organ and a legislative organ. The IMM is the executive organ, with its own budget,
with resources and income to underwrite its operation and most of its investments. The elected
mayor prepares a five-year budget based on goals and objectives of the government program,
with annual accountability. These two levels are underpinned by the Departmental Board (Junta
Departamental), which is the legislative organ. Part of the budget is used for social policies,
operated by the Social Development Department, within which is the Health Division and the
Health Care Service, which is responsible for the network of primary care polyclinics. The
polyclinics carry out various actions for promotion, prevention, or first containment for users or
family members involved with the drug use problem, and execute various programs. This
service has an annual allocation of funds from the Economic Department of the departmental
government.

Attention to the drug use problem permeates all city policy, closely tied to territorial
decentralization, and is supported by the national government. There is currently a strong
connection that makes it possible to optimize existing resources from the departmental and
national governments, generally devoted to investments, programs, and projects. The IMM
coordinates drug treatment with the National Drugs Board, the State Health Services
Administration (ASSE), and the Ministry of Social Development (MIDES).

The IMM has the Integral Health Care Service at the primary care level, consisting of 23
polyclinics, some of which have specific teams for substance abuse treatment and include
interagency and intersector activities. The IMM establishes its own programs based on national
programs and available resources, with emphasis on promotion and prevention.

The National Drugs Board (JND) is the key organ in the Office of the President of the
Republic of Uruguay that coordinates government actions on the drug problem, basing its
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strategy on an interagency and intersector perspective that implies the concurrence and support
of the ministries of the executive branch that are included in the JND, and also involves
cooperation and joining forces with the judicial and legislative branches, and with the
departmental, municipal and local governments, integrating the institutional political will of all
stakeholders.

Within the National Secretariat of Drugs is Uruguay’s National Observatory on Drugs (OUD),
which gathers and analyzes all drug-related information in an interdisciplinary manner in order
to use the results in drafting the national strategy.

The State Health Services Administration (ASSE) has an Integral Health Care Network with
66 executing units, including the network of primary care polyclinics, the mental health centers,
and the specialized drug treatment centers such as Portal Amarillo and the Maciel Hospital Drug
Dependence Center.

The Ministry of Social Development (MIDES) coordinates social policies at the national level.
It therefore contributes to the processes of the citizens’ integration and social cohesion through
various programs executed around the country.

The Uruguayan Institute for the Child and Adolescent (INAU) has supervisory responsibility
for children’s policies at the national level, and has a network of specific resources in this area.
Table 5 summarizes Montevideo’s competencies in management of this area.
Table 5. City specific competencies in drug treatment policies management in
Montevideo (2009)
Area of Competence
Policy design
Budgeting

Total

Partial
X
X

Planning

X

Execution of measures and budget decided on at the central
level

X

Monitoring and Evaluation

None

X
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1.2 Control and regulation of the treatment supply

Since January 2007 Montevideo has had legislation to regulate the operation of drug
treatment centers. It is the Regulatory Framework for Establishments Specializing in Treatment
of Users with a Drug Problem. The regulations are currently being evaluated by an audit of the
General Health Office of the Ministry of Public Health (MSP), the country’s primary health organ.
In terms of standardized guides for treatment, the city has been governed since March 2008 by
the Protocol for Clinical Evaluation and Pharmacological Treatment of Drug Use Problems and
Dependence on Psychoactive Substances.

1.3 Program Supervision

The State Health Services Administration (ASSE) has a specific drug coordinator, who is
responsible for coordination and evaluation of all the organ’s centers, and the Health Care
Service (SAS) of the Montevideo City Government (IMM) has a person responsible for the drug
program with similar functions.
2. Problems caused by drug use

The following pertinent information is drawn from some research on the country coordinated
by the Uruguayan Observatory on Drugs in 2007:

1) “Incidence of alcohol in traffic accidents in Uruguay: Generation of a permanent
information system,” a study completed by agreement between the National Drugs
Board and the University of the Republic (UDELAR)- School of Humanities and
Educational Sciences CEIU OSMET, done in Montevideo in 2006.

The project obtained data on the incidence of alcohol in persons involved with traffic
accidents, including all accidents in Montevideo and the metropolitan area for one month
in 2006. Concerning the incidence of alcohol, 16% of the accidents involved alcohol use
by one of the parties.

In data for the city of Montevideo, alcohol was detected in 13% of the accidents, while
for the metropolitan area the figure was 18%. There is a significant correlation between
alcohol use (at least 37.5%) and fatal traffic accidents.
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2) Study by the OUD and the Psychiatric Clinic of the Medical School of the University of
the Republic titled “Drug use in emergency patients at Pasteur Hospital in
Montevideo” – Montevideo- 2007. The main information sought in this study was the
use of psychoactive substances by the patient in the six hours prior to coming to the
emergency room and its possible connection with the purpose of the visit or need for
care.

An important and innovative element in this study was the addition of biological tests to
determine the presence of marijuana and coca paste in the 72 hours prior to the visit in a
subsample of the population studied. A form was given to all 547 patients served in the
period covered (March 19-26, 2007), and biological tests were done on a subsample
(106 cases), whose ages ranged from 15 to 35.

The additional significance of doing this study in the Pasteur Hospital was that its target
population is at high social risk, and according to the national household survey is a high
user of marijuana and coca paste.

Consolidating data obtained from the three sources of information, about one of every
ten requests for emergency room service is directly or indirectly linked to drug abuse.
This data is very important because it is the first causal breakdown that makes it
possible to tell from all the cases how many are attributable to drug use, and then to
calculate the social, human, and economic costs of drug abuse.

The number of annual visits for this type of medical care is significantly higher in cases
of habitual use of psychoactive substances. Because of their magnitude, problems
caused by alcohol and especially tobacco are a high priority health problem.

With respect to illicit drugs, although the percentages are lower this population has
prevalence rates higher than those of the general population, which leads to the
hypothesis that users have a greater demand for care, at least in this socioeconomic
segment. Significant use of marijuana and coca paste was found. For these users, the
care demand involves traumas, injuries, and psychiatric disorders.

17.5% of the cases studied tested positive for one or both substances.
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The test for marijuana was positive in 13.9% of the cases, and for cocaine/coca paste it
was positive in 11.4% of the cases.
3) Study by the OUD and the Uruguayan Institute for the Child and Adolescent (INAU)
“Street Children and Youth: a descriptive-exploratory study on drug use and associated
factors” in 2007, in coordination with civil society organizations that work with this
population. The population studied was street children and youth between the ages of 9
and 18 served by the INAU and nongovernmental organizations in the Department of
Montevideo and two cities in the country’s interior (Maldonado and Rivera). The study
was done in July 2007.

The main findings are: Eight of every ten children and youth interviewed had
experimented with an legal or illegal drug sometime in their life. The drugs most tried by
the population studied were alcohol (77.9%) and tobacco (56.8%).

Considered together, experimentation with any illegal drug was reported by 35.8% of the
population studied, and the one tried most was marijuana (32.6%), although there were
also high rates of use of coca paste and solvents, both of which were reported by 11.6%
of those interviewed. For these two substances the rates of experimentation are
markedly above those for the rest of the population (general population in a similar age
range).

The high experimentation with solvents is a significant finding of the study, and confirms
one of the hypotheses stated before the study. Another important finding concerning this
substance is that its use was to a great extent replaced by use of coca paste when that
became available in the market.

In terms of experimentation with multiple drugs – and taking into account all substances
– it was reported by 54% of the total population (74% of the users), i.e., three of every
four user interviewees experimented with several substances. Nearly 30% of the users
said they used more than one drug simultaneously.

With respect to frequency of use, tobacco, alcohol, and marijuana showed high rates of
prevalence in the past 30 days, where we find that for the three substances about 50%
of the users are habitual users.
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3. Availability of data on incidence and prevalence of drug use
According to the results of the Fourth National Household Survey of Drug Use44
(December 2006) of the OUD - UNODC-OAS- CICAD, alcohol is the most widely used drug in
our sociocultural environment, the one that is most abused and causes the most social and
health problems (traffic and workplace accidents, domestic and social violence, health
problems, alcoholism, etc.). Nearly eight of every 10 people between the ages of 12 and 65
have tried it at least once in their life. Half of Uruguayans are habitual drinkers (use in the last
30 days). According to the EBBA scale, 5% of the population (7.8% of users in the last 12
months) have signs of problematic use of alcohol. This profile reflects mainly men between the
ages of 18 and 25, especially in Montevideo.

Another relevant finding is the high percentage of use of tranquilizers and antidepressants in
the population studied. In Uruguay, social tolerance of the use (and abuse) of psychopharmaceuticals is very high and self-medication with these (psycho-pharmaceuticals,
hypnotics, tranquilizers, and stimulants) is substantial, as shown in the data obtained. This selfmedication is especially prevalent in the female segment. Despite current restrictions, there is
tolerance for and hence availability of these substances outside medical control, as part of the
pattern of drug use habits. 22% of Uruguayans have used tranquilizers, hypnotics, or
antidepressants sometime in their life. By type of medication, 18.9% have used tranquilizers,
3.2% hypnotics, and 7.4% antidepressants. These percentages vary considerably according to
sex and age range. Generally women are twice as likely as men to be users, and the highest
rates start at the age of 45, where we find that nearly half of the women have used one of these
types of medications.

The report reveals that in recent years the nature of drug problems in Uruguay has changed
substantially. There has been a significant decrease, although still not enough, in the use of
tobacco, especially by minors. It is the second most widely used drug in Uruguay. 54.8 % of
persons between the ages of 12 and 65 have tried it sometime in their life, 34.7% say they have
used it in the past 12 months, and 31.8% in the past 30 days, the latter mainly daily smokers.

Marijuana continues to be the most widely used illegal drug in Uruguay. Approximately
200,000 Uruguayans, (12.2% of the population) have tried this drug. Within the past year 5.2%
of the population have done so, most of which are occasional or frequent users. Use in the past
30 days was reported by 3 of every 100 persons in the general population (the ones considered
44

This study is representative for the entire country, but there are no specific data for the city of Montevideo.
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habitual users), and this percentage is three times as high for youth between 18 and 25 years of
age.
Cocaine is the second most widely used illegal drug. About 64,000 persons say they have
used cocaine at some time in their life (4.0% of the population between ages 12 and 65),
doubling the percentage reported in the 2001 study. Most users are men (7 of every 10
experimenters), primarily in Montevideo. With respect to habitual use, one of every thousand
Uruguayans under the age of 30 reports using cocaine in the past 30 days.

Since 2002 Uruguay has seen use of a new substance (called coca paste). This substance
is highly visible because of its effects and especially because it is used by the most at-risk social
sectors. The results show that experimentation with coca paste for the whole population
involves only 0.8% and in Montevideo 1%. However, its use is concentrated geographically and
socio-culturally in the most vulnerable areas from the economic and social standpoint in the
outskirts of Montevideo and the northeast zone. In these zones, prevalence reaches about 8%.
60% of the users of this substance show signs of dependence.
Tables 6 and 7. Incidence and dependence in the country’s total population45
Type of substance

Incidence %

Dependence %

Alcohol

1.9

30

Tobacco

1.8

70

Marijuana

1.0

33

Cocaine

0.3

30

Coca paste

0.1

57

Persons with signs of dependence

Expanded data

Alcohol (dependence + abuse)

230,000

Tobacco

73,000

Psycho-pharmaceuticals without prescription

52,000

Marijuana

28,000

Cocaine

6,500

Coca paste

3,000

With respect to the search for professional help46 to stop or reduce the use of psychoactive
substances (alcohol, tobacco, or illegal drugs), 2.5% of the interviewees responded
affirmatively, 40,000 persons. Asked if there are family members in treatment for the same
45
46

Fourth National Household Survey on Drug Use - OUD - UNODC-OAS- CICAD. (December 2006).
First Census in Montevideo of Treatment Centers and Users in Treatment.
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problem, 4.5% said yes. The places where they most frequently sought help are Alcoholics and
Narcotics Anonymous.

Among persons who said they have used one of these substances, young people and
women are the groups that have sought the most professional help (98%), while those who
seek less help are men (3%), from Montevideo (3%), and adults of 46-55 years (4%) and 56-65
years (4%). When asked if some family member has been treated for substance use, 4% of the
sample responded positively; of these, 3% said the family member was in treatment in the past
and 1% said at the present time.

Another study on drug prevalence in a specific population is the Third National Survey and
Fourth in Montevideo on Drug Use by Secondary-School Students. 2007.
This study made it possible to obtain analyze information on 60% of the young people in the
13-17 age group, reflecting the country’s student population. It is a representative national
sample of 6,923 students in 123 schools and 317 classes in public and private educational
institutions and technical schools. The field work was done in September – October 2007.

Prevalence of use: Alcohol - 54.3% of the students used alcohol in the past month, but for
the 17-year-olds the figure rose to 76%.

Differences were not statistically significant between Montevideo and the interior and
between public and private schools. There is a pattern of high-risk consumption, where 75% of
habitual users have drunk beyond intoxication at some time in the past month.

Tobacco – Comparing the results of this study with those done in 2003 and 2005, it is
encouraging that habitual use of tobacco has declined, dropping from 30.2% in 2003 to 24.8%
in 2005 and 22% in this study. Prevalence of use is greater among women (24.3%) than in men
(19.6%)

Marijuana – It is the illegal drug most widely used by Uruguayan youth. Taking the
population as a whole, the experimentation rate reached 19.2% of the young people, an
increase of about 50% over 2005. In Montevideo, the experimentation rate was 25.4% for the
students compared with 13.9% in the country’s interior.) Experimentation is greater among
males, about 10 percentage points higher than for females at all grades. 14.8% of the students
used marijuana in the past 12 months. Current use, within the past 30 days, was reported by
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nearly 9%, which means that of all young people who experimented, nearly half continued to
use it.

Cocaine – Experimentation is reported by 4.9% of the population studied, reaching 6.4% in
Montevideo compared to 3.5 in the interior. The rate of experimentation for males was nearly
double that of females. In the survey done in 2005 habitual use was minimal.

Coca paste and other drugs – This population makes limited use of other illegal drugs; in no
case did more than 4% of the students report experimentation with any of them, and for current
use the largest consumption is for inhalants, with 1.2%. Coca paste has a prevalence of only
1.8%.

In addition to the large magnitude of prevalence of alcohol use, the use patterns detected
are of high risk.

4. Indicators related to illicit or licit drug use

The high incidence of alcohol use is reflected in liver diseases:
MORTALITY: Deaths from alcoholic cirrhosis47

Male
Female
Total

All ages

15+

35
39

40
44

168
28
196

168
28
196

2
1
3

7
0
7

2006
Note here other age groups available:
45 50 55 60 65 70 75 80
–
–
–
–
–
–
49 54 59 64 69 74 79 84
10
0
10

15
1
16

29
3
32

31
4
35

33
2
35

20
5
25

11
4
15

9
5
14

85
–
89
1
3
4

*Includes deaths codified as 1-080.1 of the CIE-10 (cirrhosis, fibrosis, and alcoholic disease of the liver).
Deaths from all causes: 31,056 (16,328 male, 14,709 female, 19 without data

47

Data provided by the National Health Information Unit and Area of Population Information of the Ministry of Public
Health
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INDICATOR: MORBIDITY/TREATMENT INDICATOR
2005
Released hospital patients with alcoholic
liver disease (K70)*
40

50

60

70

80

-

-

-

-

-

49

59

69

79

89

49

5

11

20

10

3

7

7

1

2

1

1

2

56

56

6

13

21

11

5

All

15

ages

+

Male

49

Female
Total

*Releases from the private sector (the institutions represent 51.2% of the population affiliated with the private sector).
Releases from all causes: 77,127 (31,546 male releases; 45,407 female releases; 174 without data).

INDICATOR: MORBIDITY/TREATMENT INDICATOR
2006
Released hospital patients with alcoholic
liver disease (K70)*

Male
Female
Total

All
ages

15
+

40
49

50
59

60
69

70
79

80
89

69
9
78

69
9
78

10
2
12

17
1
18

14
0
14

19
5
24

9
1
10

* Releases from the private sector (the institutions represent 60.32% of the population affiliated with the private
sector). Releases from all causes: 102,189 (41,922 male releases; 59,927 female releases; 340 without data).

NDICATOR: MORBIDITY/TREATMENT INDICATOR
2007
Released hospital patients with alcoholic
liver disease (K70)*

Male
Female
Total

All
ages

15+

40
49

50
59

60
69

70
79

80
89

69
9
78

69
9
78

10
2
12

17
1
18

14
0
14

19
5
24

9
1
10

* Releases from the private sector (the institutions represent 63.36% of the population affiliated with the private
sector). Releases from all causes: 105,598 (43,788 male releases, 61,482 female releases, 328 without data).
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5. Strengths and weaknesses in providing drug treatment in the city

The treatment system’s strength (Figure 2) is its utilization: the population recognizes the
services and uses them, and the demand for service consistently exceeds the supply. The
quality of the service is generally rated satisfactory; although the current administration (2005 2010) has introduced new mechanisms for dealing with the drug problem at all levels, they
continue to be insufficient. In Montevideo resources allocated by the ASSE to the Portal
Amarillo center; the integration of outpatient mental health teams; and training for the
interdisciplinary teams of the IMM polyclinics are examples of this problem.

Establishment of the interagency table in the context of the City Partnerships in 2008 served
to reaffirm the need for a comprehensive view of the whole health system, including other areas
more directly related to the social aspect, such as the Ministry of Social Development (MIDES).

Figure 2. Main strengths and weaknesses in providing drug treatment in Montevideo (2009)
Scale of 1 to 10 (1 = Very weak; 10 = Very strong)
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5.1 Level of development of treatment services

Information systems

Within the National Secretariat of Drugs is Uruguay’s National Observatory on Drugs (OUD),
which gathers and analyzes all drug-related information in an interdisciplinary manner in order
to use the results in drafting the national strategy.

At the national level, register systems of treatment are in the process of unification. A
notification form for entry in the treatment system has been designed and is now being
implemented in some establishments. Efforts are being made to introduce the form in polyclinics
of the IMM and ASSE (first level or primary care level). However, so far there is no computer
support for the care network that would facilitate the register and processing of these indicators
for the whole country. The software installed in the ASSE currently does not permit its use in
new programs. Therefore, there is a gradual process of incorporation based on priorities of the
Integrated National Health System (SNIS), particularly the goals for service provision. These do
not include problem use of psychoactive substances.

An entry form for drug patients, prepared by the Uruguayan Observatory on Drugs and the
IMM/ASSE, was analyzed in CICAD’s Montevideo City Forum in 2008. Use of the form is
uneven in the care network, so the data of the Uruguayan Observatory on Drugs are partial.
Efforts are underway to build a care and information network for the whole country, to be tried
initially in the primary care level in Montevideo (a subject discussed at the interagency table of
the CICAD/OEA/EU City Partnerships Project).
Infrastructure quality:

The supply of residential care is varied. In outpatient centers there are consulting rooms and
multipurpose rooms for work with groups of users and their families. In the last five years three
new government-run residential centers have been inaugurated around the country; they
generally offer similar conditions to those available in private centers.
Access:

Montevideo has a great variety of outpatient centers. Access is satisfactory for entry level
treatment centers, but becomes more difficult when more specialized treatment of the problem
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is required. Access to treatment is free. Second and third level care centers, especially for
urgent assistance, have access problems.
Human resources:

Montevideo has university-trained multidisciplinary technical-professional teams with
specialized training in the subject. However, the allocation of material and human resources is
insufficient to operate the existing mechanisms and those being planned.

Networking:

The therapeutic supply is weak on this point: although the network resources and their
dispersion in the territory are satisfactory, there is a weakness in the criteria for their inclusion a
given mechanism and their coordination. We need some centers dealing specifically with the
problem at the territorial level in a more decentralized manner, for example the listening and
referral centers, the social inclusion centers with community work, or centers for reduction of
risk and harm. Second and third level centers (secondary and tertiary health care) are not able
to cope with the demand, especially the acute cases.

We are currently working on a document called the “Road Map,” a conceptual and
operational tool that will show the way to handle highly complex situations. It is a strategy for
networking to create interagency connections that will make it possible for each institution to do
its specialized work in the team effort to address these cases. It will also make it possible to tap
existing resources and replicate the good practices in each institution and/or locality. The Road
Map seeks to diagram community approaches based on the policies that the government must
guarantee, and the definitions contained in the National Program for the Care of Drug Users.

