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T
he global burden of disease attributable to alcohol and illicit drug use is signifi cant 
by any measure; it amounts to 5.4% of the total burden of disease, according 
to the latest WHO estimates (WHO, 2009a). Another 3.7% of the global burden 
of disease is attributable to tobacco use. And disorders due to psychoactive 

substance use – including alcohol, drug and tobacco dependence – are the main underlying 
conditions ultimately responsible for the largest proportion of the global burden of disease 
attributable to substance use. 

Effective strategies and interventions exist to prevent and treat substance use disorders. 
However, effective implementation of such strategies and interventions relies on several 
health system levels, including policy frameworks, the organization of prevention and 
treatment systems, and provision of prevention and treatment interventions in health 
care and other settings. 

WHO’s key functions include monitoring health situations and assessing trends. In recent 
years the WHO Department of Mental Health and Substance Abuse has produced a series 
of ATLAS reports on global resources for mental health and neurological conditions. The 
WHO project ATLAS-SU used a similar methodology to collect, compile and disseminate 
information from countries on resources that are available for the prevention and 
treatment of substance use disorders. This report has been developed on the basis of 
that information and provides a general overview of the availability and organization of 
prevention and treatment services for substance use disorders around the world, with 
particular focus on low- and middle-income countries. 

The data presented in this report indicate that mental health services are the main 
providers of treatment for substance use disorders in less-resourced countries. In high-
income countries, specialized services play a signifi cant role in service provision for 
substance use disorders through a broad range of providers. Specialized services are 
important for consolidating and developing expertise and human resources, but improving 
the health and well-being of persons with substance use disorders – and their families 
– requires easily accessible and affordable services for those in need. Besides, in many 
less-resourced countries, specialization for health professionals in substance use disorders 
or addiction medicine is not available, or is available on only a very limited scale. In view 
of this situation, the most feasible way to improve coverage of treatment is to integrate 
prevention and treatment services for substance use disorders into health and social 
welfare systems, to make them available and implement them routinely in primary health 
care and other non-specialized settings as well as in the criminal justice system, and to 
ensure an appropriate provision of treatment or referral to treatment at different points 
of entry into the health and social care systems. 

Recent initiatives and programmes of WHO, such as the mhGAP programme (WHO, 
2008) and the development of the mhGAP intervention guide for mental, neurological 
and substance use disorders in non-specialized health settings (WHO, 2010), or the Joint 
UNODC-WHO programme on drug dependence treatment and care (UNODC/WHO, 2009), 

FOREWORD
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are expected to improve the coverage and quality of prevention and treatment interventions 
for substance use disorders in low- and middle-income countries. They are also expected 
to contribute to bridging the gap between population needs and available services, 
particularly in health care systems. 

Improving the coverage and quality of prevention and treatment interventions for substance 
use disorders requires well-developed and well-governed health care systems, properly 
educated and trained human resources, fi nancial resources that are commensurate with 
population needs, supportive policy and legislative frameworks, and the availability of 
appropriate essential medicines. This publication is WHO’s fi rst attempt to cover all these 
areas at global level with information collected from 147 countries from around the world, 
representing 88% of the world population. 

The data presented is this report are based on results of the questionnaire survey of 
focal points identifi ed in WHO Member States, and on the efforts of WHO staff to 
ensure validity of data. There are many challenges in collecting and presenting this type 
of information, from the boundaries of prevention and treatment systems in different 
countries to ensuring a common understanding of the terms and concepts used in the 
data collection tools. It is acknowledged that these challenges result in limitations to the 
presented data. However, the focus of the report is on presenting an overall picture of 
available resources for treatment and prevention of substance use disorders globally, in 
WHO regions, and in groups of countries with different levels of economic development. 
In each subsequent round of data collection, all efforts will be made to improve the validity 
and comparability of the data so that trends can be monitored in the development of 
prevention and treatment resources for substance use disorders around the world. We 
hope that this report will be useful to a wide range of stakeholders, particularly those 
engaged in international efforts to improve the prevention and treatment of substance 
use disorders in low- and middle-income countries.

 

Dr Shekhar Saxena
Director
Department of Mental Health and Substance Abuse 

Dr Vladimir Poznyak
Coordinator
Management of Substance Abuse 
Department of Mental Health and Substance Abuse 
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EXECUTIVE SUMMARY

Background 
This report provides for the fi rst time comparable global information on the availability of a 
range of resources required for the prevention and treatment of substance use disorders 
by drawing together information from 147 countries that represent 88% of the world 
population. 

A questionnaire was developed to measure a wide range of different resources that benefi t 
the prevention and treatment of substance use disorders at country level, including:

 o administrative and fi nancial resources such as the presence of government units, 
funding and ways of fi nancing treatment and prevention services in countries; 

 o health service resources such as the availability and coverage of different treatment 
services, the presence of pharmacological treatment, the number of beds and the 
length of stay for treatment;

 o human resources such as the involvement of health professionals for the treatment 
of substance use disorders, and the presence of other institutionalized and non-
institutionalized groups providing care for persons with substance use disorders; 

 o policy and legislative resources such as the presence of different policies and 
legislative provisions for prevention and treatment of substance use disorders; 

 o resources for prevention of substance use disorders, such as availability and coverage 
of different prevention services, implementation of screening and brief interventions 
in primary care, and presence of harm reduction programmes;

 o information resources such as knowledge of epidemiological aspects of substance 
use in the country, and knowledge of treatment service delivery. 

Key fi ndings
Chapter 1. Psychoactive substance use: epidemiology and 
burden of disease

 o Point prevalence of alcohol and drug use disorders

Globally, the prevalence of alcohol use disorders is signifi cantly higher than the prevalence 
of drug use disorders. Generally, alcohol and drug use disorders are more common among 
males than among females. 
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 o Psychoactive substance accountable for treatment demand

From the majority of countries in every WHO region1 but one, alcohol was reported to be 
the main psychoactive substance responsible for demand for treatment. In the Region 
of the Americas, treatment demand was chiefl y due to cocaine. 

 o Number of deaths and disability-adjusted life years lost due to psychoactive substance 
use

Globally, some 39 deaths per 100 000 population are attributable to alcohol and illicit 
drug use, out of which 35 deaths are attributable to alcohol use and four are attributable 
to illicit drug use. The use of alcohol and illicit drugs accounts globally for almost 13 
disability-adjusted life years (DALYs) lost per 1000 population. Approximately 11 DALYs 
per 1000 population are lost due to alcohol use, and approximately two DALYs are lost 
due to illicit drug use.

