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I. EXECUTIVE SUMMARY

A. Overview

This report was developed for The Office of National Drug Control Strategy (ONDCP) which
asked The Lewin Group to calculate more current estimates of the societal cost of drug abuse. In
the context of this report, the phrase “drug abuse” is used to refer to consequences of using illicit
drugs, as well as societal costs pertaining to the enforcement of drug laws. This study does not
address costs related to abuse of or dependence on legal substances that may be termed drugs
such as alcohol, tobacco, or prescription medications.

The most recent previous estimates of drug abuse related costs are for 1995 as developed by
Harwood et al. (1998). In addition to providing new estimates of the societal cost of drug abuse,
this report provides annual estimates for 1992 through 1998 and projections for 1999 and 2000
that are consistently developed, so that trends in the overall societal cost and in component costs
of drug abuse can be evaluated. Projections are only provided for 1999 and 2000, because there
is a significant lag in the availability of the base data for estimating the component values. For
the majority of components, the most recent data available is from 1998.

The estimates have followed guidelines developed by the U.S. Public Health Service for cost-of-
illness studies. These guidelines have been applied in earlier studies of drug abuse in the U.S.
(e.g., for 1992, 1985, 1980, and 1977), and to cost-of-illness studies for virtually all of the major
medical problems. Accordingly, these estimates can be compared meaningfully to estimates for
diseases, such as cancer, stroke, heart disease, diabetes, alcohol abuse and mental illness.

The limitations of this study should be recognized when applying its findings. This study is
limited in terms of both the reliability of the estimates presented and the scope of the estimates.
First, the methods used in this study yield seemingly very precise values, however they should be
treated as approximations, because many of the values were derived by trending estimates from
previous years or rely on assumptions from previous analyses that have not been revisited using
recent data. A substantial period of time has passed since the calculation of these components
was fully revisited and primary data was gathered to re-estimate these costs. The most recent
fully re-estimated value for each of the component costs presented here is for 1992.

A second limitation of this study is the scope. As noted, this study follows guidelines developed
by the U.S. Public Health Service for cost-of-illness studies. There are other approaches that
could have been used to develop estimates of the cost of drug abuse. These methods examine
different facets of the economic impacts of drug abuse including intangible impacts of drug
abuse are not included in this study. In applying the estimates from this or other cost-of-illness
studies, analysts must consider which approach is most appropriate for the particular issue they
are assessing.  Similarly, the results of this study were not designed to address specific policies to
control drug abuse or the alternatives of drug prohibition versus legalization. The purpose of this
study has been to identify and quantify particular negative consequences from the abuse of illicit
drugs. These data are likely to inform the evaluation of particular policies. However, this study
has not undertaken specific policy evaluations.
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The results of this study are summarized in the next five sections. The first section presents the
overall estimates of the cost of drug abuse for 1992 through 1998 and projections for 1999 and
2000. Then, sections two through four demonstrate how the costs in each of the three major cost
categories changed between 1992 and 2000. All of the three major cost categories contain costs
related to crime. The fifth section below extracts the crime-related costs from each of the other
major cost categories and summarizes them. Finally, the sixth section below provides a brief
discussion of the study’s results.

B. Overall Costs

Figure I-1 displays the estimates for 1992 through 1998 overall and for the three major
categories into which the report divides the costs. These three categories are health care costs,
productivity losses, and other costs.

Between 1992 and 1998 the overall cost of drug abuse to society increased at a rate of 5.9
percent annually. By 1998 the societal cost of drug abuse was $143.4 billion.1 The rate of
increase in costs was in excess of the combined increase of 3.5 percent for the adult population
and consumer price index for all services for this period.

Figure I-1
Overall Cost of Drug Abuse, 1992-1998

(in billions of dollars)

Figure I-2 displays the proportion of the societal costs that were represented by each of the three
major categories in 1998. The share of the costs represented by each of these categories remained
fairly constant between 1992 and 1998. The share of costs represented by health care declined
                                                

1 The 1992 cost of drug abuse originally developed by Harwood et al (1998) was re-estimated based on more recent
data. The revised estimate is $102.2 billion. This estimate is 4.6 percent higher than the previous Harwood et al.
(1998) estimate of $97.7 billion.
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slightly from 10.6 to 9.0 percent. Meanwhile, the share represented by productivity losses and
other effects increased from 68.0 to 68.7 and from 21.5 to 22.4, respectively.