6. Specialized services for treatment of drug dependence
Montevideo’s treatment network consists of 44 specialized drug treatment centers, of which
68% are public; there are also self-help and community service groups that accompany and
assist the process of user reentry.

There are also specific treatment centers, such as Portal Amarillo, which is the model
national center with an executing unit that receives a dedicated budget. The other public centers
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come under specific programs such as the ASSE mental health program. Those of the IMM get
their budget from the Department of Social Development, Health Division, Health Care Service.

Table 8 reports establishments that offer treatment in the city.
Table 8. Number of specialized treatment services in Montevideo (2009)
Service
type

Outpatient

Intensive
Self-help
Community
Residential Hospital
outpatient
organizations
services

Private
Public

13
5

6
1

7
2

2
4

0
4

0
10

Total

18

7

9

6

4

10

7. Opportunities for social integration
The Ministry of Social Development addresses several of its programs to care of persons
with a drug problem (Uruguay Integrates, Uruguay Works, Shelters, Street Situation, Yes I Can),
contributing to drug users’ social integration. Through its guidance, consultation, and community
connection services it works in areas of greatest social risk in the country on community
participation and definition of policies for children and youth, in order to create protection
networks for this population. Through these services, the Ministry implements places and
projects that respond to situations of use at the local level.

Opportunities for social integration are also being developed with the secondary education
system (the “Responsible Schools” project); coordination and scholarships to sports clubs; and
a boxing project called “Knock-out Drugs.”
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Status of Drug Treatment at the Local
Level (cities)

-Caribbean-
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Nassau, Bahamas
Status of Drug Treatment
I. DESCRIPTION OF THE CITY

The Commonwealth of the Bahamas is a cluster of some 700 islands with a total land
mass of 5,382 mi.2 scattered over 80,000 mi2 of the Atlantic Ocean. The majority of its
population (over 95%) resides on only seven islands. Inhabitants mainly populate two major
centers; Nassau which is the capital of Bahamas, located on New Providence, and Freeport,
located on Grand Bahama. The other populated islands and cays are called Family Islands.
More than half of the Bahamian population lives in Nassau which, based on the 2009 projected
population data, can be categorized as very densely populated with the population per sq. Km
estimated at 1,181. Only three other islands/island groups have population densities greater
than 100 per sq. mi.
The Bahamas has been an independent unitary state within the British Commonwealth
of Nations since July 1973, and is governed as a parliamentary democracy based on the
Westminster/Whitehall model. There is a Governor General who represents Her Majesty the
Queen, a bicameral legislature including an elected House of Representatives, an appointed
Senate, and an independent judiciary. The Cabinet of Ministers is headed by a Prime Minister
who is also a member of the legislature. Government business is carried out by ministries,
headed by a minister (political) and permanent secretary (administrative), and by quasigovernmental institutions.
While there is some level of local government in the Family islands, designed to facilitate
the work and policies of the central government, the city of Nassau does not have political or
financial autonomy and is dependent on the central authority.
The Bahamian Government allocates approximately 30% of the national recurrent
budget to social sectors, with special emphasis on education, health, and housing. The average
wage in the city was estimated in 2007 at USD $27,425 (per year) and, as of September 2009,
the unemployment rate was 12.1%. The most recent survey data estimates that 9.3% of the
population falls below the poverty level (See Table 1).
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Table 1. Demographic Indicators
Indicators

Total
Population
(n)

Geographic
Area (km 2)

Unemployment
Rate (%)

Nassau

244,400

207

12.1

Bahamas

342,400

13,943

Population
below Poverty
Level (%)

Average
Salary
U.S. $
27,425

9.3

II. GENERAL HEALTH SERVICES

The Bahamas reports that at the city level, there was no specific authority invested with
the responsibility for policy design, budgeting, and activity planning in the public health sector.
Such activities were limited to the country’s central government; namely, the Ministry of Health,
the Public Hospital Authority for all Public Hospitals, the Department of Public Health for all
Public Clinics, and to the individual Private clinics.
Based on a longstanding healthcare policy, Bahamians enjoy universal access to health
care, and basic services are available regardless of ability to pay. Nonetheless, inequities still
do exist. In addition to the residents of the less populated islands where specialized health care
is limited, particularly that related to drug use, The Bahamas also reported the presence of a
sizeable Haitian immigrant population as an ethnic group whose presence affects the way in
which drug treatment activities are carried out. This sub-population is estimated at between 1520% of the population.
Health Indicators

As it relates to general health indicators, life expectancy at birth for residents of the
Bahamas is 76.4 years for females and 69.3 years for males, while the infant mortality rate in
2007 was 17.6 per 1,000 live births.

Table 2. Number of Health Facilities
Service Type

Public Public Private
City Country
City

Private
Country

Hospital
Outpatient Clinic
Psychiatric Hospital

1
10

2
96

1

1

0

0

Outpatient Mental Health Clinic

1

1

0

0

1
1
Numerous Numerous
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As is indicated in Table 2, there are two public tertiary hospitals in the country; one of
which is located in the city of Nassau. The lone private hospital is also found in Nassau. There
are ten (10) public clinics that can be found throughout the city, and while no specific numbers
are reported, The Bahamas reports numerous private clinics in Nassau, Freeport and a few in
the less populated islands. Due to the geographic make-up of The Bahamas and the need to
replicate services across the islands, there are far more clinics in the country (96:10) when
compared to the number located in Nassau.
Currently, there is only one (1) public psychiatric hospital and only one (1) public mental
health clinic, both of which are located in Nassau and serves the country as a whole.
In general, The Bahamas’ public health care system was positively evaluated. The areas
evaluated as exceptionally strong were: its information system, infrastructure and access to
care, all of which speaks to the foundation of the system. The actual utilization of public health
care was also considered exceptionally strong while policy development and human resources
were evaluated as strong, although not as strongly as the aforementioned. The difference in
strength implies that although the infrastructures and information system are in place and the
public has access to care and utilizes the system, it would appear that the policy development
system needs to be strengthened for a more efficient and effective delivery of services. See
Figure I.

Figure I Bahamas: City’s strengths and weaknesses in providing public health
care.
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Main Public Health Problems

The five principal health issues in The Bahamas were examined for each of five
different age groups: 0-9; 10-14; 15-24; 25-34; and 35 and over (see Table 3). For the most
part, five predominant health issues were reported as prevalent in all age groups with the
exception of the 35 and over age group. An example is external injuries which seem to be a
predominant health issue for most of the age groups (10-14, 15-24 and 25-34). The nature of
the health issues experienced in the 0-9 age groups seems to be mostly associated with fetal
development, whilst in the other age groups, such as the 10-14 age group, dietary issues, as
represented by the reports of obesity and digestive problems, and other risky behaviors, such
as early sexual activity, seem to underlie the problems seen. The 25-34 years age group also
shares the concern of obesity. The age groups at high risk for HIV/AIDS are the 15-24 and 2534 age groups; those generally considered the more sexually active age groups.
Table 3 Bahamas: Principal health issues by age group
Main
Issue 1

Main
Issue 2

0-9

Congenital
anomalies

Conditions
in prenatal
period

Intestinal
Infectious
Diseases

Respiratory

Poisoning
Injuries

10-14

Respiratory

External
Injuries

Obesity

Digestive problems

Early sexual
activity

15-24

Assaults

Accidents

HIV/AIDS

Unplanned pregnancy

Substance
abuse

25-34

External
Injuries

HIV/AIDS

Obesity

Cardiovascular

Cancer

35 +

Ischemic

Cancer

Hypertension

Cerebrovascular

Diabetes

Age
Group

Main Issue
3

Main Issue 4

Main Issue
5

III. THE DRUG PROBLEM

Similar to the situation regarding health issues in general, at the city level, there was no
authority or responsibility invested in regards to policy design, budgeting, and activity planning
in the public health sector with respect to drug-related issues. Again, this was restricted to the
central authorities.
156

Main problems caused by illicit and licit drug use

The city of Nassau faces many noticeable problems associated with licit or illicit drug use
and its impact.

These include problems affecting such institutions as law enforcement,

healthcare (HIV and AIDS), the family (abuse and homelessness), eduation (truancy and dropouts) and personal development (lack of motivation). The intensity of the drug-related criminal
activities varied from less serious crimes such as petty theft (shop lifting) to more serious crimes
such as homicides. Based on the information provided, it would appear that drug use in the city
seems to affect all spheres of the Bahamamian society.
Figure 2 Bahamas: Main problems caused by illicit or licit drug use in the city

Bahamas: Main problems caused by illicit or licit
drug use in the city
High levels of theft and shop lifting

Truancy by high school
males: drop out

Lack of
motivation or
personal
indifference

High levels of
theft/shoplifting

Family problems
Lawless
behavious
including drugrelated killings

Family problems such as abuse and
homelessness
Other lawless behaviours including
drug-related killings
The lack of motivation or personal
indifference
Truancy by young high school males
many of whom eventually drop out
or never live up to full potential

Current Studies

The National Drug Council (NDC) and the National Anti-Drug Secretariat (NADS) have
commissioned or partnered with other local institutions to conduct several studies on the
incidence and prevalence of drug use among selected groups (see Table 4). The majority of
these targeted adolescents; not surprising given the ease of access to and the prevalence of
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drug use in this vulnerable group. These studies included the 2002 and 2008 National
Secondary School Drug Prevalence Surveys and the 2008 survey in the schools for problem
boys and girls. No recent studies have been conducted on the general population.
Table 4 Studies of incidence and prevalence of illicit or licit drug use in the population
Title
Role of drug and alcohol use in emergency
department visits in the Bahamas (2008)

Source

Author

National Drug Council

Teance Fountain

2008 Secondary school drug prevalence
survey

National Anti-Drug
Secretariat

Terrance Fountain

2002 Secondary school drug prevalence
survey (2003)

National Drug Council

Terrance Fountain

Drug Prevalence Survey in the Willamae
Pratt and Simpson Penn Schools (2008)

NADS, UWI Medical School

D. Archer

Prevalence of substance use by age group.

While Bahamian secondary school students reported experimentation with a wide variety
of psychotropic substances, regular use seemed to have been restricted to alcohol, marijuana
and, to a lesser extent, solvents and/or inhalants. Results from the 2008 survey revealed that, of
all the substances used by this age group, alcohol was the most commonly used. The drinking
rate among males in the year preceding the survey was 51.9%, while the rate among females
followed closely behind at 47.1%. Past year prevalence rates for alcohol consumption among
12th graders (67.9%) more that doubled that of the 8th graders (31.8%).

Overall, an estimated 7.2% of secondary school students had smoked marijuana in the
year preceding the survey. Usage rates among males was twice that of females; 10% versus
4.6%, respectively. Approximately 1 of every 20 students had used an Inhalants in the ”past
year”.

No recent studies were conducted to determine the prevalence of psychotropic
substance use among the general population of persons 15 years and over. However, evidence
of the impact of substance use on this population is seen in the results of the Accident and
Emergency Department Survey. Results revealed that alcohol-related problems are
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commonplace among Emergency Department (ED) patients, with the prevalence of drinking
within 6 hours of presenting at the ED estimated at 10.7%. In the same study, 4.9% reported the
use of marijuana over the same time period.

Incators related to illicit and licit drug use

The only indicator reported was two deaths from drug overdoses. Unfortunately, most of
the relevent data was not available.

Description of Treatment Services

With respect to the availability of drug treatment services, the city of Nassau reported the
existence of one public outpatient treatment centre and one public hospital that served the
entire country (see Table 5). In addition, the drug dependence treatment services provided by
the public sector was bolstered by one private residential facility and six (6) private community
service facilities.
Table 5. Number of Specialized Treatment Services in the City
Service Outpatient Intensive
Type
Public

Residential Hospital

Outpatient
1

Self-Help

Community

Organizations

Services

0

0

1

0

0

Private

0

1

0

0

6

Total

0

1

1

0

6

159

City’s Main Strengths and Weaknesses

The strength of the treatment services for drug dependence on licit or illicit drugs varies
(fig. 3). Information system was rated the lowest in comparison to the other proposed indicators.
Access to care, human resources and policy development were all rated strong. Utilization,
infrastructure and integration with healthcare system were all rated as the strongest. When
compared to the public health care service information system and access to care is rated
stronger.

Figure 3 Bahamas: City’s main strength and weaknesses in providing treatment for the
dependence on licit or illicit drugs
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Comments

The Bahamian government must be complimented for having allocated sufficient
resources that the healthy development of the population is not compromised. However, despite
the infrastructures that exists for public healthcare and specialized care such as that required for
drug treatment services, The Bahamas is still challenged to deliver care that is both efficient and
effective. This is due, primarily, to its geographic make-up, and the fact that the more specialist
care is centralized in Nassau, with only a basic level of care offered in the Family Islands. This
is also the case for drug treatment services, which is further limited by the lack of follow-up
services outside of Nassau.

Available reports confirms substance abuse as a problem amongst the adolescent
population; alcohol use being the most prevalent. Although the city seems to be making some
progress in creating treatment facilities that specialize in this area, these services can be vastly
improved through the establishment of other facilities such as intensive outpatient clinics.
Subgroups that are underserved and to whom focused attention have been directed in recent
strategic planning activities are adolescents and females.

Although there have been a number of studies conducted in the area of substance use
and/or abuse, there still exists information gaps, particularly as it relates to the general adult
population. It would add substantially to the available information base if studies were
conducted that focused on this segment of the population.

Given the prevalence of substance use in the city, it was a surprise that The Bahamas
only reported one of the requested indicators on the impact of drugs; two deaths from overdose.
This may be less a reflection of the impact of drugs and more indicative of the need to
strengthen measures required to determine the association between key outcome indicators
and psychotropic substances.
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Bridgetown, Barbados
Status of Drug Treatment
I. DESCRIPTION OF THE CITY

Barbados can be found in the eastern part of the Caribbean. Unlike its neighbouring
Islands to the west of the Windward Islands Barbados is considered to be mostly flat. The total
number of inhabitants are estimated at 275,338 and are occupants of a 430 Km2 geographic
area. Its largest city and capital is Bridgetown (39km2) with an estimate of 94,860 inhabitants.
The city’s population density is estimated at 2,432.31 inhabitant per km2.

Barbados gained its independence from Britain in 1966 and is governed as a
parliamentary democracy based on the Westminster/Whitehall model. Barbados has two parties
with the dominant party being Democratic Labour Party who succeeded its opposition Barbados
Labour Party for 15 years (1993-2008).

The economy of Barbados relied heavily dependent on sugar, rum, and molasses
production through most of the 20th century. However in the 1990s, tourism and manufacturing
surpassed the sugar industry in economic importance. Barbados is ranked the 51st richest
country in the world with a GDP of $11,465 per capita. It has a moderate to high standard of
living.

The majority of Barbadians are of African decent and the remaining are of British,
Scottish and East Indian descendents. English is its official language. As with most
Commonwealth Nations all Barbadian citizens are covered by national healthcare. The
government spends approximately 20% of its national budget on education and its literacy rate
is ranked close to 100%.Currently 8% are unemployed and 8.7% are living below the poverty
level (See Table 1).
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Table 1. Demographic Indicators

Indicators

Total
Populatio
n (n)

Population
Geographic Unemployment
below Poverty
Area (km 2) Rate (%)
Level (%)

Bridgetown

94860

39

8

8.7

Barbados

275,338

430

8

10,5

Average
Salary
U.S. $

Political-administrative structure

There is total political and financial autonomy. Politically the city has its own elected
authorities who have the power to establish rules and regulations that apply to the city.
Financially the city has its own resources and the power to levy local taxes and raise funds from
other sources and administer them for the benefit of the city. On the other hand there is no
political or financial dependency.

II. GENERAL HEALTH SERVICES

Health Indicators

As it relates to the general health indicators, females tend to have a higher life
expectancy than males at birth (78.90%; 73.30%). In general, the life expectancy for both
genders accounts for more than 70%. Males have a higher infant mortality rate than females
(12.88% vs. 10.19%).
There were no reports given for the health facilities available to the public. In light of
specific jurisdition of the city’s public health Bridgetown has total autonomy of the policy making,
budgeting and planning. There was no report on the execution of measures and budget decided
on at the central level
Table 2 shows Specific Areas of Competence of the City in Public Health Policy
Management.
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Table 2. Specific Areas of Competence of the City in Public Health Policy Management
Area of Competence

Total

Policy design

X

Budgeting

X

Planning

X

Execution of measures and budget decided on at the central level

-

Partial

-

Barbados did not provide information on the city’s strengths and weaknesses in
providing public health care.

Main Public Health Problems

There seems to be some common health issues shared by the different age groups (See
Table 3). Diabetes and hypertension seems common in the 25-34 and 35 and over age groups.
The 0-9 age groups are mainly affected by fetal development. Interestingly the main issue of
concern in the 0-9 age group is HIV.AIDS. Both 0-9 and 20-24 are reportedly affected by
pneumonia. Adolescents seem more prone to physical, external injuries.

Table 3. Barbados: Principal health issues by age group
Age
Group

Main Issue 1

Main Issue 2

Main Issue 3

Main Issue 4

Main
Issue 5

HIV/AIDS

Pneumonia

Congenital
anomalies

Infant death
syndrome

Conditions
in prenatal
period

15-19

Assault

External injuries

Pulmonary

Musculature
System

20-24

Cardiovascular

Homicide

Pneumonia

25-34

Diabetes

35 +

Diabetes

0-9
10-14

Other malignant neoplasm
Cerebrovascular

Hypertension

Cardiovascular

Hypertension
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III.THE DRUG PROBLEM

Table 4 shows the functions of management in this area. In evaluating the decision
making capacity with respect to specalized treatment agencies there is total autonomy in all
areas excepting that of creating plans. Total autonomy was shown in defining policy and budget,
the execution of actions and monitoring and evaluating the decision making capacity.

Table 4. City Specific Competencies in DrugTreatment Policies Management
Area of Competence

Total

Partial

Policy design

Yes

Budgeting

Yes

X

--

Planning

--

X

--

Execution of measures and budget decided on at the central level

Yes

X

--

Monitoring and Evaluation

Yes

X

--

X

None
--

Main problems caused by illicit or licit drug use in the city

There are five main problems caused by licit or illicit drug use. The examples include: a
general lack of motivation in school and possibly at work given the indication of school drop out,
low productivty and absenteeism. Crime is also on the increase as well as health cost. See
Figure 1.
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Figure 1: Barbados Main problems caused by illicit or licit drug use in the city

Current Studies

The National Council for Substance Abuse has conducted studies on the incidence and
prevalence of drug use in the city (see table 5). The surveys were conducted on households
and specific groups such as primary and secondary schools.
Table 5. Studies of incidence or prevalence of illicit or licit drug use in the population
Title
Source
Author
National primary school survey (2006)

NCSA

John Yearwood

National household survey (2006)

NCSA

Dr. Ken-Garfield
Douglas

SIDUC Secondary school survey (2006)

NCSA

Dr. Ken-Garfield
Douglas

Prevalence of substance use in the secondary age group.
In assessing substance use in the youthful population, there are reports of the use three
substances namely: amphetamine, inhalants and marijuana. Both males and females use
amphetamine. Although the percentages are less than 1, the percentage of male users are
slightly higher (.1%) than females. Of all the substances used by this age group, marijuana
accounts for the highest percentage for both males and females. Female users account for
4.7% whilst male users account for more than twice (12.1%).
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Both males as well as females use inhalants, with males slightly higher than female
users (2.9 vs. 2). When all three substances were compared overall there are more male users
of all three substances than female. Although slightly higher in amphetamine and inhalants, the
use of marijuana amongst males was markedly higher than in females.
Indicators related to illicit and licit drug use
There were no reports of indicators of drug use. This area could be under reported or the
data might not be available.
City’s Main Strengths and Weaknesses
Although the utilization of drug dependence treatment is rated as “very strong” and
access to care as “strong”, there are some weaknesses noted in the other treatment areas.
The information system, infrastructure, policy development and human resources are all
evaluated as moderate in providing drug dependence treatment. There is a weakness noted in
the integration with the healthcare system in providing treatment for dependence on licit or illicit
drugs (See Figure 2).
Figure 2. Barbados: City’s main strength and weaknesses in providing treatment for the
dependence on licit or illicit drugs
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Description of Treatment Services
With regards to the specialized treatment services availablt in the city there is no report
of any intensive outpatient treatment, self help organization, community service treatment or.
The only treatment facilities available are two private residential and two hospitals one of which
is private and the other public. See Table 6.
Table 6. Number of Specialized Treatment Services in the City
Service
Type

Intensive
Outpatient

Public
Private

0
0

0
2

0

2

Self-Help
Organizations

Community
Services

1
1

0
0

0
0

2

0

0

Residential Hospital

Comments
The evaluation of

the public health was underreported which prevented a

comprehensive understanding of the health care facilities in place. The strength was in the
reporting of specialized treatment as it relates to substance use. It has been consistently noted
that whilst there is the ability to implement measures in specialized care there is no action in
carrying out these plans to cater to these special needs.