Chapter 2. Health services

 o Government administration and budget for treatment services 

The presence of a government unit or a government offi cial responsible for treatment 
services for substance use disorders was reported by 66.2% of countries. Fewer than 
half of the countries in the survey reported having a specifi c budget line allocated to the 
treatment of substance use disorders. 

 o Financing of treatment services 

Countries identifi ed tax-based funding, out-of-pocket payments and social health insurance 
to be among the foremost methods of funding treatment for alcohol and drug use 
disorders. Africa appears to be the only region in which out-of-pocket payments were 
reported to be the main funding method for alcohol and drug use disorder treatment 
services. 

 o Treatment setting for alcohol and drug use disorders

Nominated focal points in countries reported a variety of treatment settings for persons 
with alcohol and drug use disorders. In the majority of responding countries (39.8%), 
mental health services are the most common treatment setting for alcohol use disorders. 
A higher proportion of countries reported specialized treatment services as the main 
setting for the treatment of drug use disorders (51.5%) compared with treatment of 
alcohol use disorders (34.6%). 

 o Treatment services and coverage of alcohol and drug use disorder treatment

Among different treatment services, inpatient detoxifi cation for alcohol and drug use 
disorders appears to be the most frequently present in countries; it was reported to be 

1 For the list of countries in WHO regions see page 135.
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present in over 90% of countries responding to the survey. However, coverage of the 
population in need with alcohol and drug use disorder treatment services seems to be 
low. For example, in low-income countries the majority of persons with alcohol and drug 
use disorders are not covered by the respective treatment services.

 o Number of beds and length of stay

Among the responding countries, the median number of beds for alcohol and drug use 
disorders was 1.7 per 100 000 population (range of 0–52 beds per 100 000 population). 
The median length of stay for alcohol and drug detoxifi cation was 10.3 days and 14.0 
days respectively. 

 o Care for special populations 

Substance use disorder treatment services for prisoners were reported from 55.9% of 
surveyed countries, followed by substance use disorder treatment services for young 
people (47.6%) and for injecting drug users (40.0%). Specialized substance use disorder 
treatment services for pregnant women and commercial sex workers were reported to be 
present in 31.0% and 25.5% of countries respectively. Approximately 11.0% of countries 
reported having substance use disorder treatment services for indigenous populations. 

Specialized treatment services for persons with drug use disorders and HIV/AIDS were 
reported in 43.2% of countries. Around a quarter of countries (24.6%) reported having 
treatment services for people with both drug use disorders and tuberculosis.

Chapter 3. Pharmacological treatment

 o Policy framework and guidelines for the pharmacological treatment of substance use 
disorders 

Policy documents on the pharmacological treatment of substance use disorders were 
reported by 40.2% of countries, with Europe reporting the highest proportion of countries 
with policy documents on the pharmacological treatment of substance use disorders. 
Guidelines on the pharmacological treatment of substance use disorders were reported 
by approximately half of the surveyed countries (51.8%). 

 o Availability of therapeutic drugs for alcohol and drug use disorders 

With regard to the pharmacological treatment of alcohol withdrawal, benzodiazepines were 
reported to be used for the management of alcohol withdrawal in 90.9% of countries. 

For the treatment of opioid dependence, availability of methadone was reported by 41.6% 
of surveyed countries, buprenorphine by 27.7%, and buprenorphine/naloxone by 20.8% of 
countries. The highest proportion of countries reporting availability of methadone (88.6%), 
buprenorphine (59.1%) and buprenorphine/naloxone (50.0%) was in Europe. 
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 o Administration of opioid agonist pharmacotherapy

Length of treatment with opioid agonist pharmacotherapy was reported to be open-ended 
in the majority of countries, with 74.1% of countries reporting no time limit for opioid 
agonist pharmacotherapy. Over 55% of countries in the survey reported using methadone 
syrup/solution for the treatment of opioid dependence. Approximately 60% of countries in 
the survey reported commencing opioid agonist pharmacotherapy on an outpatient basis. 

 o Supervision and prescription requirements for opioid agonist pharmacotherapy

Supervision of methadone for the treatment of opioid dependence was required by 85.4% 
of countries in the survey. In 60.6% of countries buprenorphine supervision was required, 
while 71.4% of countries required buprenorphine/naloxone supervision.

More than 20% of countries in which methadone is used reported that doctors without 
special training are allowed to prescribe methadone. In approximately 10% of countries 
surveyed, it was reported that non-doctors are given the authority to prescribe opioid 
agonists. 

Chapter 4. Human resources

 o Health professionals 

A variety of health professionals seem to be responsible for the management of alcohol and 
drug use disorders in different countries. The majority of countries reported psychiatrists, 
general practitioners and addictologists/narcologists to be the health professionals chiefl y 
involved in the treatment of alcohol and drug use disorders. 

 o Standards of care and supervision for health professionals

Approximately half of the countries in the survey (47.6%) reported having national 
standards of care for health professionals working with persons with substance use 
disorders. The lowest proportions of countries with standards of care were reported in the 
regions of South-East Asia (20.0%), Africa (20.9%) and the Eastern Mediterranean (28.6%). 

The clinical supervision of nurses was reported in 57.1% of countries in the survey, 
followed by clinical supervision of doctors (52.5% of countries), social workers (44.4% 
of countries) and psychologists (43.5% of countries). Across the regions, Eastern 
Mediterranean and Europe reported having the highest proportions of countries with 
clinical supervision of health professionals.

 o Nongovernmental organizations and self-help groups for substance use disorders

A high proportion of countries have nongovernmental organizations (NGOs) that focus 
on alcohol and drug prevention, with 74.8% and 81.6% of countries reporting to have 
them for alcohol prevention and drug use prevention, respectively. Approximately 70% of 
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surveyed countries reported the presence of NGOs focusing on rehabilitation of alcohol 
and drug use disorders. NGOs involved in treatment of alcohol disorders and drug use 
disorders were reported from 54.5% and 59.9% of countries respectively.

Alcoholics Anonymous was reported to be active in the majority of countries (71.1%). 
Narcotics Anonymous was reported to be active in approximately half of the countries in 
the survey (56.7%), and Cocaine Anonymous in 11.5% of countries.