Figure I-2
Overall Cost of Drug Abuse, 1998

By Cost Category

Figure I-3 displays the projected cost of drug abuse for 1998 through 2000. The estimates for
1992 through 1998 were generally developed based on detailed observed data on the component
costs. This was not possible for the 1999 and 2000 projections, since observed data are generally
not yet available upon which to base the estimates for these years. Therefore, these estimates
should be used with caution until they can be re-estimated more accurately based on observed
data.

Figure I-3
Projected Overall Cost of Drug Abuse, 1998-2000

(in billions of dollars)
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Between 1998 and 2000, the economic cost of drug abuse is projected to continue to increase at a
rate of 5.8 percent annually. By 2000, the economic cost of drug abuse is projected to be $160.7
billion.

C. Health Care Costs

Figure I-4 displays the health care related cost of drug abuse for each year between 1992 and
2000.2 As noted above the estimates for 1999 and 2000 are projections. Overall health care costs
rose 2.9 percent annually between 1992 and 1998. This rate of increase is less than the combined
rate of increase of population growth and medical inflation as measured by the consumer price
index for medical services (CPI-M). During this period the population grew at one percent
annually and the CPI-M grew at 4.1 percent annually for a combined annual increase of 5.1
percent.

Figure I-4
Health Care Costs, 1992-20003

(in billions of dollars)

The rate of growth in this category was moderated by declines in spending for HIV/AIDS care.
In 1992 the largest component of the health care costs related to drug abuse was spending to care
for HIV/AIDS patients. Because of new treatments, the cost of caring for HIV/AIDS patients is
estimated to have declined from $3.7 to $3.4 billion between 1992 and 1998. Table I-1 lists the
                                                

2 The 1992 cost of drug abuse originally estimated in Harwood et al. (1998) was re-estimated based on more recent
data. The revised estimate for health care related costs is $10.8 billion. The 1992 estimate is 9.0 percent higher
than the previous Harwood et al. (1998) estimate. The largest source of this increase is a revised estimate of
spending on drug abuse by the Department of Veterans Affairs (VA). The revised estimate is $671 million
relative to the original estimate of  $235 million. The second component of health care costs that was revised
substantially is spending for community-based specialty treatment. The original estimate for this component was
$2.8 billion. The revised estimate is $3.2 billion. The revised estimate is based on a study by Mark et al. (1999)
that was more comprehensive than the original study.

3 1999 and 2000 values are projections.
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components of the health care related cost of drug abuse. Meanwhile, spending for community-
based specialty treatment is estimated to have risen from $3.4 to $4.9 billion between 1992 and
1998, a 6.3 percent annual growth rate which exceeds the combined increase in population
growth and medical inflation. Thus, by 1998 community-base specialty treatment replaced
HIV/AIDS treatment as the largest component of the health care cost for drug abuse.

Table I-1
Health Care Costs, 1992 and 1998

(in millions of dollars)

Cost Categories 1992 1998

Annualized
Percentage

Change
Community-Based Specialty Treatment $3,415 $4,933 6.3%
Federally-Provided Specialty Treatment

Department of Defense $14 $5 -15.9%
Indian Health Services $26 $32 3.4%
Bureau of Prisons $17 $21 3.4%
Department of Veterans Affairs $468 $416 -2.0%

Support
Federal Prevention $616 $725 2.8%
State and Local Prevention $89 $85 -0.8%
Training $49 $60 3.5%
Prevention Research $158 $250 8.0%
Treatment Research $195 $328 9.1%
Insurance Administration $223 $286 4.2%

Medical Consequences
Hospital and Ambulatory Care Costs $562 $969 9.5%
Special Disease Costs

Drug-Exposed Infants $407 $503 3.6%
Tuberculosis $30 $24 -3.5%
HIV/AIDS $3,700 $3,377 -1.5%
Hepatitis B and C $462 $434 -1.0%

Crime Victim Health Care Costs $92 $127 5.4%
Health Insurance Administration $298 $287 -0.6%

Total $10,820 $12,862 2.9%
Source:  Analysis by The Lewin Group, 2001.