It is not surprising therefore (with the exception of the hospitals and residential treatment
facilities) the lack of treatment facilities available to this population. Although substance use is
found among males and females it seems as though there is greater concern for the males. The
indicators such as lack of motivation, high school drop outs and increase in crime levels all have
implication for the population’s response to effectively utilizing treatment.
It is therefore crucial to have greater depth and clarity on the healthcare facilities that are
in place, the population’s access to this care and how effective this is. Knowledge of this can aid
in better understanding of reasons why there is a weakness in integrating the healthcare system
in providing treatment for dependence on licit or illicit drugs.
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Georgetown, Guyana
Status of Drug Treatment
I. DESCRIPTION OF THE CITY

Guyana is the only state of Common Wealth Nations on the mainland of South America,
its official language is English. For 500 years it struggled under the ruling of the Spanish,
French, Dutch and British. Today it is officially known as the Co-operative Republic of Guyana;
its previous name was British Guiana. In 1966 Guyana gained its independence from the United
Kingdom. During this period Britain as well as the United States and US Central Intelligence
Agency both secretly provided financial support in the political campaign so as to promote a
leader of African descent as opposed to Indian.
The capital of Guyana is Georgetown. Less than a third of the population resides in the
city. The density of the population per Km2 in the city is estimated at 3900. This is an indication
that the city is densely populated. Guyana’s population consists of four main ethnic groups. The
Indo-Guyanese group (43%) is the largest of the ethnic groups. The second largest ethnic
group is the Afro-Guyanese group (32.2%). Indigenous people of Guyana are indicated as the
smallest group and this grou fell below 10%. Although Brazilians were considered a part of the
ethnic diverse groups there was no indication of the fraction that this group accounts for.
Guyana is economically dependent on agriculture, bauxite and gold mining, timber, fish
farming and mineral. Guyana is faced with problems of a shortage in skilled labour and a
deficient infrastructure. Guyana reportedly experienced a 3% increase in economic growth and
is expected to experience more growth in 2009. There are 13.3% of the residents of
Georgetown who are unemployed and 8.7% living below the poverty level. On average the
salary earned is $150 U.S. See Table 1.
Table 1. Demographic Indicators
Geographic Unemployment
Population
Area (km 2)
Rate (%)
below Poverty
Level (%)

Indicators

Total
Population
(n)

Georgetown

156,000

40

13

Guyana

750,000

214970

10.8

8.7

Average
Salary
U.S. $
150
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Political-administrative structure
Guyana has total political autonomy on its government to plan and execute treatment
activities. The political and financial dependence and financial autonomy are rated as partial.

II. GENERAL HEALTH SERVICES

Health Indicators
The life expectancy at birth is approximately 70 years of age. Females have a higher
percentage of life expectancy than males (71.4 vs. 68). The infant mortality for both males and
females are the same at about 15 for every 1000 births
Table 2. Number of Health Facilities
Public
Private
Public City
Country
City

Service type

Private
Country

Hospital

1

28

6

6

Outpatient Clinic

--

--

--

--

Psychiatric Hospital

0

1

0

0

Outpatient Mental Health Clinic

1

4

0

0

There are both public and private operating hospitals in the city. There are more private
hospitals (6) than public hospitals (1) in the city. The country however has a total of 28 public
hospitals inclusive of the one (1) in Georgetown.

Outside of the 6 private hospitals in

Georgetown, there are no other private hospitals in the country. There is one (1) specialised
psychiatric hospital in the country (the National Psychiatric Hospital).

In addition, the

Georgetown Public Hospital Corporation operates an inpatient and out-patient psychiatric
department. Further, there are 3 other out-patient psychiatric clinics in the public sector.
The Georgetown Public Hospital Corporation id the public hospital in the city. It is a
semi-autonomous institution in terms of policy-making, budgeting, planning and carrying out
actions. Table 3 shows Specific Areas of Competence of the City in Public Health Policy
Management.

Table 3. Specific Areas of Competence of the City in Public Health Policy Management
Area of Competence
Total Partial
Policy design
Budgeting

X
X
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Figure 1 illustrates the city’s strengths and weaknesses in providing public health care.
The evaluation ranges from moderate to very strong. Information system and human resources,
although rated moderately when compared to the other areas of assessment, were evaluated as
being the lowest. Infrastructure, access to care and policy development were all rated very
strongly. Utilization was rated as strong, and inhabitants do utilize the healthcare services
provided. In spite of limited resources, the inhabitants receive adequate information related to
available healthcare services.

Figure 1. Guyana: City’s strengths and weaknesses in providing public health care.

Main Public Health Problems

Of the five health issues reported, HIV/AIDS seems to be a major health care issue in
the 0-9, 10-14 and 15-19 age groups. In the younger age groups there is prevalence of external
injuries, as well as infectious diseases. In the young to late adolescent period there is the
prevalence of suicide. There is evidence of the incidence of substance use in the 15-19 age
groups. Lastly heart conditions are reported as prevalent in the 20-24 age groups (See Table 4).
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Table 3 Guyana: Principal health issues by age group
Age Group

Main Issue 1

0-9

Traffic Accidents

10-14

Suicide
Cirrhosis and
other liver
damage

15-19

Main Issue 2

Main Issue 3

Infectious
Nutritional
Disease
Disease
External injuries Assault
Diabetes

Suicide

20-24

Traffic Accidents

HIV/AIDS

Suicide

25-34

Traffic Accidents

HIV/AIDS

Suicide

35 and over

Traffic Accidents

HIV/AIDS

Suicide

Main Issue 4

Main Issue 5

HIV/AIDS

Pneumonia

HIV/AIDS
HIV/AIDS

Ischemic
disease

heart

External
Injuries
External
Injuries
External
Injuries

III.THE DRUG PROBLEM

Table 5 shows the functions of management in this area. In Georgetown Guyana, the
decision making capacity with respect to specialized treatment agencies have been rated partial
in the areas such as defining policy, budget, creating plans and executing action and budgets.
The monitoring and evaluation of treatment agencies are not applicable at this point in time.

Table 5. City Specific Competencies in Management of Drug Treatment Policies
Area of Competence
Total Partial None
Policy design
-Yes
-Budgeting
-Yes
-Planning
-Yes
-Execution of measures and budget decided on at the central level
-Yes
-Monitoring and Evaluation
-Yes
--

172

Main problems caused by illicit or licit drug use in the city

There are four main factors highlighted as being problematic in Georgetown because of
licit or illicit drug use. These include poverty, crime and homelessness. Homelessness seems to
also impact on malnutrition. There also the increase in HIV/AIDS in the younger age group.
Mental disturbances are also reported as being associated with drug use.
Figure 2. Guyana: Main problems caused by illicit or licit drug use in the city

Current Studies

There are some studies conducted in the area of substance abuse. Reference the
Biological Behavioural Surveilance Study (BBSS) and the Global Youth Tobacco Survey
(GYTS) on the Pan American Health Organistion (PAHO)

and World Health Organisation

(WHO) websites.

Prevalence of substance use in the secondary age group.

There are some studies conducted in the area of substance use by age groups
(secondary). Reference the Biological Behavioural Surveilance Study (BBSS) and the Global
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Youth Tobacco Survey (GYTS) on the Pan American Health Organistion (PAHO) and World
Health Organisation (WHO) websites.

Indicators related to illicit and licit drug use

Traffic accidents and liver cirrhosis are reported as indicators of the licit or illicit drug use.
There are 159 deaths from liver cirhosis and 159 traffic accidents.

City’s Main Strengths and Weaknesses

Guyana’s strongest area in providing treatment for dependence on licit or illicit drugs is
in its policy development. The infrastructure is evaluated as strong. Although both infrastructure
and policy development are evaluated as strong, the moderate effects of integration with
healthcare system and human resources can impact on the inhabitants access to care. An area
that was evaluated as very weak was the information system (see fig. 3).

Figure 3. Guyana: City’s main strength and weaknesses in providing treatment for the
dependence on licit or illicit drugs
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Description of Treatment Services

There are five (5) outpatient treatment sites in the city/country. There are two (2) private
residential treatment facilities in the country. The psychiatric department at the Georgetown
Public Hospital Corporation and the National Psychiatric Hospital are capable of treating
psychiatric disorders related to substance use. There is no specialised public institution for drug
dependence treatment.

In the country as well as the city, there exists public self help organizations directed
towards the treatment of drug dependence. These numbers are equal for both the country and
the city (2; 2).
Table 6. Number of Specialized Treatment Services in the City
Service
Type
Public
Private

Intensive
Outpatient
0
0
0

Residential Hospital
0
2
2

1
0
1

Self-Help
Organizations
2
0
2

Community Services
Proposed March 2009
Proposed March 2009
Proposed March 2009

Comments

Guyana reportedly has general health concerns in its younger population. One health
issue which seems to be further exacerbated by drug use is HIV/AIDS. Unlike the public
healthcare facilities which has the total impact of the government, the government only has
partial control over specialized care.

When it comes to public health care there are more general care facilities in place than
specialized care. Notwithstanding this, despite having infrastructure in place as well as
resources allocated to treating substance use, it seems as though the residents are not taking
advantage of this. Prehaps utilization of specialized healthcare can be improved if the
information system as well as the access to care are examined.
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There are reports of physical evidence of substance use by the reported traffic accidents
as well as liver cirhosis. There seems to be some association between the reported general
healthcare issues and drug use in the younger generation. Given the impact that substance use
and a possible relationship with public healthcare concerns there should be more investigation
as well as allocation of funds in this area.
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Basseterre, St. Kitts and Nevis
Status of Drug Treatment

I. DESCRIPTION OF THE CITY

The island of St Kitts is also officially known as Saint Christopher. The Federation of
Saint Kitts and Nevis, is an independent twin island developing state located in the North
Eastern Caribbean. The islands are of volcanic origin and are separated by a two mile channel
at their closest points. St. Kitts and Nevis is the smallest nation in the Americas both in size (269
Km2 , 104 square miles) and population (51, 300 estimate in 2009).

The official language is English. St. Kitts was the first successful British colony and the
first successful French colony in the Caribbean. It is considered one of the Caribbean’s historic
centers. For four hundred years, the St. Kitts economy was solely dependent on sugar.
Decreased viability forced the government to close the industry in 2005. The economy is now
based on primarily tourism, with non-sugar agriculture, manufacturing and construction as the
other productive factors.

Approximately 76% of the country’s population resides in St. Kitts whose capital,
Basseterre, has one third of the residents. The population density per square kilometers in the
city is estimated at 553. Nevis’ capital is Charlestown which has one sixth of the island’s
population.

The average wage in the city as quoted in USD is $13,000 (for the year) (See Table 1).
In the Country’s Poverty Assessment (CPA) 2007-2008, the unemployment rate was assessed
to be at the 5.1% level (6.3% in St. Kitts and 1.5% in Nevis). The National Survey of Living
Conditions (NSLC) revealed a national poverty rate of 21.8 percent of individuals (across St.
Kitts and Nevis), as opposed to 30.5% when a similar exercise was conducted in 2000. In the
city of Basseterre this is 15.26 %. The data by island reveal that the situation was worse in St.
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Kitts than in Nevis: the headcount index for St. Kitts is 23.7% and the level of indigence (critical
poverty line) is 1.4%, while in Nevis the headcount is 15.9% and the level of indigence is zero.

Residents have barrier-free access to health care and primary, secondary and tertiary
education. The literacy rate is 98%.

St. Kitts has five main ethnic groups. Persons of African descent account for 95% of the
population. The remaining 5% consists of people of European, Asian (India, China), and Middle
Eastern (Syria and Lebanon) descent. The last population census of 2001 counted 46% of
persons below age of 25 years.

Since then there has been some relative aging of the

population with Nevis having a slightly older population of 12.7% over the age of 60 years
compared to 9.4% in St Kitts. The gender distribution in the population is equitable.

Like it’s neighbors, St. Kitts and Nevis has experienced a demographic transition due to
increased life expectancy and “middle ageing” of the population. Concomitantly, there has been
a shift in the epidemiological profile from diseases of nutritional deficiency and poor sanitation to
a preponderance of chronic non-communicable diseases secondary to modifiable lifestyle risks.
Table 1. Demographic Indicators

Unemployment
Rate (%)

Population
below
Poverty
Level (%)

Average
Salary
U.S. $

28

5.1

15.26

13,000

176
93

5.1

21.8

Indicators

Total
Population
(n)

Geographic
Area (km 2)

Basseterre

15,500

St. Kitts
Nevis

51,300

The Federation of St Kitts and Nevis is a constitutional, multi-party democracy with
universal adult suffrage since 1952.

The city of Basseterre is the seat of the Federal

Government which is the defacto island government of St. Kitts. The city itself has no political
or financial autonomy. The 1983 Independence Constitution permits considerable autonomy for
the island of Nevis which has a local government responsible for domestic affairs.
St Kitts and Nevis is a member of the Organization of Eastern Caribbean States (OECS)
through which it collaborates with the other eight member states in matters of security, civil
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aviation, pharmaceutical procurement, diplomatic representation and economy.

It is also a

member of the wider Caribbean Community (CARICOM) and the Organization of American
States (OAS) reflecting solidarity in regional and hemispheric, and international affairs such as
cooperation in health and drug demand and supply reduction.

II. GENERAL HEALTH SERVICES

Health Indicators

Females have a longer life expectancy than males (76.25%; 70.3%), because of their
higher utilization of preventive and curative health services. The relative underutilization of
health services by males is perpetuated by a culture of poor health seeking behavior that results
in delayed presentation for diagnosis and appropriate intervention. A men’s health project has
been designed to promote wellness among men to increase their access to health–related
information and to stimulate regular utilization of health services.

Availability of Health Services

The emphasis on primary health care means higher utilization of outpatient facilities in
the city and entire country. There are 17 community health centers conveniently located so that
each resident lies within a three to four mile radius. All persons requiring outpatient mental
health and substance abuse care by the Psychiatric team are referred to five (5) specific clinics.
The city of Basseterre has the sole public hospital on the island which has a 12 bed unit for
inpatient psychiatry. There are no stand alone psychiatric facilities. See Table 2.
Table 2. Number of Health Facilities
Service type
Hospital
Outpatient Clinic
Psychiatric Hospital
Outpatient Mental Health Clinic

Public City Public Country Private City
1
2
0
1

4
17
0
5

0
0
0
1

Private Country
0
1
0
1
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Responsibility or Authority of the city

The city of Basseterre is not a political entity. Policy-making is island wide rather than
city based. Final decision making for the entire country rests with Cabinet which meets in the
Government Headquarters in the city of Basseterre. With respect to public health the city has
partial autonomy in policy making, budgeting, planning and carrying out of actions. See Table 3.

Table 3. Specific Areas of Competence of the City in Public Health Policy Management
Area of Competence
Policy design
Budgeting
Planning
Execution of measures and budget decided on at the central level

Total

Partial
X
X
X
X

Strengths and Weaknesses in Provision of Health Services
The public healthcare system of St. Kitts for the most part was positively rated. There
were some areas that were evaluated stronger than others; these include access to care and
utilization. The remaining areas such as information system, infrastructure, policy development
and human resources were rated as being strong. The country has a strong immunization
programme. The main weaknesses include lack of Stakeholder co-operation, data management
and finances. See Figure 1.
Figure 1. St. Kitts: City’s strengths and weaknesses in providing public health care.
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Main Public Health Problems

The Federation of St Kitts and Nevis has experienced a shift in the epidemiological
profile. While morbidity statistics and risk factor data were not consistently available for the
period 1990 – 1994, during the period 2000 – 2005, chronic non communicable diseases such
as diabetes and hypertension accounted for the majority of medical visits and hospital
discharges.

A Chronic Disease Survey (2000), a Diet and Exercise Survey Caribbean Food and
Nutrition Institute (CFNI) 2001 confirmed that substantial segments of the population were
overweight and did not engage in regular physical activity. This was reconfirmed by the STEPS
survey of 2008 which showed that 74.9% of males and 82.6% of females were overweight with
almost half of these meeting the criteria for being obese. The CFNI study also showed that
53.6% of the population had at least one chronic disease and the STEPS survey revealed that
at least 52.5% had an elevated BP or were on medication for HTN and least 25% were not
engaging in even low levels of physical activity.

In adults, the major disabilities are excess weight, hyperlipidemia, hypertension,
diabetes, substance use, abuse, dependence, depression and Schizophrenia, while the leading
causes of death are heart disorders, stroke-related disorders, diabetes complications,
neoplasms and homicide.

Moderate and severe nutritional deficiency in children under five is extremely rare
reflecting improvement in the standard of living. There are low rates of exclusive breastfeeding
up to 120 days.

In children, the major common causes of morbidity are gastroenteritis and acute viral
respiratory tract infections, excess weight and asthma. Vaccine preventable diseases are low
due to universal coverage of the national immunization programme. The only endemic
communicable disease is dengue fever with outbreaks every six years. Varicella, influenza and
rota virus vaccinations are not offered due to cost-benefit ratios.
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Excess weight and substance abuse are common to all age groups except 0-9 yrs. The
negative impact of abuse and neglect in the 0-9 and 10-14 age groups is thought to contribute
to the later substance demand, truancy, conduct disorders, external injuries, and mental and
emotional disorders.

Interpersonal violence is a feature from late adolescence. The categories are sexual,
domestic and drug gang-related. A proxy for sexual misdeeds is teen motherhood which stood
at 8% in 2008 for girls under 18 yrs.

Circulatory system disorders, diabetic complications and cancers are more prominent in
the population over 34 years. They are also the top three causes of death in that age group.
Table 4. St. Kitts: Principal health issues by age group
Age
Group

Main Issue 1

Main Issue 2

Main Issue 3

Main Issue 4

0-9

Gastroenteritis

ARI*

Obesity

Parental Abuse &
Neglect

10-14

Obesity

ARI*

Oppositional Defiant
Disorders

Substance Abuse

15-19

Obesity

Substance Abuse

External Injuries

20-24

Obesity

Substance Abuse

External Injuries

25-34

Obesity and
Hyperlipidemia

Chronic Diseases
– DM , HTN

Substance Abuse

35 and
over

Obesity and
Hyperlipidemia

Chronic Diseases
– (DM, HTN) &
Stroke

Substance Abuse

Conduct
Disorders and
Truancy
Mental and
emotional
Disorders
Mental and
emotional
disorders and
Abuse
Mental and
emotional
disorders and
Abuse

Main Issue 5
Conditions
related to
prenatal period
Parental Abuse &
Neglect
Pregnancy

HIV/AIDS

Cancers

Cancers

* ARI – Acute Respiratory Illness (Viral and Asthma)
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III. THE DRUG DEMAND SITUATION

City Specific Competencies Management Treatment Policy Drugs

The city of Basseterre is not a stand alone political entity. All policy decisions pertaining
to the city as well as the rest of the country are made in Cabinet. The city has partial jurisdiction
or authority with respect to drugs to define policies and budgets and create plans. There is not
an efficient system of monitoring and evaluating within the city (see Table 4)

Current Studies

The National Drug Council has conducted studies on the incidence and prevalence of
drug use on some groups within the city. The main studies were conducted in among the school
age population. Studies were also conducted among high risk grooups, the prison population
and the civil service (see table 5a).
Table 5a. Studies of incidence or prevalence of illicit or licit drug use in the population
Title
Global Youth Tobacco Survey
(GYTS) (2002)
National Drug Prevalence
Survey of Secondary Schools
Students (2002)
Focus Assessment Study on
Drugs among Selected Highrisk Communities (2003)
Focus Assessment Study on
Drugs Use among Prisoners
(2003)
National Drug Prevalence
Survey of Civil Services
Employees (2003)
National Secondary School
Survey (2002)(2006)

Source
Health Promotion Unit, MOH, St. Kitts

Author
Ms Petrinella Edwards

National Council and Drug Abuse Prevention
(NACDAP), Greenlands, St. Kitts

Dr. P. Prince

National Council and Drug Abuse Prevention
(NACDAP)

Dr. P. Prince

National Council and Drug Abuse Prevention
(NACDAP)

Dr. P. Prince

National Council and Drug Abuse Prevention
(NACDAP)

Dr. P. Prince

National Council and Drug Abuse Prevention
(NACDAP)

Country Poverty Assessment:
St. Kitts and Nevis (2007-2008)

Caribbean Development Bank

St. Kitts Steps Survey I and II
(2008)

Health Promotion Unit, MOH, St. Kitts

Dr, Prince ( 2002)
KAIRI Consultants limited,
14 Cochrane Tunapuna,
Trinidad and Tobago,
Ms Petrinella Edwards,
STEPS Focal Point
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Prevalence of substance use by age group.
There is both illicit and licit drug use among both adolescents and adults in the
Federation. In the studies available 24.7% male and 11.5% female students reported having
ever smoked cigarettes or any product with tobacco. However 16.6% of students admitted to
current use of any form of tobacco, with 4.6% smoking cigarettes and 13.7% using some other
form of tobacco. In the adults 25-64 age group, men (16.6%) continued to use tobacco products
at least 15 times more that females (1.1% ) females (see table 5b).