“Ex-addicts” or “recovering addicts” were reported to provide formal care for persons with 
substance use disorders in 59.9% of countries in the survey, and this situation appears to 
be most common in high-income countries. The highest proportion of traditional healers 
providing care for persons with substance use disorders was reported from low-income 
countries (44.7%). Religious groups or NGOs based on religious groups providing formal 
care for substance use disorders are reported most commonly among countries in the 
higher middle-income group (79.3%).

Chapter 5. Policy and legislation

 o Policy frameworks and special legislative provisions 

The majority of countries in the survey (68.0%) reported having a national substance 
abuse policy, with 100% of high-income countries reporting that they have one. The 
highest proportion of countries in the survey reporting substance abuse policies was in 
the European Region (93.2%). The African Region (32.6%) reported the lowest proportion 
of countries with substance abuse policies.  

Special legislation for the compulsory treatment of substance use disorders was reported 
from 42.5% of countries in the survey. Of these countries, 30% reported having special 
legislation for the compulsory treatment of both alcohol and drug use disorders together.

Government benefi ts for persons with alcohol and drug use disorders were reported 
from 40.6% of countries in the survey. The Western Pacifi c (78.6% for alcohol, 73.3% 
for drugs) and Europe (69.0% for alcohol, 70.5% for drugs) reported having the highest 
proportions of countries providing government benefi ts for persons with alcohol and drug 
use disorders. 

 o The criminal justice system and substance use disorders 

The presence of drug courts was reported in 20.5% of countries. The highest proportion 
of countries with drug courts was in the Eastern Mediterranean Region (38.5%). Africa 
(14.0%) and the Americas (14.3%) had the lowest proportions of countries with drug 
courts. 

Half of the countries in the survey (52.2%) reported having programmes referring 
or diverting clients from the criminal justice system towards treatment. The highest 
proportions of countries in the survey with programmes referring or diverting clients from 
the criminal justice system towards treatment were reported by Europe (66.6%), the 
Western Pacifi c (66.6%), the Eastern Mediterranean (61.6%) and South-East Asia (60.0%).
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Chapter 6. Prevention

 o Administration and budget

In 72.4% of countries in the survey, one or more government units responsible for 
the prevention of substance use disorders were reported. Half of the countries in the 
survey (50.0%) reported having a budget line in the annual budget for the prevention of 
substance use disorders. The lowest proportion of countries reporting budget lines was 
in Africa (30.2%). 

 o Availability and coverage of prevention services 

School-based programmes, community-based programmes, and workplace programmes 
for the prevention of substance use disorders were reported by 77.9%, 68.5% and 58.6% 
of countries respectively. However, coverage of the population in need with school-
based programmes, community-based programmes, and workplace programmes for the 
prevention of substance use disorders appears to be low. For example, over 50% of the 
countries indicated that the coverage of school-based programmes for the prevention of 
substance use disorders would be provided for less than half of the population in need. 

 o Prevention services in special populations and harm reduction 

The most commonly reported prevention programmes were those for children and families 
at risk (45.2% of countries), followed by prevention programmes for prisoners (43.2%), 
for people living with HIV/AIDS (41.1%), for pregnant women (32.2%), for commercial 
sex workers (29.5%) and for minority groups (17.8%). 

The presence of needle/syringe exchange programmes differs within countries. In 41.1% 
of countries, community-based needle/syringe exchange programmes were reported. 
Some 6.6% of countries reported having syringe exchange programmes in prisons.

 o Screening and brief intervention programmes

Screening and brief interventions implemented in primary health care for hazardous and 
harmful alcohol use and for drug use were reported by 47.9% and 46.2% of countries 
respectively. The Americas and the Western Pacifi c reported the highest proportions of 
countries with screening and brief interventions for harmful alcohol use (76.2% and 69.2% 
respectively) and drug use (65.0% and 71.4% respectively). 

 o Groups and agencies involved in prevention of substance use disorders

Different groups and agencies appear to be involved in the prevention of substance use 
disorders in countries. In 78.1% of countries, schools are involved in the prevention of 
substance use disorders, followed by community groups (49.3%) and employers (29.5%). 
The involvement of law enforcement agencies in the prevention of substance use 
disorders was reported by 68.5% of countries. Involvement of international organizations 
in the prevention of substance use disorders was reported by 56.8% of countries, followed 
by the involvement of labour organizations (19.2%).



1

INTRODUCTION

Dimensions of psychoactive substance use and dependence
The use of alcohol and other psychoactive substances alters both the function and, 
ultimately, the structure of the brain by the altered stimulation of particular pathways in the 
central nervous system. Mood, perception and consciousness are affected by the use of 
psychoactive substances, which can infl uence the capacity of persons to exert control over 
their drug use. The result can lead to physical and psychological dependence, coercing 
the person to continue taking the drug despite adverse consequences. Besides profound 
impairment and loss of physical health, people with alcohol and drug use disorders may 
suffer severely from psychological and psychosocial problems, interpersonal problems, 
loss of employment, diffi culty in participating in education, and legal problems.

Given the complexity of substance use disorders and their effects on the health and social 
aspects of the person, treatment and prevention of alcohol and drug use disorders may 
involve a range of treatment and prevention modalities which may be delivered in a variety 
of settings. Treatment modalities may involve pharmacological treatment but may also 
include other components of health care, such as psychological support and counselling, 
as well as rehabilitation to respond to the stage of the illness and to the different needs 
of the person with the substance use disorder. Delivery of adequate care and treatment 
for persons with alcohol and drug use disorders requires a well functioning treatment 
and prevention system that has the capacity to respond to the needs of these persons. 

What constitutes resources for the treatment and prevention of substance 
use disorders? 
The effective prevention and treatment of substance use disorders requires the availability 
of a range of resources at the national or subnational level. Resources therefore comprise 
fi nancial capital of national authorities to fund treatment and prevention services for 
substance use disorders, but also include human and institutionalized resources such as 
the availability of health care staff and nongovernmental organizations (NGOs) assisting 
in the delivery of care and treatment for the population in need. Within the health care 
setting, clinical management of substance use disorders may involve a variety of services 
and treatment approaches; treatment may also be differentiated by the use of different 
classes of pharmacological drugs used for detoxifi cation or for the treatment of alcohol 
and drug dependence. Other resources include the knowledge of national authorities 
about the epidemiological situation in the country regarding substance use disorders, and 
data on national service delivery data and associated treatment service information. The 
know-how of health professionals and the use of national standards of care for health 
professionals also comprise resources, as do guidelines, policy documents and special 
legislative provisions regulating the context in which treatment is provided.