D. Productivity Losses

Figure I-5 displays the productivity related cost of drug abuse for each year between 1992 and
2000.4 As noted above the estimates for 1999 and 2000 are projections. The estimated
productivity loss in 1992 was $69.4 billion. By 1998, this cost is estimated to have risen to $98.5
billion, a 6.0 percent annual increase. This rate of increase is somewhat higher than the combined
                                                

4 The 1992 estimate of productivity losses is identical to the Harwood et al. (1998) estimate.
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increase in the population (about one percent annually) and in wage rates (about 3.1 percent
annually) of 4.1 percent during this period.

Figure I-5
Productivity Losses, 1992-20003

(in billions of dollars)

Table I-2 shows the components of the estimated cost of lost productivity related to drug abuse.
The cost for all of the components of the productivity loss estimate increased in this period. The
fastest increases were for productivity losses related to drug abuse related illness and to
incarceration. The losses attributed to these components, respectively, increased 8.5 and 9.1
percent annually.

Table I-2
Productivity Losses, 1992 and 1998

(in millions of dollars)

Cost Categories 1992 1998

Annualized
Percentage

Change
Premature Death $14,575 $16,611 2.2%
Drug Abuse Related Illness $14,205 $23,143 8.5%
Institutionalization/Hospitalization $1,477 $1,786 3.2%
Productivity Loss of Victims of Crime $2,059 $2,165 0.8%
Incarceration $17,907 $30,133 9.1%
Crime Careers $19,198 $24,627 4.2%
Total $69,421 $98,467 6.0%
Source:  Analysis by The Lewin Group, 2001.

The productivity loss for drug abuse related illness was updated based on two factors. The real
change was measured based on the change in the number of persons reporting more than 100
days of marijuana or cocaine use in their lifetime. This measure increased at a 5.2 percent annual
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Labor Statistics' (BLS) Hourly Compensation Index (HCI). This measure increased at 3.2
percent annually for combined increase of 8.5 percent annually.

The productivity loss related to incarcerations was updated based on the change in the number of
incarcerations attributable to drug abuse and the BLS HCI. The number of persons under
incarceration in local jails and federal and state prisons increased 6.1 percent annually in this
period. The estimated number attributable to drug abuse increased at 5.8 percent annually.

E. Cost of Other Effects

In addition to the health care costs and the costs of lost productivity, there are other costs of drug
abuse including costs of the criminal justice system, costs related to reducing the supply of
drugs, and social welfare costs. Figure I-6 displays the cost of other effects of drug abuse for
each year between 1992 and 2000.5 As noted above the estimates for 1999 and 2000 are
projections. Between 1992 and 1998, the costs for the other effects of drug abuse rose at a 6.6
percent annual rate. This rate is somewhat higher than the combined 3.5 percent annual increase
in the adult population (one percent annually) and general inflation (2.5 percent annually).

Figure I-6
Cost of Other Effects, 1992-20003

(in billions of dollars)

Table I-3 shows the components of the cost of other effects of drug abuse. The largest rates of
increases among the components of this category were for police protection and legal
adjudication costs. These costs increased, respectively, at 9.3 and 8.7 percent annually during
this period. These increases are due to growth in overall police protection and legal adjudication

                                                

5 The 1992 cost of drug abuse originally estimated in Harwood et al. (1998) was re-estimated based on more recent
data. The revised estimate for the cost of other effects is $21.9 billion. This estimate is 19.7 percent higher than the
previous Harwood et al. (1998) estimate. Estimates of the costs of police protection, legal adjudication, corrections,
federal spending to reduce the supply of drugs, and the cost of private legal defense were all revised upward. The
revisions were based on the availability of more current data. The methodology for calculating the components was
not changed.
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spending as well as growth in the proportion of that spending that is attributed to drug abuse.
Total police protection and legal adjudication costs increased at 6.4 and 5.7 percent annually,
respectively, during this period. Police protection and legal adjudication costs are attributed to
drug abuse based on the percentage of arrests that are attributed to drug abuse. The percentage of
arrests attributable to drug abuse increased from 12.9 percent in 1992 to 15.3 percent in 1998.