Alcohol use among the adolescents indicated that more females (67.08%) than males
(64.56%) reported lifetime prevalence. This female preponderance was also noticed for one
year prevalence and one month prevalenece. This pattern was reversed in the adults (25-64
yrs) STEPS survey where the one year prevalence of the males (54.2%) was almost twice as
much as the females (26.6%) and the one month prevalence of the male (44.7%) being three
times as much as the females (14.5%). This pattern of adults male using alcohol of at least 2
times more than females, at current and one month prevalence, was also found among the civil
servants.

Among the adolescence, 35% reported use of any illegal drug. Fourteen percent (14%)
of these reported that marijuana was the most frequently used illegal drug. Almost 3 times as
much persons (39.45%) in the high risk groups used marijuana. Therefore, it was not surprizing
to find that 73% of the prisoners were users before their incarceration. The number of prisioners
who used marijuana prior to incarceration was found to be 3 times the number of men (22%) in
the civil service. This number was 3 times as much as the number of women (6.9%).

Crack/cocaine was reportedly used by 41% of the prisoners before incaeration this was
at least 6 times more than the number of adolescense (6 %) who reported use. Only 0.3 % of
the civil service reported use of cocaine.

Sedatives and hypnotics prevalence among the adolescense was at 3%. In the study in
2003 only 2.3% of the civil servants reported use however, verbal reports by pharmacists and
patients indicate that use is increasing among the adults.
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Other significant substances of abuse among adolescents (14%) are inhalents and other
solvents. This was found to be more popular in the private schools (21.88%) than in the public
schools (13.26%) in public schools. Use appeared to decrease with age as only 4% of the
prisoners reported use before incarceration and 0.9 % of the civil servants reported use.

3% of adolescents reported use of opiods and similarly 3 % reported use of stimulants.
These were half (½) the number of Prisoners (6%) who reported use and 3 times the number of
civil servants (~ 1 %) who reported use.

185

Table 5b. Prevalence of illicit and licit drugs in the country
15b. Please indicate past year prevalence of the following substances. If your country uses different age groups, please
indicate the age group you are using: Sources:
1. St. Kitts STEPS survey – Fact Sheet – 2008
2. National Secondary School Drug Survey – 2006
3. National Drug Prevalence Survey of Civil Services Employees (2003
4. Focus Assessment Study on Drugs Use among Prisoners (2003)
5. Focus Assessment Study on Drugs among Selected High-risk Communities (2003)
6. St. Kitts and Nevis Global Youth Tobacco Survey (GYTS) – Fact Sheet 2002

Type of
Substance

Secondary-school
nd
th
th
2 , 4 and 6
Form Students
Age 14-19yrs
M%

F%

T%

Lifetime prevalence

64.56

67.08

66

One year prevalence

45.23

50.05

One Month Prevalence

29.39

32.58

General Population Data across all groups is not available
Data not Available for 15 – 34 and 35 – 64
High Risk
Groups
12 - 33 yrs
M%

High Risk
Groups
12 - 33 yrs
F%

T%

M%

F%

T%

M%

88.6

66.8

76.5

39.2

52.8

23.5

F%

1. Alcohol
75.8

54

2. Opioids

3

2.1 Heroin

1

2

0.2

2.2 Methadone - Morphine

1

4

0.2

2.3 Other opioids – opium

1

4

0.3

3. Cocaine

6

41

3.1 Cocaine

2

0.3

3.2 Coca paste

2

0.2

3.3 Crack

2

0.2

4. Stimulants

3

1.4

4.1 Amphetamines

2

4.2 Methamphetamines +
Ecstacy (MDMA) / other)

2+2

4.3 Other stimulants like…

2

5. Hypnotics and sedatives
Tranquillizers

3

4

1

4

0.3

2.3

5.1 Barbiturates
5.2 Benzodiazepines
6. Hallucinogens
6.1 LSD

0.2

6.2 Others like…
7. Inhalants / solvents

14

8.Marijuana (cannabis)

14

4
39.4

0.9

73

Lifetime prevalence

22.6

6.9

Annual

4.6

1.4

Current

2.3

0.7

4

20.6

7.2

52

37.1

12.3

6.1

1.5

3.9

0.8

9. Anabolic steroids
10.Psychotropic medication
without medical prescription
11. Other not specified- any
illegal

35

12. Tobacco – any product
Lifetime prevalence

24.7

11.5

17.
3

13.6

16.
6

Annual
Current

18.2

33
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Indicators related to illicit and licit drug use

Although there were over fifty admissions for the year to the medical and psychiatric
wards for alcohol intoxication or withdrawal, and to the surgical ward for trama related incidents,
there were only 2 deaths in 2008 in the Federation that were deemed to be due to hepatic
cirrhosis. There was only one reported suicide in the country in 2009. The suicide was not
related to the use of alcohol or other drugs, the method was not from drug overdose and it was
committed by a non-national.

Unspecified data suggests that there are a few crimes and traffic accidents that are
committed while under the influence of alcohol and other drugs.

Table 5c Indicators related to illicit or licit drug use
Indicators related to illicit or
licit drug use. (If data are
available, please indicate
Source of the
the number for the most
Number
information
recent year for which data
are available, and source of
the data)
Number of deaths from liver
cirrhosis
Number of traffic accidents
related to alcohol or other drugs

2 deaths in year 2008
Several accidents in last year

Not associated with alcohol
and other drug Use
Number of suicides or attempted
1 suicide death in 2009
suicides while under the influence
• 5 (Nevis) 11 (St. Kitts)
of alcohol or other drugs.
attempts in year
Number of crimes committed
while under the influence of
alcohol or other drugs
Number of deaths from drug
overdoses

Health Information Unit ,
MOH, St. Kitts
Unspecified Data
Traffic Department

Mental Health Annual
Reports St. Kitts and Nevis

Several crimes in last year

Unspecified Data:
Police Information unit

0 deaths in last 2-3 year

Mental Health Reports

Main problems caused by illicit or licit drug use in the city

The effects of drug use are widespread impacting the individual, the family, the
community and the entire country as a whole. Chief among them is the breakdown in
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interpersonal communication and social relationships resulting in increased interpersonal
violence. (fig. 2).

The nature of the crimes in the city of St. Kitts has changed to more serious offences.
The severity of the crime is further exacerbated by the reported increase in the number of
firearms found in the city. The petty crimes and misdemeanors are reportedly more frequent and
repetitive. Crime has also reportedly affected the family as well as community cohesion and this
has resulted in its inhabitants experiencing increased stress, anxiety, fear, and PostTraumatic
Stress disorders (PTSD).

There is an association between the younger population’s use of drugs and the mental
disorders found in this age group. This however can be further exacerbated by the late
presentation of cases and hence diagnoses of persons with substance abuse and dependence
and other problems related to their addictions. The dual diagnosed patients are increasing and
contribute significantly to the revolving door and recidicivism in the patient population.

Figure 2 St. Kitts: Main problems caused by illicit or licit drug use in the city
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City’s Main Strengths and Weaknesses

Although the access to treatment for drug dependence is rated as being very strong,
there are other areas that are rated negatively that impact on the strength of the treatment
provided in St. Kitts. The human resources and infrastrusture although strongly rated for
effective outreach would need the support of information system and policy development which
were both rated moderately. Perhaps this is the reason why the utilization of treatment is rated
as weak (Figure 3).

Other factors that contribute to the weakness in the system have to do with the way
those addicted present. They sometimes present late for fear of being termed “mad or crazy” as
they are treated in the mental health and substance abuse system. Also they fear being
prosecuted as persons found with even small quantities of illicit substances and/or committing
petty crimes which are usually punished in the criminal justice system rather than being enroled
in an Alternative Sencing Programme. Other issues relate mostly to stigma and descrimation of
those in treatment programmes and thus a fear of everyone knowing given the small size of the
islands.

Additionally persons are encouraged to continue drinking by the “one for the road”,
“have a last drink”, “just one won’t hurt you”, and some persons may be in treatment. Most
social gatherings have alcohol available.
Figure 3 St Kitts: City’s main strength and weaknesses in providing treatment for the
dependence on licit or illicit drugs
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Description of Treatment Services

The Federation of St. Kitts and Nevis has two (2) public and one (1) private intensive
out-patient treatment facilities for drug abuse and dependence; one of the public and the private
center is in the city of Basseterre; the other public center is in Charlestown.

There is only one private short stay residential treatment facility in the city. The city has
one public hospital which offers both public and private in-patient and short stay residential care.
The public hospital in Nevis also offers the same facilities.

The Community Health Service in the Public Health Sector has at least six (6) places
where persons can receive help for drug abuse and dependence in the country. These services
are offered at one(1) health centre in the city of Basseterre, two (2) health centres outside of
the city in St. Kitts and in the Out –Patient department at the hospital in Nevis. Services are also
found at the office of the National Council on Drug Abuse Prevention and at the Counseling
Centre in Basseterre.

The city has one self-help organization (Alcoholic Anonymous) for drug abuse and
dependence treatment. The country has at least five (5) other groups operating outside of the
city: Two (2) more in St. Kitts and three (3) in Nevis. These include Alcoholics Anonymous (3),
Narcotic Anonymous (1), and Al-Anon (1).

Table 6 Number of Specialized Treatment Services in the City and Country
Service
Type

Public
Private

Intensive
Outpatient

Residential

City

Country

City

1
1
2

2
1
3

1
1
2

Self-Help
Organizations

Hospital

Community
Services

Country City Country City Country City Country
2
1
3

1
0
2

2
0
2

1
2

6
0
6

1
0
1

6
0
6
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Comments

St. Kitts and Nevis Mental Health Services are primarily community-based. There are
some limitations given the absence of half way homes, community group homes and other long
stay residential facilities. Health systems strengthening initiatives have triggered the
development of national, policies and plans. Mental Health and Substance Abuse is a
component of the National Strategic Plan for Health (2008 – 2012). A team is currently working
on the Mental Health and Substance Abuse Policy, and Plan. There is a draft Mental Health Act
of 2007. Work is in progress on a Mental Health and Substance Abuse Treatment Protocol.

Other indicators of the Government’s commitment to Drug Demand Reduction include
the strengthening of programmes such as the (1) Operation Future in Schools, (2) Police Boys
Club and (3) Youth Empowerment through Skills (YES). A policy for the management of
substance abuse in the education system is being developed

Consideration is being given to strengthening the services needed to support the
Alternative Sentencing Act of 2003. Random Drug testing is an element of the programme.
Several random drug testing sessions have been done within the Ministry of National Security
among the security forces and within the prison system.

Conclusions

Despite the favourable ratings given to healthcare access and utilization of the public
healthcare system, concerns remain over the availability of substance abuse prevention and
treatment services. The current data indicate widespread use of alcohol and marijuana starting
in adolescence. Given that life expectancy exceeds seventy years, the potential for lifelong
substance demand is significant. This underscores the urgent need to scale up substance
abuse intervention programmes. Successful implementation would have a positive impact on
the morbidity profile, since substance abuse disorders are contributors to mental illness and
violence.
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The city stands to benefit from bilateral and multilateral co-operation pacts that provide
technical and financial support to develop and sustain programmes with proven track record of
success. The Government is willing to partner in this regard knowing that the city and country
are transit points for illicit drugs moving from supply countries to lucrative markets in high
demand countries.
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Paramaribo, Suriname
Status of Drug Treatment
I. DESCRIPTION OF THE CITY
Suriname, officially the Republic of Suriname, is located in northern South America and
is the continent’s smallest sovereign state in size and population. It is the only officially Dutchspeaking region in the Western Hemisphere that is not a part of the Kingdom of Netherlands.
English is widely spoken. Suriname was discovered by the Spanish and conquered by the
French and British by turn; its plantation colonies were established by the Dutch and French. In
1975 Suriname gained full independence from the Netherlands. At that time the country was not
economically self-sufficient, so for the first decade of its independence Suriname mostly relied
on Dutch government financial aid. Right before Suriname became a sovereign independent
state, nearly one-third of its city population migrated to the Netherlands because of uncertainty
about the future. In the 1980s a struggle between the democratic government and new groups
formed by the Socialist Republic led to the Dutch cutting off their financial aid. Later, in the
1990s, the democratic government regained some strength, resulting in a more diversified
economy. Suriname now relies on bauxite, oil, and gold mining as well as agriculture and
ecotourism.

Half of Suriname’s total population lives in the city of Paramaribo. It is densely
populated, with a density of 1,373 persons/km2. Suriname has a typical multicultural society
with broad ethnic, linguistic, and religious diversity. Among the many ethnic groups in Suriname
there are five main ones. The Hindustani (27.4%) are the largest, followed by Creole (17.7%),
Maroons (14.7%), Javanese (14.6%), and the mixed group (12.5%). The other ethnic groups
account for less than 10% of the population: Chinese (1.8%), Indigenous (3.7%), Caucasian
(.6%), other (.5%) and unknown (.3%). 6.4% are unreported.

The average wage in the city is US$558. 11% of the city’s population is unemployed.
See Table 1.
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Indicators

Total
population
(n)

Table 1. demographic indicators
Population
below the
Geographic
Unemployment
area (km 2)
rate (%)
poverty level
(%)

Paramaribo

250, 000

182

11

Suriname

500,000

163,820

10.8

Average
wage
(US$)
558

Political-administrative structure

There is total political and financial dependence on a central authority. Viewed another
way, there is no political or financial autonomy.

II. GENERAL HEALTH SERVICES
Health Indicators

With respect to general health indicators, females have a higher life expectancy than
males at birth (72.80 years compared with 67.4 years). In general, the life expectancy for both
genders is more than 65 years. The infant mortality in both males and females per 1000 live
births is the same: 19.1).

The city has two private hospitals and two public ones. There is one additional public
hospital in the country. Twelve of the country’s 42 public outpatient clinics are in Paramaribo.
There is only one public psychiatric hospital and one public mental health clinic in the country;
both are in the city. See Table 2.
Table 2. Number of health facilities
Type of Establishment
Outpatient Clinic
Psychiatric Hospital
Outpatient Mental Health Clinic

Public
City
2
12
1
1

Public
Country
3
42
1
1

Private
City
2
0
0
0

Private
Country
2
0
0
0

In regards to the city’s specific jurisdiction in the area of public health, it is rated as
having total autonomy in all areas. Table 3 shows specific areas of competence of the city in
public health policy management.
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Table 3. Specific Areas of Competence of the City in Public Health Policy Management
Area of Competence
Policy design
Budgeting
Planning
Execution of measures and budget
decided on at the central level

Total

Partial

X
X
X
X

In general, the ability to provide health care is rated as strong in all areas. Information
systems, infrastructure, and human resources are all strong. This is further complemented by a
strength in access to treatment. The only area not rated was policy development. (See Figure
1).
Figure 1. Paramaribo: City’s strengths and weaknesses in providing public health care.

Main public health problems

External injuries affect all age groups from as early as 0-9 (home accidents) to the older
age groups 35 and over. High-risk sexual practices and substance abuse are common among
the 15-19, 20-24, 25-34, and 35 and over age groups. Cardiovascular disease seems to be
more prevalent in the 25-34 and 35 and over age groups (Table 4).
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Table 4 Suriname: Principal health issues by age group
Age Group
0-9
10-14
15-19
20-24
25-34
35 and over

Main Issue 1
Acute Disease
External
injuries
External
injuries
External
injuries
External
causes
External
causes

Main Issue 2

Main Issue 3
Home accidents

Substance
abuse
Substance
abuse

Teenage
pregnancy

HIV/AIDS

Cardiovascular

HIV/AIDS

Cardiovascular

Main Issue 4

Main Issue 5

Respiratory

HIV/AIDS
Substance
abuse
Substance
abuse

Cancer
Obesity

III. THE DRUG PROBLEM
This section evaluates the prevalence of drug use, the resultant issues, and the
country’s ability to put measures in place to address them.

In terms of decision-making capacity, specialized treatment agencies have total
autonomy for policy design, budgeting, planning, execution of plans, and monitoring and
evaluation (See Table 5).
Table 5. City-specific competencies in drug treatment policy
Competition

Total Partial

Define Policies

Yes

Define Budget

Yes

Develop Plans

Yes

Execute Actions and Budget Defined
Central Level

Yes

Monitoring and Evaluation

Yes

None

X
X
X
X
X

Main problems caused by illicit or licit drug use in Paramaribo

Research by the National Anti-drug Council [NAR] shows five main problems caused by
illicit or licit drug use in the city. Health concerns that are both mentally and physically related
are on the increase due to the drug use. It has been noted that there is a link between high-risk
behaviors and substance abuse. In that regard, there is an increase in the number of people
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with infectious diseases due to having unprotected sex while intoxicated or under the influence
of drugs, and deaths as well as violence that is specifically associated with alcohol use. Studies
have already been conducted to provide better understanding of the problems, especially
among the younger generation.
Figure 2. Suriname: Main problems caused by illicit or licit drug use in the city

Current studies

The National Anti-Drug Council and the Ministry of Health have conducted studies
targeted at the youth population. See Table 6.
Table 6. Studies of incidence or prevalence of illicit or licit drug use in the population
Title
National household
drug prevalence
survey (2008)
Secondary school
survey 2006
Global youth Tobacco
Survey, Suriname
(2005)

Source

Author

National Anti-drug council

National Anti-drug council

National Anti-drug Council

National Anti-drug Council

Ministry of Health

Ministry of Health in
collaboration with PAHO
Suriname
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Prevalence of substance use in the secondary age group.

According to the Secondary School Survey (2006) the secondary school age group
tends to use several different substances. These include alcohol, opioids, inhalants, and
marijuana. Males have a higher percentage of alcohol use than females across all age groups.
Both males and females in the secondary age groups have a higher percentage of alcohol use
when compared to the other age groups. In fact about 60% of males and 50% of females are
users. By a small difference, the age group to follow the secondary age group is 35-64 age
group (32%; 20%). Less than 1% of males and females in the secondary group use opioids. The
only group that uses inhalants is the secondary age group. There are more male users than
female users (3:1). Besides alcohol this is the only other substance that has users in all the age
groups. When compared to alcohol, however, the percentage is smaller. The group that has the
most marijuana users, consistent with the other findings, is the secondary age group. Males
have the highest percentage of 4.9% and females .6%. Age groups 15-34 and 35-64 all have
less than .5% male and female users.

Indicators related to illicit and licit drug use

Despite the anecdotal evidence of the effects on the social, physical, and psychological wellbeing of the inhabitants of Suriname there was no report on the indicators related to illicit or licit
drug use.

Main strengths and weaknesses of drug treatment in Paramaribo

Based on the information provided in Figure 3, treatment for dependence on licit or illicit
drugs is evaluated as being strong to very strong. The strongest in comparison to the other
proposed indicators is the information systems. Utilization, infrastructure, and integration with
the health care system were rated as strong, as are access to treatment, human resources, and
policy development.
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Figure 3. Suriname: City’s main strengths and weaknesses in providing treatment for
dependence on licit or illicit drugs

Description of Treatment Services

There is no report of any official or certified intensive outpatient, residential, hospital and
community services treatment in the city. The city currently has 4 public self-help organizations
offering drug dependence treatment. Community service treatment has the most treatment
facilities (6) for drug dependence; they are only in the public sector.