Why monitoring of resources is essential 
Globally, there is an impression that there is a large treatment gap for substance use 
disorders – i.e. that only a small proportion of those people in need of treatment, or those 
who would benefi t from prevention measures, are receiving treatment or prevention 
measures. The ATLAS on Substance Use (ATLAS-SU) attempts both to explore the 
size of the treatment gap and to examine the underlying reasons for that gap. Any 
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signifi cant prevention and treatment gap suggests a shortage of resources for the 
treatment and prevention of substance use disorders. Given the competition for scarce 
health resources, both low-income and high-income countries can benefi t from a more 
detailed awareness of what resources are being made available for the treatment of 
substance use disorders, so that this can be compared to other health priorities or other 
models of resource distribution (as may be used in other countries, for instance). In view 
of this, the ATLAS-SU project seeks to map those resources at national, regional and 
global levels to highlight the specifi c resources available for treatment and prevention of 
substance use disorders. As such, it represents an essential tool for national authorities, 
health professionals and policy-makers in helping to assess the priority of needs, and in 
increasing the quality of care for people with substance use disorders. For the fi rst time, 
information about the resources available for the treatment and prevention of substance 
use disorders in all WHO regions has been collected and analysed, making national, 
regional and global comparisons possible. A structured description of available prevention 
and treatment resources for substance use disorders is also a prerequisite for a more 
detailed assessment of treatment systems, and for improving treatment and prevention 
systems for substance use disorders at national, regional and global levels.

The objective of the ATLAS-SU project and the structure of the report
The objective of the ATLAS-SU project was to collect, compile, analyse and disseminate 
basic information from WHO Member States on the following resources and assets 
required for substance use treatment and prevention: 

 o administrative and fi nancial resources such as the presence of government units, 
funding and ways of fi nancing treatment and prevention services in countries; 

 o health service resources such as the availability and coverage of different treatment 
services, the presence of pharmacological treatment, and the number of beds and 
length of stay for treatment;

 o human resources such as the involvement of health professionals for the treatment 
of substance use disorders, and the presence of other institutionalized and non-
institutionalized groups providing care for persons with substance use disorders; 

 o policy and legislative resources such as the presence of different policies and 
legislative provisions for prevention and treatment of substance use disorders; 

 o resources for prevention of substance use disorders, such as availability and coverage 
of different prevention services, implementation of screening and brief interventions 
in primary care, and presence of harm reduction programmes;

 o information resources such as knowledge of epidemiological aspects of substance 
use in the country, and knowledge of treatment service delivery. 

In accordance with the information collected from national authorities and experts in 
the fi eld, the ATLAS-SU report is divided into six chapters. Chapter 1 introduces the 
epidemiological aspects and the burden of disease attributable to alcohol and drug use 
and provides information on the level of need for treatment of substance use disorders. 
Chapter 2 illustrates health service resources such as fi nancing and availability of treatment 
services, and the number of beds and length of stay for treatment of substance use 
disorders. Data on implementation of pharmacological treatment for substance use 
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disorders are presented in chapter 3. Chapter 4 covers human resource aspects, and 
provides information about the health workforce for substance use disorders. Policy and 
legal resources for people with substance use disorders are discussed in chapter 5, before 
concluding with resources for the prevention of psychoactive substance use in chapter 6. 
Each chapter begins with an expert introduction before data from the ATLAS-SU survey 
are presented. Data from the ATLAS-SU survey are presented graphically in bar and pie 
charts. Salient fi ndings are described, and notes and comments on the data are given. 

The raw data on which the ATLAS-SU report was prepared will be available in a searchable 
online database on the web site of the Management of Substance Abuse programme 
at WHO (www.who.int/substance_abuse/en). This will enable more detailed analyses to 
be conducted. 
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METHODOLOGY

Procedures of the ATLAS-SU project and sequence of action
The ATLAS project has involved staff at WHO headquarters and WHO regional and country 
offi ces in collecting data and information on national resources for the treatment and 
prevention of alcohol- and drug-related problems. The ATLAS survey instrument, which is a 
paper-based survey instrument designed specifi cally for this purpose, is the project’s core 
component. The ATLAS-SU project was conducted according to different administrative 
and methodological steps, starting from the development of the questionnaire and ending 
with the statistical analyses and presentation of data. The sequence of action is briefl y 
outlined below. 

 o Stage 1: Questionnaire development. The ATLAS-SU questionnaire was developed in 
collaboration with WHO regional offi ces. Categories of resources for the treatment and 
prevention of substance use disorders were defi ned and indicators were developed 
accordingly. Standardized answers were provided for the respective indicators in 
order to facilitate data compilation. Response options for close-ended questions were 
exhaustive and mutually exclusive. Alongside the questions, a glossary was provided 
to standardize terms and to ensure that the conceptualizations of resources were 
understood equally by all respondents. The questionnaire was drafted in English, and 
was translated into four offi cial United Nations languages – Arabic, French, Russian 
and Spanish. 

 o Stage 2: Focal point nomination. In the respective countries, WHO headquarters 
together with WHO regional offi ces requested ministries of health or other responsible 
ministries to appoint a focal point to complete the ATLAS-SU questionnaire. The 
focal point was encouraged to contact other experts in the fi eld to obtain information 
relevant to answering the survey questions. In a few WHO Member States, focal 
point nominations could not be obtained; in these countries, other prominent technical 
experts in the fi eld of psychoactive substance use were identifi ed through WHO 
collaborating centres and professional associations (such as the World Psychiatric 
Association and the International Society of Addiction Medicine) and were contacted 
and requested to provide the relevant information. This step was taken to enhance 
the response rate of the survey.

 o Stage 3: Questionnaire submission. Close contact with the focal points was maintained 
during the course of their nomination and through to questionnaire submission. 
A service desk was set up at WHO headquarters to respond to focal point enquiries, 
to provide additional guidance, and to assist focal points in fi lling out the ATLAS-SU 
survey instrument. Upon expiry of a timeline, focal points were required to submit 
the questionnaire electronically or by postal mail to WHO headquarters or to the 
respective WHO regional offi ce. 