Costs for two of the components of the cost of other effects declined between 1992 and 1998.
These two components were the cost of property damage for victims of crime and social welfare
costs. These two components represented only 2.4 percent of the cost of other effects in 1992,
however.

Table I-3
Cost of Other Effects, 1992 and 1998

(in millions of dollars)

Cost Categories 1992 1998

Annualized
Percentage

Change
Cost of Goods and Services Lost to Crime

Criminal Justice System and Other Public
Costs

Police Protection $5,348 $9,096 9.3%
Legal Adjudication $2,716 $4,489 8.7%
State and Federal Corrections $7,495 $11,027 6.6%
Local Corrections $1,333 $1,660 3.7%
Federal Spending to Reduce Supply $4,126 $4,827 2.6%

Private Costs
Private Legal Defense $365 $548 7.0%
Property Damage for Victims of Crime $193 $186 -0.5%

Social Welfare $337 $249 -4.9%
Total $21,912 $32,083 6.6%
Source:  Analysis by The Lewin Group, 2001.

F. Crime Related Costs

Many of the components of health care, productivity loss, and other costs are crime-related costs.
This section aggregates these costs to display the total cost of crime related to drug abuse.
Figure I-7 displays the crime costs related to drug abuse.6 Overall crime related costs rose 6.5
percent annually between 1992 and 1998. This rate of increase is greater than the combined rate
of increase of population growth and general inflation. During this period the population grew at
one percent annually and general price inflation was 2.5 percent annually for a combined
increase of 3.5 percent.

                                                

6 The estimate of $60.8 billion is 6.3 percent higher than the Harwood et al. (1998) 1992 crime cost estimate. The
main source of this revision is increases in estimated criminal justice system and other public costs of crime
based on more updated information.
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Figure I-7
Crime Related Costs, 1992-20003

(in billions of dollars)

Table I-4 displays the components of the crime-related cost of drug abuse. The components with
the fastest increase were police protection and productivity losses related to incarceration, which
increased at 9.3 and 9.1 percent annually respectively.

Table I-4
Crime Related Costs, 1992 and 1998

(in millions of dollars)

Cost Categories 1992 1998

Annualized
Percentage

Change

Health Care Costs
Crime Victim Health Care Costs $92 $127 5.4%

Productivity Losses
Productivity Loss of Victims of Crime $2,059 $2,165 0.8%
Incarceration $17,907 $30,133 9.1%
Crime Careers $19,198 $24,627 4.2%

Cost of Other Effects
Criminal Justice System and Other
Public Costs

Police Protection $5,348 $9,096 9.3%
Legal Adjudication $2,716 $4,489 8.7%
State and Federal Corrections $7,495 $11,027 6.6%
Local Corrections $1,333 $1,660 3.7%
Federal Spending to Reduce
Supply

$4,126 $4,827 2.6%

Private Costs
Private Legal Defense $365 $548 7.0%
Property Damage for Victims of
Crime

$193 $186 -0.5%

Total $60,832 $88,887 6.5%
Source:  Analysis by The Lewin Group, 2001.
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G. Discussion

The societal cost of drug abuse in the United States was $143.4 billion in 1998. The majority of
these costs are productivity losses, particularly those related to incarceration, crime careers, drug
abuse related illness, and premature death. The share of the societal cost related to the three
major categories of costs and that related to crime remained relatively constant between 1992
and 1998.

The overall cost of drug abuse rose 5.9 percent annually between 1992 and 1998 increasing from
$102.2 to $143.4 billion. This increase is greater than the combined increase in the adult
population and consumer prices of 3.5 percent annual growth during that period. The primary
sources of this increase are increases in productivity losses related to incarceration and drug
abuse related illness. Between 1998 and 2000, the societal cost of drug abuse is expected to
continuing rising at a 5.9 percent annual rate, continuing to outpace the combined increase in the
adult population and consumer prices which are expected to have an annual combined increase
of about 3.4 percent in this period.
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II. INTRODUCTION

A. Purpose of This Report

This report was developed for The Office of National Drug Control Strategy (ONDCP) which
asked The Lewin Group to develop more current estimates of the cost of drug abuse. The most
recent previous estimates are for 1995 as developed by Harwood et al. (1998). In addition to
providing the most recent estimate of the societal cost of drug abuse available, this report
provides a series of estimates for 1992 through 1998 and projections for 1999 and 2000 that are
consistently developed, so that trends in the overall societal cost and component costs of drug
abuse can be evaluated. Projections are only provided for 1999 and 2000, because there is a
significant lag in the availability of the base data for estimating the component values. For the
majority of components, the most recent data available is from 1998.