Table 7 reports the existing treatment facilities in the city.
Table 7. Number of Specialized Treatment Services in the City
Service
type
Public
Private

Intensive
Self-help
Community
Residential Hospital
outpatient
organizations services
0
0

0
0

0
0

4
0

6
0

0

0

0

4

6

IV. COMMENTS

There is total autonomy for both specialized and public treatment agencies. The at-risk
age group seems to be the youthful population that engages in risky behaviors such as illicit and
licit substance use and unprotected sex. It seems that the population not only is aware of the
treatment facilities at their disposal but increasingly is seeking help, as indicated by the inability
to serve the large number of patients. Suriname has alcohol and marijuana users across all age
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groups. A major advantage of Suriname’s health care system is the strength found in all the
sectors.
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Status of Drug Treatment at the Local
Level (cities)

-Europe-
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Varna, Bulgaria
Status of Drug Treatment
I. DESCRIPTION OF THE CITY

Officially known as the Republic of Bulgaria, Bulagria is located in south-east Europe.
There are 7640238 inhabitants of Bulgaria occupying 110,190 km2 geographic area. Less than
a third of its occupants reside in its city Varna (See Table 1). The population density per square
kilometers is estimated at 1718. Although politically governed as a communist for 33 years
Bulagria currently functions as a parliamentary democracy within a unitary constitutional
republic. According to the World bank Bulgaria is an “upper-middle-income economy.

The country has an industrialized open free market economy with a large moderately
advanced private sector and strategicly state owned enterprises. Although it continues to be
ranked as the lowest income member of the EU Bulgaria has in recent years experienced rapid
economic growth. It relies mainly on industry and agriculture as well as revenues from the
services sector.

Despite the global financial crisis 2008-2009, Bulgaria’s unemployment rate is estimated
at a low of 6.3%. The government ensures that all children ages 7-16 receive full-time
education; education is free with the exception of tertiary level education. In 1999 there was a
reform of the healthcare system making it mandatory that employees receive health insurance
through the National Health Insurance Fund (NHIF), this insurance fund pays the majority of
primary health care costs. In order to gradually reduce the state support on healthcare,
employees and employers are required to pay an increasing, mandatory portion of their salaries
to health care. Based on the 2001 census reports Bulgaria’s population consist of mainly
Bulgarians (83.9%) and two others Turks (9.4%) and Roma (4.7%); the remaining 2%, .9%
consist of smaller minorities.

Varna has partial political and financial dependence as well as political and financial
autonomy
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Table 1. Demographic Indicators
Total
Population
(n)

Geographic
Area (km 2)

Varna

352,511
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Bulgaria

7,640,238

110,910

Indicators

II.

Unemployment
Rate (%)

Population
below
Poverty
Level (%)

Average
Salary
U.S. $

6.3% (2008)

GENERAL HEALTH SERVICES

Health Indicators

Regarding the general health indicators, According to the Bureau of European and
Eurasian Affairs (2009) the life expectancy for males is estimated at 69.48 years; and for
females 76.91 years. Infant mortality rate is 17.87 deaths/1,000 live births.

There were no reports of health facilities in the city. There was no response on the city’s
autonomy or decision-making capacity with regard to policy design, budgeting, and activity
planning.With respect to the specific jurisdiction in the city of public health there was no
response in evaluating this.

Main Public Health problems

One of the health issues common amongst the age groups is obesity. Obesity in present
in age groups as early as 0-9, 10-14 and 20-24 age groups. Another health issue that seems to
be common in the younger groups is respiratory illness. See Table 2.
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Table 2. Bulgaria: Principal health issues by age group
Age
Group

Main Issue 1

Main Issue 2

Main Issue 3

Main Issue 4

0-9

Obesity
Obesity

15-19

Psychological illness

Obesity

20-24

Digestive

Hypertension

Chicken Pox
Respiratory
illness
Endocrine
system
Ischemic
Disease

Respiratory

10-14

Scarlet Fever
Acute virus
hepatitis

Main Issue 5

25-34
35+

III. THE DRUG PROBLEM

Table 3 shows the functions of management in this area. In light of the evaluation of decision
making capacity as it related to specialized treatment agencies, Bulgaria rates all areas as having
partial autonomy. This include defining policy and budget, creating plans, executing actions and
budgets and monitoring and evaluation treatment agencies.
Table 3. Specific Areas of Competence of the City in Public Health Policy Management
Area of Competence
Policy design
Budgeting
Planning
Execution of measures and budget decided on at the central level

Partial

None

-----

-----

Main problems caused by illicit or licit drug use in the city
One of the main issues experienced in the Varna is the increase in crime related to illicit
or licit drug use.
Current Studies
There are studies conducted in Bulgaria, the majority of the studies reported were
centered around the city. There were no reports on the source or the authors. See Table 4.
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Table 4. Studies of incidence or prevalence of illicit or licit drug use in the population
Title

Source

Author

Annual city report on drug use and drug
related problems in the city if Varna
Quality research in synthetic drug use in
city of Varna
Drug related intoxications

Other researches:

-Research in prevalence of illegal and legal drugs among school population (ESPAD).
-Research in treatment demand (protocol Pompidou Group/EMCDDA)
-Evaluation of Inravenous use of heroin (Capture-Recaprure)
-Currently: Research in prevalance of illegal drugs among general population

Prevalence of substance use in the secondary age group.

In the secondary age group of all the substances listed there is only report of the use of
opioids. The number of users ranges from 869-1248.

Indicators related to illicit and licit drug use

The main problematic, illegal drug substancie is the heroin as the number of heroin
users(IDU’s) is 1300-1700. More than of 98% of tretmant demand is heroin related.
The most widely used illegal drug among the young population is marihuana as there is
no reliable data for problem use of marihuana, amfetamines, exstazy snd cocaine.

205

City’s Main Strengths and Weaknesses

There was no report given on the strength and weaknesses of treatment for dependence
on licit or illicit drugs.

Description of Treatment Services

There are no reports of any intensive outpatient treatment or community services in the
city. In light of residential treatment there are only one private facility operating in the city. The
city currently has one public operating hospital and one self help organization for drug
dependence treatment. See Table 5.
Table 5. Number of Specialized Treatment Services in the City
Service
Type
Public
Private

Intensive
Outpatient
0
0
0

Residential Hospital
0
1
1

1
0
1

Self-Help
Organizations
1
0
1

Community
Services
0
0
0

Comments

There are gross underreporting of the healthcare facilities available, socio-demographic
information as well as information on substance use and its relevant areas of concern. There
are reports of the increase in criminal activities as a result of substance use and a high
incidence of opioid use amongst the youthful population. Despite not having details on the
public healthcare facilities, there are reports of specialized care for substance use, this include
hospital, residential and self-help organizations a total of three facilities which seems limited
given the high indicator of opioid users.
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Segovia, Spain
Status of Drug Treatment
I. DESCRIPTION OF THE CITY

Segovia is the capital of the province of the same name, located remotely in the center
of Spain. The city has a population of 56,858,48 in an area of 163.6 km2, and is part of the
Autonomous Community of Castille and Leon. The population density is 346.3 persons/km2.
Most of Segovia’s residents are Spaniards; other nationalities in decreasing order of size are
Bulgarian, Polish, Moroccan, Colombian, Ecuadorian, and Dominican. The country’s total
population is 46,157,822; Segovians account for 0.14% of the total. The predominant religion in
Spain is Roman Catholic, professed by 94% of the population.
Table 1. Main demographic indicators
Indicators
Segovia
Spain

Total population (n)

Geographic area (km2)

56,858

163.6

46,157,822

505.987

Socio-cultural aspects
Segovia has formal studies, done in the past five years, on societal values, attitudes,
knowledge of risk factors, and prevailing behavioral norms regarding drug use in its population.

48

Data from the National Statistics Institute in 2009.
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Table 2. Socio-cultural studies in Segovia (2009)
Title

Source

Local survey on drug use in secondary
schools
Study on youth and health
Study on youth and immigration
Study on youth and sports
Studies on habits of consumption of
alcoholic beverages in public places
Survey on drug use in the secondary
school population ages 14-18 in the
province of Segovia
A qualitative study is currently being
done based on epidemiological data
on drug use at the regional and
national levels.

Segovia City
Government
Segovia City
Government
Segovia City
Government
Segovia City
Government
Castille and Leon
Board
Segovia Bank
(Caja). Social
project

Segovia City
Government

Date published
or accessed

Author
Segovia City
Government
Segovia City
Government
Segovia City
Government
Segovia City
Government
Lorenzo Sánchez
Pardo

2007
2009
2009
2010
2007

Enrique Gómez
González

2007

Commission for
Follow-up of the
Municipal Drug
Plan,
Prevention
Committee

2010

II. HEALTH-RELATED ISSUES
1. Specific areas of competence of the city in public health policy
management 49
With respect to health policy management, the city’s degree of autonomy or decisionmaking capacity vis-à-vis the central government of Spain is partial, because it shares
responsibility with the central government for policy design, budgeting, planning, and execution
of activities (see Table 3).
Table 3. Specific areas of competence in public health policy management in Segovia
(2009)
Area of competence

49

Total

Partial

Policy design

x

Budgeting
Planning

x
x

Execution of measures & budget decided on at the central level
de

x

Established in Castille and Leon’s Health Law 1/1993 of April 6.
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2. Health services 50
Segovia currently has nine functioning health establishments, of which 77% are in the
public sector and 66% are the outpatient type (see Table 4).
Table 4. Number of health establishments in Segovia (2009)
Type of establishment

Public

Private

Hospital

1

1

Outpatient clinic

4

1

Psychiatric hospital

1

0

Outpatient mental health clinic

1

0

3. General health indicators 51
With respect to general health indicators, life expectancy in Segovia is 78.76 years for
men and 85 for women, indicators very close to the national ones, which are 77.3 and 83.7
years, respectively. The infant mortality rate per 1,000 live births is 3.94 for males and 3.09 for
females. For the country, this drops to 1.36 and 2.93 cases, respectively.

4. Main strengths and weaknesses in providing health services 52
Segovia’s main strengths in providing health services are policy design and human
resources. Overall the quality of the service is considered satisfactory, with information systems
seen as the weakest point (see Figure 1).

50

Data taken from website www.jcyl.es.
Data from the National Statistics Institute in 2009.
52
Based on the perception of different professionals of Social, Health, and Consumer Services.
51
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Figure 1. Main strengths and weaknesses in providing health services (2009)
Scale of 1 to 10 (1 = Very weak; 10 = Very strong)
100%
90%
80%
70%
60%
50%
40%
30%

6

7

7

7

Acceso a
Atención

Utilización

8

8

Desarrollo de
Políticas

Recursos
Humanos

20%
10%
0%

Sistemas de Infraestructura
información

Information systems, infrastructure, access to treatment, utilization, policy development, human resources

5. Main health problems
The main problems affecting Segovia’s citizens are circulatory system illnesses and
cancer.53 For the whole country, the principal problems by age group are:
1) 0-9 years.- Infectious, respiratory, urinary, and digestive pathologies; nutritional and
neurological pathologies.
2) 10-14 years.- Respiratory and digestive pathologies; obesity; stress (emerging);
behavior disorders (emerging).
3) 15-19 years.-

Complications in pregnancy, delivery, and pueperium; injuries and

poisoning; respiratory system, blood, and hematopoietic illnesses; mental disorders.
4) 20-34 años.- Complications in pregnancy, delivery, and pueperium; injuries and
poisoning; respiratory and genital-urinary system illnesses; mental disorders.
5) 35 years or more.- Respiratory disorders; cardiac insufficiency; stroke with heart attack;
liver and pancreas disorders; pectoral angina.

53

Data from the National Statistics Institute’s “Causes of Death in Segovia Province,” (2008).
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Data from the National Statistics Institute’s “Causes of Death in Segovia Province,”
(2008).
Cause
Infectious diseases
Tumors
Blood infections
Endocrine, nutritional, and metabolic
Mental and behavioral disorders
Nervous system and senses
Circulatory system
Respiratory system
Digestive system
Skin diseases
Muscular system, conjunctivitis
Genital-urinary system
Pregnancy, delivery, and pueperium
Perinatal period
Abnormalities
Other clinical causes
External causes

Number

40
436
1
44
76
85
489
176
71
14
12
52
0
2
5
87
66

III. DRUG-RELATED PROBLEMS

1. Specific competence of the city in drugs and institutional framework for
treatment: design and execution of the treatment policy 54

This section collects specific data on drug use, its consequences, and local resources
available to care for the affected population.
1.1 Institutional framework for treatment: design and execution of the treatment
policy

In Spain, since 1985 the National Drug Plan (PNSD) establishes general strategic
guidelines for prevention and treatment of substance abuse. At the regional level, the Regional
Commissioner for Drugs designs the actions to be carried out in coordination with the city

54

Established in Law 3/1994 on prevention, care, and social integration of drug addicts in Castille and Leon,
amended by Law 3/2007.
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government and nongovernmental entities (NGOs), so the actions are executed in a
coordinated manner by all public and private organs involved.
Although Spain’s constitution declares cities autonomous, since drug treatment is an
interdisciplinary matter involving health, social, and community actions, the cities assume
responsibility for the objectives and interventions designed mainly by the government and
autonomous levels, adapting them to the local reality. There is usually no room for autonomous
action, since there are mechanisms more efficient and better coordinated than those that could
be carried out from the municipal level

Law 3/1994 on Prevention, Care, and Social Integration of Drug Addicts in Castille and
Leon, amended by Law 3/2007, establishes the minimum competencies and responsibilities that
the city governments must exercise in their territory, such as the approval of municipal drug
plans, prepared in coordination and agreement with criteria and directives of the Regional Drug
Plan, which includes prevention and social integration programs, as well as information,
guidance, and motivation of problem users through social action centers; coordination of
prevention and social integration programs carried out exclusively within the city and the support
of associations and entities in the city that carry out activities envisioned in the Regional Drug
Plan.

The City of Segovia’s City Drug Plan assigns priority to prevention based on demand
reduction, with special attention to use of alcoholic beverages, tobacco, and marijuana, without
neglecting actions for regulation and control of promotion, sale, and use of legal drugs. The
general principles of the plan guide actions at a comprehensive level, coordinating social,
educational, health, cultural, and economic resources; focusing on the abovementioned
substances because they are the most widely used; participation of social agents in drug cases;
the importance of coordination and cooperation; and standardization or integration of the
activities in the regular supply of those social agents who relate to the citizen groups.

In the area of treatment per se, responsibility for and execution of the programs do not
fall to the city government, but to the Health Service, because there is a social and health care
program involving coordination with the Segovia City Government and entities accredited for
care and treatment of drug dependents.
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Table 4. City specific competencies in drug treatment policies management
Area of Competence
Policy design
Budgeting
Planning
Execution of measures and budget decided on at the central level
Monitoring and Evaluation

Total

Partial

None

x
x
x
x
x

1.2 Control and regulation of the treatment supply

Segovia has legislation to regulate drug treatment services: Law 3/1994 amended by
Law 3/2007 on Prevention, Care, and Social Integration of Drug Addicts in Castille and Leon.
Based on this we recently established the standardized care or intervention protocols explained
above.
1.3 Program Supervision

Supervision and monitoring of treatment programs is done independently in each of the
treatment centers that serves drug addicts. There are minimum standards set by the regional
government for accreditation of the entities and the various resources needed to start treatment.
2. Problems caused by drug use 55

In Segovia the main problems caused by drug use are situations involving illicit drug use,
concentrated in specific spaces and at specific times, which annoys neighbors and generates
solid waste.

We are currently developing a qualitative methodology in Segovia in order to discover,
among other things, the main problems caused by drug use. With this intervention we intend not
only to evaluate the situation but also to begin to intervene, because the methodology involves
research-action-participation.

55

Taken from the assessments made by professionals in the area of prevention and treatment of drug addiction.
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3. Availability of data on incidence and prevalence of drug use 56
The city has recent data (within the last five years) on the prevalence of licit and illicit
drug use in the population of Segovia and Spain.
Table 5. Studies on prevalence of substance use
Title

Source

Author

Date published
or accessed

Local survey on drug use by
students in secondary schools

Segovia City
Government

Segovia City
Government

2007

Household survey on alcohol and
drugs

National Drug
Plan

National Drug
Plan

2008

Government survey on drug use
by students in secondary schools
2006

National Drug
Plan

National Drug
Plan

2008

Table 6. Past year prevalence of substance use
Type of substance
1. Alcohol
2. Opioids
2.1 Heroin
3. Cocaine
3.1 Cocaine
3.2 Coca paste
3.3 Crack
4. Stimulants
4.1 Amphetamines
4.2 Methamphetamines
4.3 Other stimulants
like…ecstasy
5. Hypnotics and sedatives
(WITHOUT
PRESCRIPTION)
5.1 Barbiturates
5.2 Benzodiazepines
6. Hallucinogens
6.1 LSD
6.2 Others like…
7. Inhalants
8. Marijuana (cannabis)

Secondary
school students

General
population

Male

Female

Male

Female

71.5

74.2

80.4

66.4

1´1

0.4

0.1

0.0

4.9

2.4

4.4

1.5

0´7

0´1

1.3

0.3

0.9
0.6

0.9
0.8

0.9

0.3

0.3
13.6

0.1
6.6

3´2

1.8

2.6

1.3

4.6

6.8

3.9

1.7

2.3
33.5

1.0
27.5

Report of the household survey on alcohol and drugs in Spain (EDADES) 2007/08.
Report of the Government survey on drug use by students in secondary schools (ESTUDES) 2008.
National Drug Plan

56

Based on the “EDADES” and “ESTUDES” studies and those done by the Regional Drug Commission.
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With respect to trends in drug use, there has been increased use of alcohol in recent
years, particularly by the younger age groups. There continues to be great social tolerance for
drinking, although there appears to be increased perception of the risk associated with
overdrinking. The use of illegal drugs continues at low levels, except for marijuana use, which
has increased, and is almost as socially tolerated as legal drugs. Use is highest among the
younger age groups and higher among men than women, associated mainly with leisure and
going out at night.57

4. Indicators related to illicit or licit drug use
We have the indicator of admission for treatment in the Province of Segovia, which in
2008 was 193 persons (144 outpatient and 49 incarcerated), and the characteristics of the
persons admitted for treatment for use of alcohol and illicit drugs (a large table).

5.

Strengths and weaknesses in providing drug treatment in the city58
The treatment system’s strengths are access to treatment and integration with the health

care system, while its weakness are the information systems and policy development (see
Figure 2).
Figure 2. Main strengths and weaknesses in providing drug treatment in Segovia
Scale of 1 to 10 (1 = Very weak; 10 = Very strong)

Information systems, infrastructure, access to treatment, utilization, policy development, human resources,
integration with health care system

57
58

Third City Drug Plan 2006-2009.
Taken from assessments by experts involved in prevention and treatment.
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5.1 Level of development of treatment services

Information systems:

Statistical resources currently available are the surveys developed by the National Drug
Plan, the Regional Drug Commissioner in the regional administration, and a survey done by the
Segovia City Government in 2007, which is a quantitative study of the local situation with regard
to substance use, type, frequency, age at first use, risk perception, perceived toleration in the
environment (parents, teachers, peer groups, etc.), and the leisure habits of the school-age
population (14 to 18 years).

There have been several studies on different subjects that in one way or another
consider aspects related to drugs.

The Segovia City Government, the Commission for Follow-up on the City Plan, and the
Committee for Prevention of Drug Addiction are currently doing a qualitative study in order to
complement the data from the statistical study.

There are also regional, national, and European data on use, type, frequency, age at
first use, risk perception, and perceived tolerance for the school population and general
population, through the Regional Government Observatory and the National Drug Plan.
Infrastructure quality:

The accredited centers of private entities and the public centers for treatment and social
and labor reentry come under different regulations at the national and regional level in terms of
space and health and sanitation characteristics.

Access:

Since the service is free and has long operating hours to accommodate treatment with
carrying on a normal life, there is easy access to treatment services.
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Utilization:

The use of resources by the entities is high, providing many subsidies offered by the
various institutions and maintaining close cooperation with other resources in the municipal
sphere.
Human resources:

Persons responsible for providing treatment services have ample professional
experience, having worked in the field for several years. Given the importance assigned to
comprehensive treatment, the teams are composed of medical personnel (psychological,
medical, and nursing care), and social personnel (legal care, labor, and integration); they thus
include psychologists, physicians, nurses, lawyers, and social workers.
Networking:

Coordination is the basic principle of the actions undertaken in Segovia. There is
extensive networking with monthly meetings involving private sector entities and the local
administration.