 o Stage 4: Clarifi cation process. Once received, the questionnaire and the questionnaire 
responses were screened for incomplete and inconsistent answers. To ensure high 
quality data, respondents were contacted again and were asked to respond to the 
requests for clarifi cation and to correct their responses. 
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 o Stage 5: Data management. Upon receipt of fi nal questionnaires, data were entered 
into a statistical package (SPSS 16). For the ease of statistical analyses, some 
questions were regrouped. An identifi er was applied to the responses of each 
country to facilitate disaggregation of data by WHO region and by the World Bank list 
of economies (based on the World Bank list of economies of 2007). Economies are 
divided according to gross national income per capita. According to the World Bank 
these groups are low-income countries (having a gross national income of US$ 935 or 
less), lower middle-income countries (US$ 936 to US$ 3,705), higher middle-income 
countries (US$ 3,706 to US$ 11,455) and high-income countries (US$ 11,455 or 
over). Lists of countries by WHO region and by the World Bank list of economies are 
provided at the end of this report. 

 o Stage 6: Statistical analyses of data and presentation of data. Frequency distributions 
and measures of central tendency were calculated as appropriate, and data were 
disaggregated according to WHO regions and different income groups of countries. 
To illustrate the information obtained, data were exported into Microsoft Offi ce Excel 
to produce bar and pie charts. 

 o Stage 7: Data availability on a searchable database. Data will be uploaded to a 
searchable database (i.e. to a global information system) on the WHO web site. Within 
the global information system indicators of the ATLAS project can be selected and 
presented according to country and WHO regions.

Representativeness and limitations of data
The questionnaire was developed in 2007, and sent out to the countries for completion in 
2008. Data were obtained from all WHO regions, although not all WHO Member States 
within the regions responded to the survey questionnaire. Data presented in the ATLAS 
report refl ects information from countries which responded to the survey. In total, 147 out 
of 193 countries took part in the ATLAS-SU project and submitted a questionnaire, thus 
covering 76% of all WHO Member States and 88% of the world population. However, 
for some questions the denominator was below the overall number of questionnaires 
received. Numbers in the respective categories (i.e. region and income group) are indicated 
if no more than 15% of countries responded to the survey question. 

In the WHO African Region 43 countries responded to the ATLAS-SU questionnaire 
(93% coverage of countries in the region), in the WHO Region of the Americas 
21 countries responded (58% coverage of countries in the region), in the WHO Eastern 
Mediterranean Region 14 countries responded (67% coverage of countries in the region), 
in the WHO European Region 44 countries responded (83% coverage of countries in the 
region), in the WHO South-East Asia Region 10 countries responded (91% coverage of 
countries in the region), and in the WHO Western Pacifi c Region 15 countries responded 
(54% coverage of countries in the region). 

Data were collected from countries which nominated a national focal point to respond to 
the survey. Data refl ect expert opinion in the majority of cases. However, respondents 
to the survey were encouraged to consult with other technical experts in the fi eld, and 
to support their data with scientifi c evidence. 
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CHAPTER 1. PSYCHOACTIVE SUBSTANCE 
USE: EPIDEMIOLOGY AND BURDEN OF 
DISEASE

1.1 Alcohol

Jürgen Rehm and Jayadeep Patra

Alcohol is possibly the oldest psychoactive substance used by mankind (McGovern, 2009). 
Currently, it is also the most prevalent psychoactive substance, although the majority of 
the world adult population abstains. Globally, 46% of all men and 73% of all women abstain 
from alcohol, and most of these persons have not consumed any alcoholic beverage 
during their entire lives. There are huge variations in abstention around the world. The 
overwhelming majority of people in a belt stretching from Northern Africa, over the Eastern 
Mediterranean, South Central Asia and South-East Asia to the islands of Indonesia abstain 
for reasons often attributable to religion and culture. In other parts of the world such as 
Europe, less than 20% of the population abstains on average.

The level of abstention is relatively strongly associated with the level of overall adult per 
capita consumption. Total adult per capita consumption is highest in countries in Eastern 
Europe where total adult per capita consumption ranges from 15 to 21 litres per year, 
and is lowest in Northern Africa, the Eastern Mediterranean, South Central Asia, South-
East Asia and the Indonesian islands where also the majority of the population abstains.

The burden of disease attributable to alcohol
The burden of disease attributable to alcohol was based on the Comparative Risk 
Assessment (CRA) methods (Rehm, Klotsche & Patra, 2007; Rehm et al., 2009b) which 
were also used in the WHO Report on Global Health Risks to compare with other risk 
factors (WHO, 2009a). In 2004, 7.6% of the global burden of disease and injury was 
attributable to alcohol consumption among men and 1.4% to consumption among women. 
Neuropsychiatric disorders, including alcohol use disorders, account for 36.4% of all 
disability-adjusted life years (DALYs)1 caused by alcohol (Rehm et al., 2009b). 

Alcohol-attributable harm is determined not only by the overall level of consumption 
but also by the drinking pattern (e.g. by heavy drinking occasions) (Rehm et al., 2010). 
Both level and pattern of alcohol consumption are related to many disease categories, 
but alcohol use disorders, cancers, cardiovascular diseases, liver cirrhosis and injuries 
constitute the most important disease categories which are causally related to alcohol 
consumption (Rehm et al., 2009b). Globally, the Russian Federation and the surrounding 
countries – a region with high overall volume and detrimental drinking patterns – have the 
highest level of alcohol-attributable harm. Almost one out of every fi ve years of life lost due 
to premature mortality or disability is attributable to alcohol in this region; for the Russian 
Federation this toll is even higher. Latin America is another region with a relatively high 

1 The sum of years of potential life lost due to premature mortality and the years of productive life lost due to disability.
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impact from alcohol. The least alcohol-attributable harm can be found in Africa, the Eastern 
Mediterranean and in the southern part of Asia, especially in countries with predominantly 
Muslim populations. In evaluating these numbers it should be recognized, however, that 
these data are based on the CRA of the year 2000, in which the detrimental impact of 
alcohol on infectious diseases such as tuberculosis was not suffi ciently established and 
the Global Burden of Disease study had fewer categories which resulted in exclusion of 
some of the impact of alcohol (e.g. on pancreatitis) (Rehm & Mathers, 2009). Inclusion 
of alcohol-attributable infectious disease categories would change the picture to a great 
extent (Rehm et al., 2009a; Rehm & Parry, 2009). Even without considering the effect 
of alcohol on infectious diseases, harmful use of alcohol is one of the most important 
contributors to the global burden of disease (WHO, 2009a) and most recently (2004) 
ranked third behind childhood underweight and unsafe sex. 