6. Specialized services for treatment of drug dependence 59
The treatment services are divided into three care levels:
The primary care level, composed of municipal social action centers, health areas of the
regional government, and accredited private centers, whose functions are:
1) Information, guidance, motivation, and health education.
2) Diagnosis and early detection.
3) Attention to social problems and somatic pathologies associated with drug use.
4) Support for the social reentry process.
5) Support for users’ families and the affective environment.
At the primary care level, health workers at the health center and social workers in the
area detect possible addiction and do the initial work of guidance and motivation for seeking

59

Extracted from Law 3/1994 on prevention, care, and social integration of drug addicts in Castille and Leon and
website www.jcyl.es
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care at a specialized center at the secondary level. Subsequently, once treatment begins, this
level works with social problems and any pathologies the user may have.

The secondary care level, consisting of accredited private centers and mental health
units of the regional government, whose functions are:
1) Detoxification, cessation, and outpatient rehabilitation.
2) Support for the social integration processes.
3) Care of the somatic pathology related to drug use.
4) Care of emergencies related to drug use.
5) Health education and psychological support for drug addicts infected by HIV and AIDS
patients.

The secondary level carries out treatment as such. Depending on the initial diagnosis,
the case is referred to a particular service.

The tertiary care level, composed of units for hospitalized detoxification, psychiatric
hospitalization, and therapeutic communities, a service that is not offered by the Segovia Capital
although there are resources of the autonomous community.

The Association of Rehabilitated Alcoholics of Segovia (A.R.SEG.) is an association that
works with drug addicts whose primary substance of abuse is alcohol.

The typical profile of a user in treatment is a 35-year-old male who is addicted only to
alcohol. He receives individual and group psychological treatment, supported by recovered
addicts who bring their experience to group therapy. There is an effort to involve the family in
the therapeutic treatment, but this is not indispensable.
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In terms of labor reentry, this type of addiction in some cases has given rise to early
retirement for disability and in others has still not affected work. In cases where the user needs
help in returning to work, A.R.SEG works together with Caritas for counseling and an
individualized project as needed.

The Red Cross is the accredited outpatient treatment center in Segovia. It carries out
two types of programs: one for maintenance with methadone, and one drug-free. The
Methadone Maintenance Program offers two alternatives: low demand and high demand. The
low-demand one is for users that do not intend to definitely quit and sometimes use methadone
and heroin simultaneously, so their urine is tested regularly. Clients generally do not accept any
other type of treatment (psychological and social) and come in daily for the methadone. The
high-demand alternative is for users who are making good progress in treatment and are
gradually cutting down on methadone so they can finally enter a drug-free program. They do not
use heroin any longer, and usually have jobs so that they cannot come in daily for methadone.
As evidence of their progress in controlling their addiction they are given the methadone they
need for several days, even weeks. In addition to methadone they receive psychological and
social support.

The typical profile of a user in this program is a 40-year-old male who has been
receiving methadone treatment for more than 15 years and in some cases is under some sort of
court order.

The Drug-Free Program works with those drug addicts who are quitting without opiate
substitutes, although they receive pharmacological support in some cases. This is normally a
younger population that in many cases has multiple addictions. The main drugs of addiction are
alcohol, cocaine, marijuana, synthetic drugs, and amphetamines and benzodiazepines. The
population addicted to this type of drug varies: cocaine addicts are between 20 and 40 years of
age, while marijuana addicts are younger: between 16 and 21. The latter group has failed two
grades in school, has serious behavior problems, and has been using the drug for more than
two years.
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Both programs work with socio-labor reentry through a concerted program of job
orientation for drug addicts. There is also a crosscutting program to meet the more specific
needs of addicts with HIV and AIDS.

The Spanish Anti-Cancer Association has a specific smoking cessation program that
provides group psychological support for persons who wish to break the smoking habit. The
user may access the association directly or be referred by a general practitioner.

The type of drug and user make it unnecessary to coordinate with any other service.
Follow-up is done directly by the association.

The Mental Health Teams work with drug addicts that have an associated mental
pathology. The typical user profile is that of a middle-aged man with a stable job or retired for
disability who is addicted to alcohol. In recent years there has been a considerable increase in
admissions for treatment of cocaine use. There is individual psychiatric treatment that deals with
both pathologies.

For labor reentry there is a specialist responsible for counseling. In many cases this
reentry is accomplished through programs or companies dedicated to this task or those who
promote employment for persons with disabilities.

Finally, the tertiary care level deals with crisis situations that require detoxification under
strict medical control, and is provided through admission to the Segovia General Hospital. After
this first phase of the crisis is over the case is handled by the secondary level resources
described above. Table 7 reports establishments that offer treatment in the city.
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Table 7. Number of specialized treatment services in Segovia (2008)
Service
type

Outpatient

Intensive
outpatient

Private

1

0

0

0

0

0

Public

1

1

0

1

0

0

Total

2

1

0

1

0

0

Residential Hospital

Self-help
Community
organizations
services

7. Opportunities for social integration

The social integration resources accessed by persons in treatment are the regular
training and legal assistance services that deal specifically with this problem although they are
not specifically centers for drug addicts and use their resources to address situations of social
exclusion in general, which may or may not involve substance use.

The objectives of resources dedicated specifically to the population with problems of
drug addiction are:

1) To facilitate access and participation by drug addicts in the regular socio-labor
integration services.
2) Counseling and labor intermediation for alcoholics and drug addicts that have special
problems getting into the labor market.
3) Psycho-social support for the client and family through self-help associations and other
entities that work with drug addicts.
4) Residential support with different formulas: a supervised floor for homeless males.
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Lugo, Spain
Status of Drug Treatment
I. DESCRIPTION OF THE CITY
Spain has 17 Autonomous Communities (CCAA) and two Autonomous Cities. In the
Galicia CCAA there is the city of Lugo, the capital of the province of the same name. With
97,486 inhabitants, it has an area of 332 km2, for a current population density of 293.6
persons/km2. The city’s unemployment rate is 8.9%, much lower than the rate for the country,
which is 19.7% of the economically active population. The percentage of families below the
poverty level is 10%, well below the figure for the whole country, which is 19.7%.
Table 1. Main demographic indicators (2009)
Indicators

Total
population
(n)

Geographic
area (km2)

Unemployment
rate (%)

Population
below poverty
level (%)

Average wage
US$

Lugo

97,486

332

8.9

10

21,307

Spain

46,157,822

505,987

19.7%

19.7

34,445

Source: Spain in Figures 2009, INE and Galicia Statistics Institute.

Socio-cultural aspects
Both the city and the country have studies on societal values, attitudes, knowledge of
risk factors, and prevailing behavioral norms regarding drug use, shown in the table.
Table 2. Socio-cultural studies
Title
Sociological study on attitudes and
habits of drug use by Lugo youth aged
10-18.
Lugo City Drug Plan 2007-2010
Spanish Observatory on Drugs (OED).
2007 Report
Drug Use in Galicia
Report of the Galicia Public Health
System

Source
Lugo City
Government

Author

Date published
or accessed

City Service for Prevention of
Drug Addiction

2005

Lugo City
City Service for Prevention of
Government
Drug Addiction
Ministry of
Government Delegation for
Health and
the National Drug Plan
Social Policy
Health Ministry, Sociological Research Team
Galicia Board
(EDIS)
Galicia Board

Pereira, M. et al.

2007
2007
2008
2007
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II. HEALTH-RELATED ISSUES
1. Specific areas of competence of the city in public health policy
management

With respect to health policy management, the city’s degree of autonomy vis-à-vis the
central level is partial, because it shares responsibility with the central government for policy
design, budgeting, planning, and execution of activities (see Table 3).
Table 3. Specific areas of competence in public health policy management in Lugo (2009)
Area of competence
Planning
Policy Planning
Budgeting
Planning
Execution of measures & budget decided on at the central level

Total

Partial
x
x
x
x
x

2. Health services

Spain has a universal and free public health care model, based on the government’s
general law applicable to all the country. Article 43 of Spain’s Constitution recognizes all
citizens’ right to health, and charges the government with the organization of health services
and protection of that right. In Galicia this is the responsibility of the Ministry of Health
(Conselleria de Sanidade), the General Public Health Office (Dirección Xeral de Saúde Pública),
and the Galicia Health Service (SERGAS). The Ministry of Health is the autonomous
administrative organ responsible for the direction, control, and execution of functions and
competencies as regards health in the Galicia Health Care Network. It develops the
organizational model and adjusts it to the strategic objectives of Galicia’s health policy, set by
the Galicia Board (Xunta de Galicia).

In Lugo Province 93.99% of the population has health coverage. The city of Lugo
currently has 11 functioning health establishments, of which 100% are in the public sector (see
Table 5). The city government does not own any hospital; they are all provincial and the
responsibility of the Galicia Autonomous Community.
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Table 4. Number of health establishments in Lugo (2009)
Type of Establishment
Public Private
Hospital
Outpatient clinic
Psychiatric hospital
Outpatient mental health clinic

1
7
3

0
0
0
0

3. General health indicators
With respect to general health indicators, life expectancy in Lugo is 77.56 years for men
and 84.14 years for women, compared with the figures for Spain, which are 77.56 for men and
83.76 for women. The perinatal infant mortality rate per 1,000 live births is 7.2 %.

One of Lugo’s most serious problems is aging, with an inversion of the population
pyramid. Vegetative growth, since about the 1950s, has been negative, and now it is about 7.92%. In the Province of Lugo 21.58% of the population is older than 65.

4. Main strengths and weaknesses in providing health services
The city is rated positively for provision of health services, with infrastructure and
information systems the highest rated factors, followed by access, utilization of services, and the
human resources component. Policy development is the weakest element in the system (see
Figure1).

Figure 1. Main strengths and weaknesses of Lugo in providing health services (2009)

Other

Human
resources

Policy
development

Utilization

Access to
treatment

Information
systems

Infrastructure

Scale of 1 to 10 (1 = Very weak; 10 = Very strong)

10
9
8
7
6
5
4
3
2
1
0

224

5. Main health problems

The main health problems by age group are: Infectious, respiratory, urinary, and
digestive pathologies (0-9 years). Those plus obesity, stress, and behavior disorders are the
emerging problems of early adolescents (10-14 years). In older adolescents (15-19 years), the
main problems are complications in pregnancy, delivery, and pueperium; injuries and poisoning,
blood diseases, respiratory problems, and mental disorders.

In the young adult population (20 -34 years) there continue to be the problems identified
with older adolescents, plus genital-urinary and digestive system illnesses. In persons over 35,
the principal problems are respiratory and cardiac illnesses, and liver and pancreas disorders.

III. DRUG-RELATED PROBLEMS

1. Specific competence of the city in drugs and institutional framework for

treatment: design and execution of the treatment policy
The city says it has partial authority in the area of drugs with respect to policy design,
budgeting, planning, and execution and evaluation of actions (see Table 6).

Competence for planning on drugs is at the autonomous level and is based on Galician
Law 2007/2009; the drug plan is defined every two years.
Table 5. City specific competencies in drug treatment policies management in Lugo
(2009)
Area of Competence
Total Partial None
Policy design
Budgeting
Planning
Execution of measures and budget decided on at the central level
Monitoring and Evaluation

X
X
X
X
X

1.1 Control and regulation of the treatment supply

Regulation of the treatment supply is autonomous together with the central government
and is based on Galician Law 2007/2009.
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1.2 Program Supervision

Monitoring and enforcement of compliance with administrative, technical, and financial
aspects of the treatment centers is done at the autonomous level; Lugo is not involved.

2. Problems caused by drug use

The city says the following are the principal problems caused by local drug use:
increased hospital admissions and greater demand for primary care in emergency rooms;
increased prevalence of infectious/contagious diseases (HIV, hepatitis B and C, tuberculosis);
increased labor absenteeism, disabilities and premature deaths from accidents; and the
increased demand for police, court, and jail services.

3. Availability of data on incidence and prevalence of drug use
The city has recent data (within the last five years) on the prevalence of licit and illicit
drug use in the population of Lugo and Spain.
Table 6. Studies on prevalence of substance use
Title

Galicia Drug Plan, 2007-2009

Survey on Drug Use in Galicia
Spanish Observatory on Drugs

Source

Health Ministry
Health Ministry,
Board of Galicia
National Drug Plan

Author
General
Subdirectorate for
Mental Health and
Drug Addiction
Sociological Research
Team (EDIS)
National Drug Plan

Date published
or accessed
2007

2008
2007/2008

The most widely used substances in the general population of Lugo are alcohol and
marijuana, but for women hypnotics and sedatives occupy second place. Cocaine is the third
most used substance for men and the fourth for women.
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Table 7. Past year prevalence of substance use

Type of substance

General Population(%)
12 - 18
Total
years (%) 19-39 40-64
Population
years years
Male Female

1. Alcohol
2. Opioids
2.1 Heroin
3. Cocaine
3.1 Cocaine
3.2 Coca paste
3.3 Crack
4. Stimulants
4.1 Amphetamines
5. Hypnotics and sedatives
6. Hallucinogens
6.1 LSD
7. Inhalants
8. Marijuana (cannabis)

10.2

15

5

11

6

0.9

1.0

0

0.5

0.4

6
0
0
2.3
0.5
1.4
1.9
0
0.5
17.1

7.8
0
0.1
3.2
0.3
2.9
1.4
0.6
1.3
17

0.7
0
0
0.5
0.8
9.3
0.1
1.3
0.1
2.3

5.3
0
0.2
2
0.2
3.9
1.4
0.5
0.1
12.8

2.2
0
0
0.7
0.6
6.3
0.4
1.2
0
4.7

Drug use by population aged 12 and over, by gender (%)
Substances
Total
Male
Female
Tobacco (daily)
Alcohol (past 30 days)
Alcohol (Abusive)
Tranquilizers (past 6
months)
Hypnotics (past 6
months)
Marijuana (past 6
months)
Cocaine (past 6 months)
Synthetic drugs (past 6
months)
Amphetamines (past 6
months)
Hallucinogens (past 6
months)
Heroin (past 6 months)

31.3
67.3
4.5

38.1
79.1
6.4

25.1
56.4
2.8

6.4

4.5

8.1

1.1

1.5

0.7

7.9

11.1

5.0

1.4

3.8

1.0

0.7

0.9

0.5

0.5

0.6

0.4

0.9

1.4

0.5

0.2

0.4

0.1

SOURCE: Galicia Observatory on Drugs
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4. Indicators related to illicit or licit drug use
According to the city’s report, in Lugo:
- 28.8% of the traffic accidents are related to the use of alcohol or other drugs.
- Deaths from liver cirrhosis account for 12.1% of total deaths in 2008
- In 2008, there were 10 deaths from overdoses and 25% of the suicides or attempted
suicides were while under the influence of alcohol or other drugs.
-In 2008, 897 crimes were committed under the influence of alcohol or other drugs.

5. Strengths and weaknesses in providing drug treatment in the city

Figure 2. Main strengths and weaknesses in providing drug treatment in Lugo (2009)
Scale of 1 to 10 (1 = Very weak; 10 = Very strong)
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9
8
7
6
5
4
3
2
1
0

As in the case of providing general health services, the strengths of the city of Lugo’s
drug treatment systems are its information systems and infrastructure. Overall the system is
rated very satisfactory (see Figure 2).

6. Specialized services for treatment of drug dependence

Lugo presently has six specialized drug treatment centers, four (66.6%) public and two
(33.4%) private. These centers cover the entire gamut of care options (outpatient, hospital
residential, community, and self-help), serving adult and minor patients of both sexes.

The hospital detoxification units of the city of Lugo have two beds; they are used for
detoxification in a regimen of confinement with care for the patient’s other pathologies that
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require hospital treatment. All patients have to be programmed by the Drug Dependence Units,
integrated in the care circuit of the Galicia Plan 2007-2009. The units are a support resource for
dealing with the problem of identifying and classifying other needs of the outpatient therapeutic
regime.

In the last year, there were 34 admissions to the units, which represented 474 hospital
days. The average age was 35.8 years; 79.4% were men and 20.6% women. The drug involved
was opiates and methadone in 88.2% of the cases and cocaine in 11.8% of them. Table 9
reports establishments that provide treatment in the city.
Table 9. Number of specialized treatment services in Lugo (2009)
Service
type

Outpatient

Intensive
outpatient

Residential

Hospital

Self-help
Community
organizations services

Public

1

1

0

1

0

1

Private

1

0

0

0

1

0

Total

2

1

0

1

1

1
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Athens Greece
Status of Drug Treatment
I. DESCRIPTION OF THE CITY

Officially known as the Hellenic Republic, Greece is located in southeastern Europe.
Greece is a parliamentary republic. Its head, the President of the Republic is nominated by the
parliament and serves for a period of five years. The current constitution has been revised
twice, resulting in the President of the Republic and the Government having executive power.
Economically, Greece seems to be doing well as its GDP surpassed the respective levels of
most of its EU partners. Its major source of foreign revenues comes from the tourism industry.
With a labour force of approximately 4.9 million, Greece is said to be the second most
industrious between OECD countries after South Korea. The city of Greece is Athens. The
average wage as quoted in US dollars in Athens is higher than that of the country ($10, 130.20
vs. $8,578.80).

There are three ethnic groups reported of the groups, the Albanian is five times more
than the Romanian and Bulgarian groups of 1% respectively.

Although the city has an unemployment rate of 7.70% which is lower than the country’s
unemployment rate of 11.7%, a higher percentage of the inhabitants in the city that live below
the poverty line (19%) than there are in the country (12.3%). See Table 1

Currently, Athens has total financially and politically autonomy. There is partial political
and financial dependence on a central authority.
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Table 1. Demographic Indicators
Total
Population
(n)

Geographic
Area (km 2)

Unemployment
Rate (%)

Athens

789,166

38

Greece

10934097

134940

Indicators

7.70

Population
below Poverty
Level (%)
19

Average
Salary
U.S. $
10,130.20

11.7

12.3

8,578.80

II. GENERAL HEALTH SERVICES

Health Indicators

The life expectancy for the females exceed that of the males (77.2%; 81.9%). Despite
this male and female mortality are of equal percentages (4%). For every 10,000 inhabitants
there is a total of 47 doctors and 50 hospitals beds.

Service type

Table 2. Number of Health Facilities
Public
Public
Private
City
Country
City
63
185
63

Hospital
Outpatient Clinic
Psychiatric Hospital
Outpatient Mental Health Clinic

16

50

16

Private
Country
185

50

There are equal numbers of hospitals both private and public (63) found in the city. In
total the hospitals have a total of 13, 859 beds. A total of 185 private and public hospitals are in
the country. There are a total of 50 private and public mental health clinics in the country, 16 of
which are located in the Athens. When compared to the hospitals there are fewer mental health
clinics. See Table 1
With regards to the management of health policies the city has partial authority in the
policy making, budgeting, planning and carrying out action of public health.
Table 3 shows Specific Areas of Competence of the City in Public Health Policy
Management.
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Table 3. Specific Areas of Competence of the City in Public Health Policy
Management
Area of Competence

Total

Partial

Policy design
Budgeting
Planning

X
X
X

Execution of measures and budget
decided on at the central level

X

The evaluation of Athen’s health services varied. The strongest area found in the public
healthcare service is in access to care and human resources. Other strong areas are found in
policy development and human resources. The information system and infrastucture are
reported as the weakest areas of the healthcare. See Figure I.
Figure 1. Greece: City’s main strength and weaknesses in providing treatment

Main Public Health problems

The illnesses with the highest prevalence in both the country and city are diseases of the
circulatory system and sense organs. Symptoms, signs and ill defined conditions were among
the conditions that had the least reported incidence.
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Figure 2 Five main public health problems and prevalence

III. THE DRUG PROBLEM
Table 4 shows the functions of management in this area. There is partial autonomy over
areas that govern the city’s jurisdiction of licit and illicit drugs
Table 4. City Specific Competencies in Drug Treatment Policy Management
Area of Competence
Partial None
Policy design
--Budgeting
--Planning
--Execution of measures and budget decided on at the central level
--Monitoring and Evaluation
---

Main problems caused by illicit or licit drug use in the city

There are five reported as the main problems caused by illicit or licit drug use. It has
been reported that drug use in the city has impacted on the citizen’s sense of security and
increase in fear. Its citizens are faced with increase criminal activity which can be exacerbated
by the increase in unemployment and productivity. It is uncertain as to whether or not the
increase in unemployment rate has resulted in the social inequalities or if there other factors.
Lastly there is an increase in accidents and suicides as a result of licit or illicit drug use. Given
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the problems described studies have already been conducted in gaining better understanding
especially as it relates to the younger generation. See Figure 3.
Figure 3 Main problems caused by illicit or licit drug use in the city.

Current Studies

Studies have already been conducted in gaining better understanding at the national
level as well as on the younger generation. See Table 5
Table 5. Studies of incidence or prevalence of illicit or licit drug use in the population
Title

Source

Author

Tobacco, Alcohol and illicit drug use in the general
Athens: Beta
Population of Greece: trends between 1984 and 2004 Medical Arts
from nationwide household surveys
Publications
Athens:
Substance use by adolescent students in Greece:
Papazisis
findings from the nationwide 2007 ESPAD survey
Publications

Kokkevi A,
Kitsos G,
Fotiou A
Kokkevi A,
Fotiou A,
Kitsos G

Date
published or
accessed
2007

2009
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Prevalence of substance use by age group.

There are 11 substances used by the secondary and the 15-34 age groups and 5
substances by the 35-64 age groups. Of both genders males are reportedly more frequent users
than females across all the substances used in both age groups. Alcohol is the substance used
by the majority in both age groups for the secondary group males accounted for 89.9% and
females 86.9%. In the 35-64 age groups alcohol use was more popular amongst males than
females (92.9 vs. 72.9%). The 15-34 age groups had the lowest of the three age groups (85.3%;
72.6%). Marijuana was another substance popular amongst all three groups with the secondary
group accounting for the highest percentage of users 11.8% males and 3.7% females.

Indicators related to illicit and licit drug use

There have been reports of indicators related to illicit and licit drug use. In Greece’s 2006
report there were 345 reported traffic accidents 25.4% of which were fatal. Police reports given
in 2009 revealed 177 certified number of deaths as a result of drug overdose.

City’s Main Strengths and Weaknesses

The strongest area in the treatment for dependence on licit or illicit drugs are human
resources and policy development. The very weak areas are found in the information system
and infrastructure. There seems to be hope in addressing other areas of weaknesses given the
reported strengths.
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Figure 4 Greece: City’s main strength and weaknesses in providing treatment for the
dependence on licit or illicit drugs

Description of Treatment Services

In general there exists specialized treatment facilties in Athens that address substance
use. There are 11 intensive outpatient clinics 7 of which are public and 4 private. There are both
public (3) as well as private (6) residential treatment facilities as well as 6 private hospitals.
Only one private community service exists and no self-help organizations. See Table 6.
Table 6. Number of Specialized Treatment Services in the City
Service
Type

Intensive
Outpatient

Residential Hospital

Self-Help
Organizations

Community
Services

Public

7

0

0

4

3
6

0

Private

6

0

1

11

9

6

0

1
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Comments

In general where healthcare is concerned it seems as though there are facilities in place
to address these needs. There are investigations into the number of doctors and beds made
available to its residents as well as the nature of the care provided. It is interesting to note the
reported psychological impact that substance use has on residents of Greece.

There are weaknesses consistent in the public as well as the specialized health care
facilities as it relates to information system and infrastructure. It is however noted more
markedly in the specialized care than in the public healthcare. Given these reported
weaknesses there is need for more investigation as to means of improvement.

There is much to be learned in comparing public health care system with specialized
health care. Access to care and utilization to public healthcare are reported as strong on the
contrary they are reported as very weak in specialized care. Perhaps the measures taken in the
public health care in these strong areas could also be implemented to address the weak areas
in the specialized health care.
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Goteborg,Sweden
Status of Drug Treatment
I. DESCRIPTION OF THE CITY

Officially known as the Kingdom of Sweden, Sweden is a Nordic country situated on the
Scandanavian Peninsula in North Europe. Sweden is said to be the third largest country in
terms of area (450,295 km2) in the European Union. A half of a the inhabitants of Sweden
resides in its city, Goteborg making this area densely populated. The density of the population
per Km2 in the city is estimated at 1,111. Sweden’s official language is Swedish.

Sweden is a constitutional monarchy with a parliamentary system of government and
considered to be highly economically developed; ranking first in the Economist’s Democratic
Index and seventh in the Union Nation’s Development Index. Sweden is an export oriented
mixed economy which is heavily reliant on foreign trade. The average wage in the city as quoted
in USD is 2,320. 5% of the population is unemployed. Sweden has a healthcare system similar
to other developed nations, it is ranked in the top five countries as having the lowest infant
mortality rate and also has a high life expectancy rate.

Indicators
Goteborg
Sweden

Total
Population
(n)

Table 1. Demographic Indicators
Population
Geographic Unemployment
below Poverty
2)
Area (km
Rate (%)
Level (%)

500,000

450

9,100,000

450,295

5

8.7

Average
Salary
U.S. $
2,320

Goteborg has total political autonomy and financial autonomy as well as financial
dependence on the central authority. One the other hand political dependence is rated as
having partial autonomy
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II. GENERAL HEALTH SERVICES

Health Indicators

As it relates to the general health indicators, females tend to have a higher life
expectancy than males at birth (82%; 77.5%). In general, the life expectancy for both genders is
75% and over. The infant mortality of males and females is less than five percent, with males
having a slightly higher percentage than females ( 2.7% vs. 2.3%). It is not surprising that the
infant mortality percentages would have been this low for both genders given the strength of the
healthcare system to the public.

As indicated in Table 2, there are 39 outpatient mental health clinics and 3 psychiatric
hospitals. There are no reports of hospitals or outpatient clinics.
Table 2. Number of Health Facilities in the City
Public
Private
Service type
City
City
Hospital
3
3
Outpatient Clinic
12
15
Psychiatric Hospital
3
0
Outpatient Mental Health Clinic
39
0

There is total autonomy of the policy making and planning with repect to public health.
Bugeting and carrying out of action were both rated as partial. Table 3 shows Specific Areas of
Competence of the City in Public Health Policy Management.
Table 3. Specific Areas of Competence of the City in Public Health Policy
Management
Area of Competence
Policy design
Budgeting
Planning
Execution of measures and budget decided on at the central level

Total

Partial
X

X
X
X
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The evaluation of Sweden’s public health care system is positively rated. More
specifically the strongest areas are found in the foundation of the facility itself. These are
information system and infrastructure. The actual utilization of public health care in addition to
its policy development and human resources were evaluated as very strong. Access to care is
rated as strong; it is the only system that showed a slight difference when compared to the other
systems. See Figure 1.
Figure1. Sweden: City’s strengths and weaknesses in providing public health care.

Main Public Health problems

The principal health issues include external injuries is the main health issue affecting all
age groups from as young as 0-9 to 35 and over. A consistent finding of substance abuse and
psychological illness is common in the following age groups: 15-19, 20-24, 25-34 and 35 and
over. Obesity is said to be common in the 15-19 and 35 and over age groups. While respiratory
issues are found in the 0-9 and 10-14 age groups. Lastly cancer seems to be a common cause
for concern in the 0-9 and 25-34 age groups (table 4).
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Table 4. Sweden: Principal health issues by age group
Age
Main Issue 1
Group

Main Issue 2

Main Issue 3

Main Issue 4

Main Issue 5

Home accidents

Respiratory

Cancer

Obesity

0-9

Traffic Accidents

Infectious
disease

10-14

External injuries

Respiratory

15-19

External injuries

Substance abuse

Psychological
illness

20-24

External injuries

Substance abuse

Psychological
illness

25-34

External causes

Substance abuse

Psychological
illness

Cancer

35 +

External causes

Substance abuse

Psychological
illness

Obesity

III. THE DRUG PROBLEM

The two areas rated as having partial autonomy in light of the decision making capacity
of specialized treatment agencies are: define policy and monitoring and evaluation. There is
total autonomy for budget, creation of plans and execution of actions and budgets. See Table
5.Table 5 . City Specific Competencies in Drug Treatment Policy Management
Area of Competence
Total Partial None
Policy design
X
Budgeting
X
Planning
X
Execution of measures and budget decided on at the central level
X
Monitoring and Evaluation

Main problems caused by illicit or licit drug use in the city
According to the report given there are four main issues caused by illicit and licit drug in
the city as noted in Figure 2. :
1) There is a noticeable increase in health problems, drugs and organized crimes.
2) A concern is that the increase in drug addiction has negatively affected the social,
medical and psychological well being of if inhabitants.
3) More specifically in addition to psychiatric problems there are social and medical crises.
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4) Crime and criminal activities are on the increase with emphasis on money laundering as
well as trafficing all of which affects the functioning of the city.
Figure 2. Sweden: Main problems caused by illicit or licit drug use in the city

Current Studies

Table 6 shows the most recent studies done on the incidence or prevalence of illicit or licit drug
use in the population.
Table 6. Studies of incidence or prevalence of illicit or licit drug use in the population
Title
Source
Author
CAN report 113,
Drogutvecklingen I
Sverige 2008
Statistical Bulletin
(2008)
2007 national report
(2006 data) to the
EMCDDA

http://www.can.se

CAN

http://www.emcdda.europa.eu
http://emcdda.europa.eu

Prevalence of substance use by age groups
There are three age groups noted to use alcohol, they include secondary, 15-34 and 3564. Across all age groups males have a higher percentage of alcohol use than females. Both
males and females in the secondary age groups are reported to have the highest percentage of
alcohol users when compared to the other age groups, males account for 34% and the females
25%.
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The percentage of male users in the secondary group (34%) are twice that of the alcohol
male users in the 35-64 age group. Apart from the secondary age groups, the second age group
with the highest percentage of alcohol users is the 35-64 age group (17%; 10%). Male users in
the 35-64 age group and the 15-34 age group had similar percentage of users (17 vs. 16). The
lowest percentage of alcohol users was found in the 15-34 female group (6%).
All age groups use marijuana. Similar to alcohol this is another popular substance
reported to be frequently used amongst the different age groups. When compared to alcohol
however the percentage of marijuana users is smaller.
The group that has the most marijuana users as is consistent with the other findings is
the secondary age group. Males have the highest percentage of 8 and females are a half of the
reported male percentage (4%). Age groups 15-34 account for 1% of female users and 35-64
1% male users.
Indicators related to illicit and licit drug use

There are two indicators related to illicit or licit drug use in the population. There are
1152 reported deaths from liver cirrhosis and 272 deaths from over drug doses.

City’s Main Strengths and Weaknesses

Based on the information provided in Figure 3 the evaluation of the strength of the
treatment for drug dependence on licit or illicit drugs is evaluated as being either strong or very
strong. The strongest in comparison to the other proposed indicators are information system,
human resources, utilization and policy development. Infrastructure, access to care and
integration with healthcare system were rated slightly lower as being the strong.
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Figure 3 Sweden: City’s main strength and weaknesses in providing treatment for the
dependence on licit or illicit drugs

Description of Treatment Services
There are 5 intensive outpatient treatment in the city. In light of residential treatment
there are 3 public facilities operating in the city. The city currently has 5 public operating
hospitals. There are no reports of self help organization for drug dependence treatment and
community service treatment. See Table 7.
Table 7. Number of Specialized Treatment Services in the City
Service
Type
Public
Private

Intensive
Outpatient
5
3
8

Residential Hospital
3
0
3

5
0
5

Self-Help
Organizations

Community
Services

8
0
8

6
0
6

Comments

In general Sweden seems to have a strong healthcare system that extends beyond the
public healthcare to specialized healthcare. It should be noted that given the reports of
psychological concerns faced by its inhabitants, Sweden has provided specialized care such a
psychiatric hospitals as well as mental health clinics. Based on the report given it inhabitants do
take full advantage of the healthcare services provided.
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Despite having these facilities in place Sweden is still plagued by the challenges of
addressing substance use. In that not only is the society facing psychosocial issues as a result,
but that there are physical evidences such as liver cirhosis as well as drug overdoses. A
recommendation is that further investigation be conducted into how these concerns can be
effectively addressed.

245

Annexes
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1. City
2.Country
3. Official responsible for providing this information (mandatory)
3a. Name
3b. Position
3c. Institution
3d. Address
3e. Tel/Fax
3f. e-mail

Official title
Name of the institution where you work
Complete postal address
Contact numbers (include country and area code) Tel:

Fax:

e-mail address

4. How does your city fit into the political-administrative structure of your country?
Total

Partial

None

4a. Political autonomy 60
4b. Political dependence on a central authority
4c. Financial autonomy61
4d. Financial dependence on a central authority

5. Demographics
CITY

5a. Population
5b. Geographic Area
(Km2)

COUNTRY
Number of inhabitants in the participating city or country.
Total area of the territory occupied by the city or country
(km2)

5c. Are there clearly differentiated ethnic or cultural groups in your city whose presence
affects the way in which drug treatment activities are carried out (for example: indigenous
peoples, migrants, Asian, Afro-American communities?)
5d. If the response to 5c. is ‘yes’, name the main ethnic or cultural groups and indicate
what percentage they are of the total population.
Ethnic /cultural group

No
Yes
% of overall
population

60

Political Autonomy. - The city has its own elected authorities who have the power to establish rules and regulations that apply to the city.
Financial Autonomy. - The city has its own resources and the power to levy local taxes and raise funds from other sources and administer them
for the benefit of the city.
61
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6. Economic Aspects Please use national data if you do not have local information available
6a. Average wage

In the country:

In the city
(if different from 6.a.)

Amount in local currency
Equivalent in US $

6b. Unemployment Rate (%)
6c. Percentage of population below poverty level (%)
Please use UNDP definition of poverty level if available

7. Socio-cultural aspects
7a. In the past five years, have any studies been conducted in your city or country on societal
values, attitudes, knowledge of risk factors, and prevailing behavioral norms regarding drug
use (licit or illicit)?

No
Yes

7b. If your answer to 7a. is “yes”, please provide the following details:
Please indicate the title of the study, authors and dates

Title

Source

Author

Date published or
accessed

1
2
3
4
5
7c. Comments:
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Health-Related Issues
8. In the public health sector, what responsibility or authority does your city
have for the following: (mark all that apply)

Total

Partial

8a. Policy-making
8b. Budgeting
8c. Planning
8d. Carrying out actions and executing budgets defined by a central authority

9. Health Services
Pub: Public
Prv: Private

11a. Number of health facilities
currently operating
City
Pub

Country
Prv

Pub

Prv

11b.Number of consultations
per year

11c. Capacity
Inpatient: Number of beds available

(most recent data available)
City
Country
Pub

Prv

Pub

City

Prv

Pub

Country
Prv

Pub

Prv

Hospital

Outpatient clinics
Psychiatric Hospital
Mental Health Clinics
Outpatient
(*) Public.- All facilities financed by government sources

10. General Health Indicators

In the country:
Male

This information, as far as possible, should be city-based. If city data are
not available, please use country data in the appropriate column.

In the city:

Female

Male

(If different)
Female

10a. Life expectancy at birth (years)
10b. Infant mortality (per 1,000 live births)
10c. Number of hospital beds per 100,000 inhabitants
10d. Number of doctors per 100,000 inhabitants

11. Identify your city’s main strengths and weaknesses in providing health services
– on a scale of 1-10
1 = very weak
10 = very strong

1
1
2
3
4
5
6
7

2

3

4

5

6

7

8

9

10

Information systems
Infrastructure
Access to care
Utilization
Policy development
Human resources
List other:
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12. What are the top five public health problems that affect the population in your city or country (by
age groups)?
If your country uses different age groups, please indicate the age group you are using
Describe briefly (50 characters maximum per line.) the 5 main health issues in your cit. Please indicate the source of your information

Age group: 0-9 years
In the city

In the country:

1
2
3
4
5
Age group: 10-4 years
In the city

In the country:

1
2
3
4
5
Age group: 15-19 years
In the city

In the country:

1
2
3
4
5
Age group: 20–24 years
In the city

In the country:

1
2
3
4
5
Age group: 25–34 years
In the city

In the country:

1
2
3
4
5
Age group: 35 years or more
In the city

In the country:

1
2
3
4
5

Drug-Related Problems
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13. What jurisdiction or authority does your city have with respect to drugs (licit or illicit) (mark all that
apply)

Total

Partial

N/A

13a. Define policies
13b. Define budgets
13c. Create plans
13d. Execute actions and budgets defined by a central authority
13e. Monitoring and evaluation

14. What are the main problems caused by illicit or licit drug use in your city?
Describe briefly (50 characters maximum per line) the main problems caused by drug use.

1
2
3
4
5

15. Does your city or country have
recent data (last five years) on the
incidence and prevalence of illicit
or licit drug use in the population?

No

Yes

City
Country

If the answer to 15 is “yes”, please complete questions 15a. and 15b. below

15a. If your answer to 15 is “yes”, please provide the following details:
Please indicate the title of the study, authors and dates

Title

Source

Author

Date published or
accessed

1
2
3
4
5
15b. Please indicate past year prevalence of the following substances. If your country uses different age
groups, please indicate the age group you are using: Indicate source and date
Type of
Secondary-school
substance
students
General Population
15-34 yrs
35-64 yrs
Total
Male

Female

Male

Female

Male

Female

Male

Female

1. Alcohol
2. Opioids
2.1 Heroin
2.2 Methadone
2.3 Other opioids
3. Cocaine
3.1 Cocaine
3.2 Coca paste
3.3 Crack
4. Stimulants
4.1 Amphetamines
4.2 Methamphetamines
(MDMA and other
derivatives)
4.3 Other stimulants
like…
5. Hypnotics and
sedatives
5.1 Barbiturates
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5.2 Benzodiazepines
6. Hallucinogens
6.1 LSD
6.2 Others like…
7. Inhalants
8. Marihuana
(cannabis)
9. Anabolic steroids
10. Psychotropic
medication without
medical prescription
11. Other not specified

16. Indicators related to illicit or
licit drug use. If data are available,

Number

please indicate the number for the most
recent year for which data are available, and
source of the data

16a. Number of deaths from liver
cirrhosis
16b. Number of traffic accidents
related to alcohol or other drugs
16c. Number of suicides or
attempted suicides while under the
influence of alcohol or other drugs.
16d. Number of crimes committed
while under the influence of alcohol
or other drugs
16e. Number of deaths from drug
overdoses

Source of the information

__________ deaths in year ______
__________ accidents in year ______
__________ deaths in year ______
__________ attempts in year ______
__________ crimes in year ______

__________ deaths in year ______

17. Identify your city’s main strengths and weaknesses in providing treatment for abuse/dependence
on licit or illicit drugs, on a scale of 1-10
1 = very weak
10 = very strong

1
1
2
3
4
5
6
7
8

2

3

4

5

6

7

8

9

10

Information systems
Infrastructure
Access to treatment
Utilization
Policy development
Human resources
Integration with
health care system
Other:

18. Specialized
services for
treatment of drug
dependence 62
(licit and illicit
drugs)
Pub: Public
Prv: Private

18a. Services

18b. Year

Indicate the number of treatment
services currently operating.
.

(most recent data available)

City
Pub

Country
Prv

Pub

Prv

City
Pub

18c. Capacity
Inpatient: Number of beds available

Country
Prv

Pub

Prv

City
Pub

Country
Prv

Pub

Prv

Outpatient
Treatment

62

See attached document “Description of Licit and Illicit Drug Treatment Specialized Services”
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Intensive outpatient
(Day Clinic)

Residential
Treatment
(Therapeutic community
or non-hospital residential)

Hospital
(Residential in a hospital)

Self-help
organizations
Community
services

19. Comments:
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Attachment: “Description of Licit and Illicit Drug Treatment Specialized Services”63

Outpatient
Treatment

Treatment in a nonresidential
setting
Limited stay (hours)
Frequency: (weekly or every other
day).
Example: Outpatient consultation

Intensive
Outpatient
Treatment /
Partial
Hospitalization

Treatment in a nonresidential setting
Stay of several hours, morning,
afternoon, or both. Frequency: daily.
Example: Day Hospital

Residential
Treatment

Residential
Treatment in a
hospital
framework

Community
Care Services /
Self Help
Groups

Inpatient treatment
Stay of 24 hours
Residential, structured emphasis.
Includes care typically provided in
residential settings, professional
medical, psychiatric, psychosocial
care, control of medications,
evaluation, treatment, rehabilitation,
family-based approaches, etc..
Example: Medium-term treatment
community

Patients diagnosed with degrees of severity that can
be managed with available resources or who have
been receiving treatment at a more intensive level
and have improved to the extent where they can
benefit from this level of care; or patients who could
require more intensive care but are not prepared to
commit fully to treatment.
Patients with "dual diagnoses", or mild (or more
severe but stable) mental disorders
Patients diagnosed with degrees of severity that can be
managed in an outpatient program, which, however,
requires reinforcement in terms of intensity of care,
which can be provided on a daily basis during visits of
several hours. This level may involve components
normally found in residential, more structured programs
Time and structure are required to integrate recovery
with the development of coping skills in the case of
patients in denial about their drug problem.
The effects of substance use disorders are evident and
very significant, with a very high level of damage, making
motivation and relapse prevention strategies impossible
or ineffective in an outpatient setting.
Cognitive disorders, temporary or permanent interfere
with interpersonal relations or the patient's emotional
coping skills.
Certain serious medical, psychological, and social
problems may be present requiring comprehensive,
multidimensional, and long-term treatment.
Living space is unprotective or toxic, inter-personal
relations chaotic or even abusive, offering little support.
Long histories of treatment. Law enforcement problems,
poor job or school performance, an antisocial system of
values.