Alcohol use disorders and global estimates
Alcohol use disorders comprise alcohol dependence and the harmful use of alcohol. 
Global estimates for alcohol use disorders are based on epidemiological studies which 
assess these disorders through diagnostic assessment instruments and defi ne alcohol use 
disorders through international disease classifi cation systems such as the International 
Classifi cation of Diseases (ICD) and the Diagnostic and Statistical Manual of Mental 
Disorders (DSM) (Kehoe, Rehm & Chatterji, 2007; Rehm et al., 2009b). 

The highest prevalence rates of alcohol use disorders in the population can be found in 
parts of Eastern and Central Europe (highest prevalence rates of alcohol use disorders in 
some countries reaching up to 16%), in the Americas (prevalence rates in some countries 
in this region reaching up to 10%), South-East Asia (prevalence rates reaching up to 
10%) and in some countries in the Western Pacifi c (prevalence rates in some countries 
reaching up to 13%). In India, for example, in spite of high abstention rates with almost 
all women abstaining from alcohol, a pattern of frequent and heavy drinking is observed 
among those who drink, resulting in high rates of alcohol use disorders among drinkers 
(Prasad, 2009; Rehm et al., 2009b).
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1.2 Illicit drugs

Louisa Degenhardt

Illicit drugs are used by only a minority of the global population. The United Nations Offi ce 
on Drugs and Crime (UNODC) estimated that between 172 and 250 million people aged 
15–64 years had used an illicit drug at least once in 2007 (UNODC, 2009). Cannabis was 
by far the most commonly used illicit drug (3.3–4.4% of the population aged 15–64 years), 
with the highest prevalence in North America, Western Europe and Oceania. Some 16–53 
million people aged 15–64 years were estimated to have used amphetamines (0.4–1.2%), 
with the highest levels in South-East Asia. An estimated 16–21 million people used cocaine 
(0.4%–0.5%) with use concentrated in North America, followed by Western and Central 
Europe, and South America. The number of opiate users was estimated at 16–20 million, 
with the main drug traffi cking routes out of Afghanistan having the highest levels of use 
(UNODC, 2009). 

Those who use drugs once or twice have, at most, a very small increase in morbidity 
and mortality, with the concentration of harms occurring among those who use drugs 
regularly. The commonly used expression “problematic drug use” could be defi ned as 
corresponding to the WHO’s International Classifi cation of Diseases (ICD) categories 
“harmful drug use” and “drug dependence” (WHO, 1993). 

Risk factors for drug dependence
Studies examining the level of risk for dependent use among lifetime drug users are 
limited, but studies in the USA and Australia have suggested that perhaps one in fi ve 
people who ever use an illicit drug might meet criteria for dependence at some point 
(Glantz et al., 2008; Hall et al., 1999). The extent of this risk varies across drug types, 
with greater risks for drugs with a rapid onset and shorter duration of effect. Using drugs 
by smoking or via injection carries greater dependence risk (Anthony, Warner & Kessler, 
1994; Volkow et al., 2004; McKetin, Kelly & McLaren, 2006). 

Risk factors for drug dependence may differ between countries, although few studies have 
directly examined this (Degenhardt et al., 2010). A study of initiation to use and progression 
to dependence in the WHO World Mental Health Surveys found a range of variables that 
were common to the development of illicit drug dependence among users (Degenhardt 
et al., 2010): earlier onset of drug use; using more types of illicit drugs; and onset before 
age 15 years of externalizing (e.g. conduct disorder) and internalizing mental disorders 
(e.g. depression) (Degenhardt et al., 2010). These fi ndings are consistent with those from 
cohort studies in high-income countries, which have found that early onset drug use, and 
mental health problems, are risk factors for later dependent drug use (Toumbourou et 
al., 2007), and that mental health problems increase the risk of developing problem use 
if drug use begins. Less-studied risk factors include structural determinants such as high 
unemployment, poverty and social and cultural factors.

Global estimates of “problem drug use”
Global and regional estimates have been made of the number of “problematic drug 
users”. A systematic review of data on the prevalence of injecting drug use estimated 



10

ATLAS on substance use (2010) — Resources for the prevention and treatment of substance use disorders

that, globally, 11–21 million people injected drugs1 in 2007 (Mathers et al., 2008). In 
2007, UNODC estimated that there were between 18 and 38 million “problem drug 
users” (i.e. injecting drug users or problem users of opioids, cocaine or amphetamine) 
(UNODC, 2009). “Illicit drug dependence” was assessed in the WHO’s World Mental 
Health Surveys, in 27 countries in fi ve WHO regions (Kessler & Üstün, 2008), with 
signifi cant geographic variation in rates of illicit drug use (Degenhardt et al, 2008) and 
drug dependence (Demyttenaere et al., 2004), and higher rates of drug dependence in 
developed countries (Kessler & Üstün, 2008). These differences may refl ect a combination 
of actual differences, as well as cultural differences in the understanding of, and 
preparedness to report, illicit drug use and related problems in surveys. 

To date, no estimates of the prevalence of specifi c forms of drug dependence have been 
made regionally and globally, and few countries have made estimates for specifi c drug 
types. This is a major gap in knowledge that severely limits our capacity to make evidence-
based decisions about the extent of need for interventions to address drug dependence. 
Interventions shown to be effective differ in important ways across drug types, with 
opioid pharmacotherapy being the mainstay of treatment for heroin dependence, and 
psychosocial interventions being more appropriate for cannabis and psychostimulant 
dependence. There is a need to improve our understanding of these basic epidemiological 
questions about illicit drug use and dependence in order to improve our capacity to 
respond, nationally and globally. 

1 Injecting drug use: use of a drug by injection, which may be intravenous, intramuscular or subcutaneous.
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1.3 Epidemiology of psychoactive substance use and burden of 
disease

(Figures 1.1–1.7)

Background
 o Estimates of the numbers of deaths and the amounts of loss of healthy life for major 

diseases, including the use of alcohol and illicit drugs are provided by the Global 
Burden of Disease project which was initiated during the 1990s (WHO, 2004). 

 o Alcohol and drug-attributable DALYs represent a measure of overall disease burden, 
quantifying mortality and morbidity due to alcohol and illicit drug use in a single disease 
measure. The burden of disease expressed in DALYs quantifi es the gap between the 
current health status of the population and an ideal situation where everyone lives to 
old age in full health (WHO, 2009a). 