Inpatient treatment.Stay of 24 hours
Emphasis on a general and
specialized medical care
Includes care typically provided in
Needs deriving from drug use disorders with moderate
residential settings, professional
and severe mental health and medical complications.
medical, psychiatric, psychosocial
Subacute medical and mental disorders requiring all of
care, control of medications,
the resources available in a general or specialized
evaluation, treatment, rehabilitation,
hospital.
family-based approaches, etc., under
the supervision of an accredited team
of healthcare professionals.
Example: Short- or medium-term
medically-managed residential setting.
The Community Care Services are psychosocial support structures that reinforce the
interventions at the various phases of the treatment, both in the induction, the approach to the
dependency and its complications, as well as in the process of social reintegration. They can be
considered treatment programs in the strict sense, but play an important role in the recovery of
people with addictive disorders. The classic example of this type are groups of mutual aid and
self-help, like AA and NA, but also include other organizations that provide academic and
occupational advisory services, transportation support, childcare, among others

63

Source: Guía Práctica para la Organización de un Sistema Integral de Tratamiento de la Dependencia de Drogas
(Practical Guide for the Organization of a Comprehensive Drug treatment System). Modified (CICAD-OAS, 2004)
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Instrument for rapid assessment of treatment facilities
for addressing local (urban) drug use problems

General Description of the Instrument
The purpose of this instrument is to provide a tool for local authorities responsible for organizing
treatment services for their populations of problematic drug users that will help them gather and
systematize the information needed for a rapid assessment of the current status of treatment in
their sphere of action (municipality or city).
The inherent complexity of studying drug-use-related problems and their treatment means that
the information gathered by means of this instrument has to be elicited from the competent
sources for each area addressed.
The person responsible for obtaining the information should coordinate with the various
sources, in such a way as to ensure that he or she has sufficient, reliable, and timely data on
the current status of treatment in the city that can serve as a basis for actions aimed at solving
the population’s problems.
Given the nature of the issues addressed in this assessment, key sources include those in
charge of general health care programs, particularly mental health care, and of social welfare
programs, whose job it is to deal with any of the problems related to the harmful use of and
dependency on legal or illegal drugs.
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Sections.- The instrument comprises four sections:
-

The first deals with general data on the city concerned and on the person responsible for
eliciting the information from the various different sources.

-

The second describes the context in which the problems arise and solutions are tested.
Data are collected to describe the variables corresponding to structural, social, and cultural
factors affecting drug use and abuse and actions undertaken to mitigate their impact on the
population. “Structural context” refers to those factors that characterize the city and its
surroundings, namely: geographical location, demographic profile of the population, social
and cultural diversity, employment and living conditions, the positioning of local institutions
and their relations with central government, and the degree of political and financial
autonomy of the city or municipality concerned.

-

The third section describes the health sector, at the local and national level, by defining local
government’s health care functions and analyzing health indicators.

-

The fourth garners specific information on drug use, its repercussions, and the local
resources available to attend to the affected population.

I- Identification
1. City/- Indicate in the box the official name of the city or municipality in which the assessment
is being carried out.
2. Country.- Indicate the name of the country
3. Identification of the person responsible for the information contained in the
instrument
3a. Name: Give the full name
3b. Position: Official name of the post held by the person responsible for supplying
the information given in the answers to the questionnaire
3c. Institution: Institution or agency he or she works for and which underwrites her or
his performance
3d. Address: Complete mailing address of the agency responsible for conducting the
assessment
3e. Telephone/fax: Fill in the numbers, including international and area access
codes.
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3f. E-mail: Fill in the e-mail address

II – Context variables:
4. Institutional aspects. This section list all aspects of the institutional framework in which
treatment activities are programmed and executed. The idea is to gauge the degree of
autonomy (political and financial decision-making capacity of the local level vis-à-vis the central
level), expressed qualitatively as “total,” “partial,” or “nonexistent” in the “autonomy” under
“autonomy/dependency.”
Example: If the local level is politically or financially completely dependent on central
government (with regard to the appointment of authorities or budget allocation), the “total” box
should be checked, or vice-versa.
4a. Political autonomy.- Check the appropriate answer (Total, Partial, or None) by
placing an “x” in the box
4b. Political dependency on the central level (central authority).- Check the
appropriate answer (Total, Partial, or None) by placing an “x” in the box
4c. Financial autonomy.- Check the appropriate answer (Total, Partial, or None) by
placing an “x” in the box
4d. Financial dependency on the central level (central authority).- Check the
appropriate answer (Total, Partial, or None) by placing an “x” in the box

5. Demographic aspects.- This section covers the general characteristics of the population of
the city and, for comparative purposes, that of the country, with respect to population density
(population / geographic area) and the presence of population groups with clearly differentiated
ethnic or cultural (racial, linguistic, religious) characteristics that need to be taken into
consideration when it comes to establishing the nature of the treatment to be provided.
5a. Total Population:- Indicate in the box provided the estimated number of
inhabitants (of the city and of the country) in the year in which the assessment is
conducted.
5b. Geographical area.- Indicate in square kilometers the geographical size of the
city/municipality and of the country.
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Note: The ratio of 5a to 5b is population density (# of inhabitants per km2)
5c. Existence of clearly differentiated ethnic or cultural groups.- Check the
corresponding box. (If the answer is “No,” proceed to item 6)
5d. Name and percentage distribution of ethnic or cultural groups.- Indicate the name
of the group and its percentage share of the total population of the city
(population pertaining to ethnic group (x, y, z) / total population of the city X 100)

6. Economic factors.- This section describes the economic context to be taken into
consideration with respect to supply and demand for treatment. For that countrywide data are
collected and also – if they differ significantly – local data. The variables to be recorded are
“average wage,” the “unemployment rate,” and the “poverty.”
6a. Minimum wage.- Based on reports by national and international economic
authorities, with amounts in local currency and, for comparative purposes, in United
States dollars (expressed as percentages) [CHECK] Insert figure in the box provided
6b. Unemployment rate.- Expressed as a percentage. Insert figure in the box provided
6c. Percentage of the population living below the poverty line (in poverty).- As defined by
international organizations (UNDP). Expressed as a percentage. Insert figure in the box
provided.

7. Socio-cultural factors (values, attitudes, risks, perception of harm) related to the drugs issue.This section describes what is known about the presence and influence of social and cultural
factors on the licit and illicit drug use of the population, societal attitudes to consumption and
risky behavior, the existence of behavioral norms regarding use and treatment, attitudes and
related values. The section explores the existence and availability of recent studies on such
factors in the city or country.
7a. Recent studies on socio-cultural factors related to drug use.- Indicate whether there
have been any known studies on this subject in the past five years, in the city or in the
country. (If the answer is “No,” proceed to item 8)
7b. List of studies on socio-cultural factors related to drug use.- This is a list of the
principal studies available on the subject referred to in 7a (if there are more than 5
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studies worth mentioning, the selection can be expanded. The information provided is
the title of the study, source, author, and date of publication.
7c. Comments.-

This refers to conclusions that might be drawn from the studies

mentioned, with respect to the influence of the factors studied with respect to drug use
problems and the provision of treatment..

III.- Health variables Note: This section should be filled in by the local health authority.
It describes the public health sector in the city, the local government’s spheres of competence,
principal health care issues (in the city and n the country), health indicators, and the availability
of health care resources.

8. Specific jurisdiction (responsibility) of the city with respect to public health.- Here it is a
matter of identifying the qualitative degree of autonomy or decision-making capacity of the local
level vis-à-vis the central authorities, with regard to health care policy-making, by checking
“total” or “partial” for “Policy-making,” “Budgeting,” “Planning,” and “Carrying out actions.”
8a. Policy-making.- Check the appropriate answer (Total or Partial) by
placing an “x” in the box
8b. Budgeting: Check the appropriate answer (Total or Partial) by placing
an “x” in the box
8c. Planning: Check the appropriate answer (Total or Partial) by placing
an “x” in the box
8d. Carrying out actions: Check the appropriate answer (Total or Partial)
by placing an “x” in the box
9. Health Services (Outpatient clinics and Hospitals).- This section describes the public and
private, hospital and outpatient clinic, health facilities available to attend to the population.
Public Services.- Those financed with government funds
9a. Number of health facilities currently operating.- State how many health service providers
are fully operational and open to the general public. Distinguish between public and private
sector entities.
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9b. Number of consultations per year.- Indicate how many consultations there were in the
calendar year prior to the evaluation. If that statistic is not available, use the most recent annual
figure of the past 5 years. If no information is available or is more than 5 years old, put “N/A”
(information not available)
9c. Capacity.- This refers to the number of beds available (“hospital beds” in the case of
hospitals or other forms of resident health care). Use the figure for the calendar year prior to the
evaluation. If that statistic is not available, use the most recent annual figure of the past 5 years.
If no information is available or is more than 5 years old, put “N/A” (information not available)

10. General Health Indicators.- Some of these indicators are hard to
come by at the local level. If they are not available, national indicators
may be used instead.10a. Life expectancy at birth (years). Fill in the
boxes provided, for men and women, in the country and in the city.
10b. Infant mortality. Fill in the boxes provided, for men and women, in
the country and in the city.

10c. Number of hospital beds per 100,000 inhabitants.- Fill in the
boxes provided, in the country and in the city.
10d. Number of doctors per 100,000 inhabitants.- Fill in the boxes
provided, in the country and in the city.

11. Your city’s main strengths and weaknesses in providing public health care services.Weighting of qualitative indicators of the city’s capacity for resolving public health care and drug
use-related problems. It is suggested that this analysis be based on consultations with key
players (focal groups, key informants)
On a scale of 0 (very weak) to 10 (very strong), check the box provided for each of the proposed
indicators.
If necessary, empty boxes may be used for other indicators of interest for the city. The proposed
indicators are:
1. Information systems
260

2. Infrastructure
3. Access to care
4. Utilization
5. Policy development
6. Human resources
7. List other

12. Principal health issues by age group.- Identify the five top health issues in your city and
country, for each of the age groups indicated. The public health statistics reported by the
competent health authority (annual health statistics) may be used as a reference.
The proposed age groups (*) are:
0-9 years
10 – 14 years
15 – 19 years
20 – 24 years
25 – 34 years
35 years or older
(*) If your city/country uses different age groups, please indicate which age group you refer to.
IV- Drug-Related Problems.In order to strike a balance between supply and demand for treatment, it is necessary to
identify the resources available for care, such as – both public and private -- specialized
treatment agencies. What is needed is information on the number of treatment and rehabilitation
centers operating in the area, the programs available and their accessibility, and the
characteristics and modus operandi of the different centers.
13. Specific jurisdiction of the city with respect to drugs.- Here it is a matter of identifying
the qualitative degree of autonomy or decision-making capacity of the local level vis-à-vis the
central authorities, with regard to health care policy-making, by checking “total” or “partial” for
“Policy-making,” “Budgeting,” “Planning,” and “Execution of actions.”
13a. Policy-making.- Check the appropriate answer (Total or Partial) by
placing an “x” in the box.
261

13b. Budgeting: Check the appropriate answer (Total or Partial) by
placing an “x” in the box
13c. Planning: Check the appropriate answer (Total or Partial) by placing
an “x” in the box
13d. Execution of actions and budgets defined by a central authority.
Check the appropriate answer (Total or Partial) by placing an “x” in the
box
13e. Monitoring and evaluation.- Check the appropriate answer (Total or
Partial) by placing an “x” in the box.

14. Main problems caused by illicit or licit drug use in the city.- Name the five principal
problems associated with licit and illicit drug use, in the city and in the country. It is suggested
that this analysis be based on consultations with key players (focal groups, key informants) List
the problems in descending order of importance.

15. Does your city have recent data on the incidence and prevalence of illicit or licit drug
use in the population? Indicate in the box provided whether the city and the country possess
recent data (last five years) on the incidence and prevalence of illicit or licit drug use in the
population. (If the answer is “No,” proceed to item 16)
15a. Studies of incidence or prevalence.- This section lists the main
studies available on incidence or prevalence (should there be more than five
studies worth mentioning, this section may be expanded). The information
provided is the title of the study, source, author, and date of publication.
15b. “Prevalence of use in the past year” by type of drug and gender, for
secondary school students and the population as a whole.- Based on
available reports, indicate “prevalence of use in the past year,” by type of
substance, among secondary school students and the population as a whole
( in age groups 15-34 years and 35-64 years), and by sex, for the most recent
year. If those statistics are not available, use the numbers for the most recent
year for which figures are available of the past 5 years. If no information is
available or is more than 5 years old, put “N/A” (information not available)
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16. Indicators related to illicit or licit drug use.- As some of these indicators are difficult to
come by at the local level, national indicators may be used instead (please indicate if local data
are used). The public health statistics reported by the competent health authority (annual health
statistics) may be used as a reference.

16a. Number of deaths from liver cirrhosis.- Indicate the number and
year in the box provided.
16b. Number of traffic accidents related to alcohol or other drugs.Indicate the number and year in the box provided.
16c. Number of suicides or attempted suicides while under the
influence of alcohol or other drugs.- Indicate the number and year in
the box provided.
16d. Number of crimes committed while under the influence of
alcohol or other drugs.- Indicate the number and year in the box
provided.
16e. Number of deaths from drug overdoses.- Indicate the number and
year in the box provided.

17. Identification (analysis) of the city’s strengths and weaknesses in providing treatment
for dependence on licit or illicit drugs. – List of qualitative indicators of the city’s capacity for
resolving problems related to the use of licit and illicit drugs. It is suggested that this analysis be
based on consultations with key players (focal groups, key informants)
On a scale of 0 (very weak) to 10 (very strong), check the box provided for each of the proposed
indicators.
If necessary, empty boxes may be used for other indicators of interest for the city. The proposed
indicators are:
1. Information systems
2. Infrastructure
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3. Access to care
4. Utilization
5. Policy development
6. Human resources
7. Integration with the health care system
8. Specify other

18. (Structure of) Specialized services for treatment of dependence on licit and illicit
drugs.- Describe the services available for the public, provided by the network specializing in
treatment of problems related to the use of licit and illicit drugs. The information is taken from
data on the public and private supply of services in the city and in the country.
Note: Given their ubiquity and importance as supporting organizations, self-help organizations
are included in this inventory even though they are not regarded as treatment services in the
strict sense.

18a. Services.- Indicate the number of establishments in the network
specializing in treatment of problems related to the use of licit and illicit drugs that
are currently fully operational and accessible for the population. Distinguish
between public and private sector entities.
18b. Number of consultations per year.- Indicate the number of consultations
in services of the network specializing in treatment of problems related to the
use of licit and illicit drugs during the calendar year prior to the evaluation. If
those statistics are not available, use the most recent annual figures of the past 5
years. If no information is available or is more than 5 years old, put “N/A”
(information not available)
18c. Capacity (of service).- This refers to the number of beds available
(“hospital beds” in the case of hospitals or other forms of resident health care).
Use the figure for the calendar year prior to the evaluation. If those statistics are
not available, use the most recent annual figures of the past 5 years. If no
information is available or is more than 5 years old, put “N/A” (information not
available)
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19. Comments: This space is left for a critical summary by the evaluating team of their
assessment of the situation. If necessary, up to two (2) more pages may be added for
comments. Font/format: Arial 12 points, double spaced.

Attachment: “Description of Specialized Services for Treatment of Drug Dependence (Licit and
Illicit)”.These are included , by way of reference, based on care levels proposed in the document
entitled “Guía Práctica para la Organización de un Sistema Integral de Tratamiento de la
Dependencia de Drogas” [Practical Guide for the Organization of a Comprehensive Drug
Treatment System], published by CICAD-OAS in 2004.
The Attachment describes the various model establishments for specialized treatment of drug
dependence, by levels of complexity:
- Outpatient treatment
- Intensive outpatient treatment (Day Hospital)
Residential treatment (in a non-hospital and hospital environment)
Community care services and self-help groups
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THE ORGANIZATION OF AMERICAN STATES
The Organization of American States (OAS) is the world’s oldest regional organization, dating back to the
First International Conference of American States, held in Washington, D.C., from October 1889 to April
1890. At that meeting the establishment of the International Union of American Republics was approved.
The Charter of the OAS was signed in Bogotá in 1948 and entered into force in December 1951. The
Charter was subsequently amended by the Protocol of Buenos Aires, signed in 1967, which entered into
force in February 1970; by the Protocol of Cartagena de Indias, signed in 1985, which entered into force
in November 1988; by the Protocol of Managua, signed in 1993, which entered into force on January 29,
1996; and by the Protocol of Washington, signed in 1992, which entered into force on September 25,
1997. The OAS currently has 35 member states. In addition, the Organization has granted permanent
observer status to 63 states, as well as to the European Union.
The essential purposes of the OAS are: to strengthen peace and security in the Hemisphere; to promote
and consolidate representative democracy, with due respect for the principle of nonintervention; to
prevent possible causes of difficulties and to ensure peaceful settlement of disputes that may arise
among the member states; to provide for common action on the part of those states in the event of
aggression; to seek the solution of political, juridical, and economic problems that may arise among them;
to promote, by cooperative action, their economic, social, and cultural development; and to achieve an
effective limitation of conventional weapons that will make it possible to devote the largest amount of
resources to the economic and social development of the member states.
The Organization of American States accomplishes its purposes by means of: the General Assembly; the
Meeting of Consultation of Ministers of Foreign Affairs; the Councils (the Permanent Council and the
Inter-American Council for Integral Development); the Inter-American Juridical Committee; the InterAmerican Commission on Human Rights; the General Secretariat; the specialized conferences; the
specialized organizations; and other entities established by the General Assembly.
The General Assembly holds a regular session once a year. Under special circumstances it meets in
special session. The Meeting of Consultation is convened to consider urgent matters of common interest
and to serve as Organ of Consultation under the Inter American Treaty of Reciprocal Assistance (Rio
Treaty), the main instrument for joint action in the event of aggression. The Permanent Council takes
cognizance of such matters as are entrusted to it by the General Assembly or the Meeting of Consultation
and implements the decisions of both organs when their implementation has not been assigned to any
other body; it monitors the maintenance of friendly relations among the member states and the
observance of the standards governing General Secretariat operations; and it also acts provisionally as
Organ of Consultation under the Rio Treaty. The General Secretariat is the central and permanent organ
of the OAS. The headquarters of both the Permanent Council and the General Secretariat are in
Washington, D.C.
MEMBER STATES: Antigua and Barbuda, Argentina, The Bahamas (Commonwealth of), Barbados,
Belize, Bolivia, Brazil, Canada, Chile, Colombia, Costa Rica, Cuba, Dominica (Commonwealth of),
Dominican Republic, Ecuador, El Salvador, Grenada, Guatemala, Guyana, Haiti, Honduras,
Jamaica, Mexico, Nicaragua, Panama, Paraguay, Peru, Saint Kitts and Nevis, Saint Lucia, Saint
Vincent and the Grenadines, Suriname, Trinidad and Tobago, United States, Uruguay, and
Venezuela.
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EU-LAC Drug Treatment City Partnerships is an initiative funded by the European Commission, and
coordinated by the Inter-American Drug Abuse Control Commission (CICAD), Secretariat for Multidimensional
Security of the Organization of the American States (OAS). The content of this publication does not necessarily
reflect the position of the EU or the OAS.
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