Salient fi ndings
Prevalence of alcohol and drug use disorders in the population (point 
prevalence)

 o Across countries, the point prevalence of alcohol use disorders (in the population aged 
15 years and over) is generally higher than the point prevalence of drug use disorders 
in the same population and is generally higher among men than among women. 

 o Global prevalence rates of alcohol use disorders were estimated to range from 0% 
to 16%, with the highest prevalence rates to be found in Eastern Europe. 

 o Among males, the point prevalence of alcohol use disorders for males is estimated 
to be highest (i.e. ≥6.4%) in Eastern European countries, in parts of Asia and among 
countries in the Americas. Among females, the highest estimated prevalence rates 
of alcohol disorders (i.e. ≥1.6%) were found in Eastern European countries and in 
selected countries in the Americas and in the Western Pacifi c.

 o Among men and women, the estimated prevalence of alcohol use disorders was 
found to be lowest in the African and Eastern Mediterranean regions.

 o Global prevalence rates of drug use disorders were estimated to range from 0% to 
3%, with the highest prevalence rates found in the Eastern Mediterranean Region.

 o The highest estimated prevalence rates of drug use disorders among men (≥1.6%) 
and women (≥0.4%) were found in parts of the Americas. Selected countries in Africa, 
Eastern Mediterranean, Europe and the Western Pacifi c were found to have high 
rates of drug use disorders among men and women in addition. 
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Number of deaths and disability-adjusted life years lost
 o Globally, approximately 39 deaths per 100 000 population are attributable to alcohol 

and illicit drug use, out of which 35 deaths are attributable to alcohol use, and four 
deaths to illicit drug use. 

 o The highest numbers of deaths due to alcohol and illicit drug use were found in 
Europe where 70 deaths per 100 000 population are attributable to alcohol use and 
approximately fi ve deaths per 100 000 to illicit drug use. 

 o In almost all regions, numbers of deaths attributable to alcohol use are higher than 
those for illicit drug use. In the Eastern Mediterranean Region, however, nine deaths 
per 100 000 population are attributable to illicit drug use, and approximately four 
deaths per 100 000 population are attributable to alcohol use. 

 o Use of alcohol and illicit drugs accounts for almost 13 DALYs lost per 1000 population 
worldwide. Approximately 11 DALYs per 1000 population are lost due to alcohol use, 
and approximately two DALYs are lost due to illicit drug use. 

 o DALYs lost due to alcohol and illicit drug use were found to be highest in Europe 
(approximately 23 DALYs lost per 1000 population) and the Americas (approximately 
18 DALYs lost per 1000 population). 

 o In the Eastern Mediterranean Region more DALYs are lost due to illicit drug use (four 
DALYs lost per 1000 population) than due to alcohol use (approximately 1.5 DALYs 
lost per 1000 population). 

 o The number of DALYs lost due to alcohol and illicit drug use varies by country income. 
Higher middle-income countries were found to have the greatest number of DALYs 
lost due to alcohol and illicit drug use (24 DALYs lost per 1000 population due to 
alcohol use and approximately three DALYs lost due to illicit drug use). 

Notes and comments
 o Prevalence estimates for alcohol and drug use disorders are standardized and 

comparable across countries and regions of the world. Prevalence data are taken 
from the Global Burden of Disease study (WHO, 2004). 

 o Alcohol use disorders included in the Global Burden of Disease analysis included 
alcohol dependence and harmful use of alcohol. Drug use disorders included in the 
Global Burden of Disease analysis included opioid dependence and harmful use of 
opioids, and cocaine dependence and harmful use of cocaine. The defi nitions of 
dependence and harmful use that were used were the ICD-10 defi nitions (WHO, 
1993). 

 o As a single measure of disease burden, DALYs do not capture all dimensions of the 
health burden and do not take the suffering of patients and their relatives due to 
psychoactive substance use into account. 
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The boundaries and names shown and the designations used on these maps do not imply the expression of any opinion whatsoever on the part of the World Health Organization concerning 
the legal status of any country, territory, city or area or of its authorities, or concerning the delimitation of its frontiers or boundaries. Dotted lines on maps represent approximate border lines 
for which there may not yet be full agreement.
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1.4 Main psychoactive substances used in the treatment 
population

(Figures 1.8–1.9)

Background 
 o Nominated focal points in countries were asked to report the main psychoactive 

substances accountable for entry into treatment. 

Salient fi ndings
 o In the majority of countries (53.9%) alcohol was identifi ed as the main psychoactive 

substance at entry into treatment. Alcohol was reported to be the main psychoactive 
substance responsible for treatment demand in the majority of countries in every 
region, with the exception of the Americas. 

 o The majority of countries in the Region of the Americas (50%) reported cocaine to 
be the main psychoactive substance at treatment entry. 

 o In the Eastern Mediterranean Region, alcohol and cannabis were identifi ed by the 
majority of countries as being most frequently the main psychoactive substances 
at treatment entry. Opioids were reported as the main psychoactive substance at 
treatment entry in 20% of countries in the Eastern Mediterranean Region.

 o In the African Region, cannabis appears to be the most frequent psychoactive 
substance at treatment entry in approximately 40% of countries. 

 o In the South-East Asia and European regions, opioids were identifi ed as the most 
frequent psychoactive substance behind the demand for treatment in 42.9% and 
26.5% of countries respectively. 

 o In the Western Pacifi c Region, cannabis and amphetamine-type stimulants (ATS) were 
reported to be the most frequent psychoactive substance accountable for treatment 
entry in 16.7% of countries. 

 o No country in the survey identifi ed inhalants, sedatives or prescribed opioids as the 
main psychoactive substance at treatment entry among persons in treatment. 

 o In contrast to high-income and higher middle-income countries, cannabis appears to be 
the most frequent psychoactive substance accountable for treatment entry in around 
one third of low-income and lower middle-income countries in the survey. Besides this 
fi nding, there is no distinct effect of country income level on the main psychoactive 
substance at treatment entry across different income groups of countries. 

Notes and comments 
 o Information on the main psychoactive substance at treatment entry was completed 

by 89 countries, just over half the number of countries that responded to the survey, 
probably refl ecting the lack of data collection systems for treatment in many countries 
(see section 1.5). 
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 o The question aimed to identify the single most common psychoactive substance 
behind substance use disorders that cause entry into treatment in countries. The 
combination of multiple psychoactive substances accountable for treatment entry by 
patients – such as the combined use of alcohol and other psychoactive drugs – was 
not specifi cally examined. 

 o Other main psychoactive substances in the treatment population include local or 
regional-specifi c psychoactive drugs. A number of African countries indicated that 
the main psychoactive substance at treatment entry was khat, which is included 
under this category.

 o Treatment data may not necessarily correlate closely with data on the prevalence of 
the respective disorder and underlying substance use in populations. Treatment data 
may be infl uenced by what treatment is available, and may also refl ect the patient 
group with substance use disorders who seek treatment, and the perceived value of 
treatment. An example is the Eastern Mediterranean Region where 40% of countries 
identifi ed alcohol as being the most common substance at treatment entry despite 
the lower rates of alcohol use in these countries (see section 1.3). 
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1.5 Substance use monitoring and surveillance 

(Figures 1.10–1.15)

Background
 o Nominated focal points in countries were asked about the presence of national data 

collection systems that collect epidemiological data on alcohol and drugs, as well as 
treatment data from health systems in their respective areas. No request was made 
regarding the existence of information at subnational level.

 o Epidemiological data can be obtained through national surveillance systems. These 
can be composed of national surveys collecting information on alcohol and drug use 
among the adult or the adolescent population. 

 o Treatment data relating to alcohol and drug use can be obtained from national service 
delivery data collection systems that compile admission and discharge data, the 
number of outpatient contacts and similar service information from the health care 
system.

Salient fi ndings
 o Less than 50% of countries reported having national data collection systems collecting 

epidemiological data or treatment data.

 o The regions with the highest proportion of countries (approximately 60%) reporting 
national epidemiological data collection systems for alcohol and drug use were the 
Americas and Europe. 

 o The lowest proportions of countries reporting national surveys on alcohol and drug 
use among adolescents were in Africa (5–7%), in Eastern Mediterranean (less than 
20%) and in South-East Asia (less than 20%).

 o Treatment data on both alcohol and drug use disorders appear to be most often 
collected in the Americas and in Europe, with around 65–77% of countries in these 
regions reporting the collection of treatment data. Collection of treatment data on 
alcohol and drug use disorders seems to be balanced across regions, except in the 
Eastern Mediterranean and South-East Asia regions where higher proportions of 
countries indicated collection of treatment data on drug use than on alcohol use. 

 o There is a strong effect of country income level on the presence of national 
data collection systems across different income groups. For example, national 
epidemiological data collection systems have been reported more frequently among 
countries in the higher middle-income and high-income groups (50–76%), than in the 
low-income and lower middle-income groups (11–31%). 
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Notes and comments
 o National epidemiological data collection systems may focus on alcohol and drug use 

exclusively. However, epidemiological data collection systems which cover a range 
of health issues may not have been detected by this survey.

 o Information on alcohol and drug use among youth can be collected among students 
going to school. A number of countries reported national school health surveys as a 
way of collecting information on alcohol and drug use among young people. 

 o National data collection systems on epidemiology and treatment of substance use 
and substance use disorders appear to be lacking. This is especially evident in 
low-income and lower middle-income countries, which may hamper efforts to plan 
effective responses. 



22

ATLAS on substance use (2010) — Resources for the prevention and treatment of substance use disorders

Alcohol

Drugs

FIGURE 1.10

PROPORTION 
OF COUNTRIES 
WITH A NATIONAL 
EPIDEMIOLOGICAL 
DATA COLLECTION 
SYSTEM FOR 
SUBSTANCE USE, BY 
REGION, 2008

WorldWestern Pacifi c

South-East Asia

Europe
Eastern Mediterranean

Americas
Africa

16.3%

20.9%

61.9% 61.9%

21.4%

35.7%

55.8%

65.9%

30.0%

40.0%
42.9%

35.7%
38.6%

44.5%

n=145

n=146

FIGURE 1.11

PROPORTION 
OF COUNTRIES 
WITH A NATIONAL 
EPIDEMIOLOGICAL 
DATA COLLECTION 
SYSTEM FOR 
SUBSTANCE USE, BY 
INCOME GROUP, 2008

HighHigher-middle

Lower-middle

Low

11.9%

23.8%

31.7% 29.3%

51.7%

58.6%

69.7%

76.5%

n=145

n=146

FIGURE 1.12

PROPORTION OF 
COUNTRIES WITH A 
NATIONAL SURVEY 
ON ALCOHOL AND 
DRUG USE AMONG 
ADOLESCENTS, BY 
REGION, 2008

WorldWestern Pacifi c

South-East Asia

Europe
Eastern Mediterranean

Americas
Africa

7.0% 4.7%

65.0%

71.4%

7.1%

21.4%

75.0%
77.3%

66.7%

46.7%
42.5% 42.2%

20.0%

10.0%

n=146

n=147

FIGURE 1.13 

PROPORTION OF 
COUNTRIES WITH A 
NATIONAL SURVEY 
ON ALCOHOL AND 
DRUG USE AMONG 
ADOLESCENTS, BY 
INCOME GROUP, 2008

HighHigher-middle

Lower-middle

Low

85.7%
88.6%

58.6%60.7%

26.8%

11.9%

7.1%

24.4%

n=146

n=147

FIGURE 1.14 

PROPORTION OF 
COUNTRIES WITH A 
NATIONAL SUBSTANCE 
ABUSE TREATMENT 
DATA COLLECTION 
SYSTEM, BY REGION, 
2008

WorldWestern Pacifi c

South-East Asia

Europe
Eastern Mediterranean

Americas
Africa

16.3% 16.3%

55.0%
50.0%

21.4%

42.9%

30.0%

71.4%

79.5%

60.0% 57.1%

50.0%

43.4%

49.0%

n=143

n=145

FIGURE 1.15 

PROPORTION OF 
COUNTRIES WITH A 
NATIONAL SUBSTANCE 
ABUSE TREATMENT 
DATA COLLECTION 
SYSTEM, BY INCOME 
GROUP, 2008

HighHigher-middle

Lower-middle

Low

70.6%

60.6%

69.0%67.9%

40.0%
37.5%

26.2%

19.0%

n=143

n=145


	Text1: Please see the Table of Contents for access to the entire publication.
	Text2: Please click in the blue boxes below to open the chapters.