The estimates have followed guidelines developed by the U.S. Public Health Service for cost-of-
illness studies. These guidelines have been applied in earlier studies of drug abuse in the U.S.
(e.g., for 1992, 1985, 1980, and 1977), and to cost-of-illness studies for virtually all of the major
medical problems. Accordingly, these estimates can be compared meaningfully to estimates for
diseases such as cancer, stroke, heart disease, diabetes, alcohol abuse and mental illness. The
National Institute of Health compiles and publishes these estimates.

There are other approaches that could have been used to develop estimates of the cost of drug
abuse, such as “willingness to pay” (Miller et al., 1991) or the “demographic” approach (Collins
and Lapsey, 1996). These methods examine different facets of the economic impacts of drug
abuse. Analysts must consider which approach is most appropriate for the particular issue they
are assessing. For example, the costs of pain, suffering, anxiety, and other intangible impacts of
drug abuse are not included in this study. Similarly, this study does not attempt to tabulate the
total amount spent by drug users on illegal drugs and this amount is not directly incorporated in
other components although a portion of what users spend is indirectly included in the estimated
cost of crime careers.7

Finally, this report provides a detailed description of the data sources and methods used to
calculate the estimates and projections of the societal costs of drug abuse in the United States for
1992 through 2000. The present estimates have either been developed based on current data (as
recent as 1998) or have used data up to 1998 to adjust for changes in incidence/prevalence,
population, and price. These estimates are believed to be indicative of the direction and
magnitude of changes in drug abuse costs between 1992 and 1998, but it should be kept in mind
that some of the component values were not completely re-estimated for this study. As a result,
in the near future it will be necessary to carefully re-examine the scientific literature on several
issues that were beyond the scope of this study including the relationship between drug abuse
and health, morbidity, mortality, and crime.

                                                

7 For information on what drug users spend on illegal drugs, consult the ONDCP report:
 Rhodes, William, Mary Layne, Patrick Johnston, and Lynne Hozik. (2000) What American Users Spend on Illegal

Drugs 1998-1998.  Office of National Drug Control Strategy, Washington, D.C., December.
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B. Scope of This Report

This study estimates the economic value of many consequences associated with drug abuse.
Types of consequences include health problems and health care utilization, effects on
productivity, and other costs including crime and social welfare. In this report, the phrase “drug
abuse” is used to refer to consequences of using illicit drugs, as well as societal costs pertaining
to the enforcement of drug laws. Illicit drugs include marijuana, cocaine or heroin. This study
does not address costs related to abuse of or dependence on legal substances that may be termed
drugs such as alcohol, tobacco, or prescription medications. While the abuse of these substances
also has significant societal costs these costs are not addressed in this study.

This study did not collect primary data, but rather conducted analyses of secondary data sources.
Furthermore, this study did not fully re-estimate the value of each cost component. When a cost
component could be fully re-estimated based on simple tabulations of data from a published
source, the value of the component was re-estimated. However, when the information necessary
to fully re-estimate a component value was not readily available from a published source, trend
factors based on published statistics whose values are expected to parallel changes in the value of
the components were developed and these trend factors were applied to the original estimates.

The basic approach taken to calculate the updates presented in this report was to divide the
original estimates developed by Harwood et al. (1998) into 32 components. Then, whether the
value of each component could be re-estimated through straightforward tabulation of published
data was assessed. When this was the case, the necessary data was gathered and the component
was re-estimated. Values for 22 of the 32 components were re-estimated. For the remaining 10
components, more intensive effort would be necessary to re-estimate the component. Therefore,
trend factors based on published statistics whose values are expected to parallel changes in the
value of the components were estimated and applied to the original estimates to calculate the
updated estimates.

This study subdivides the estimates of drug abuse costs into health care, productivity losses,
other effects, and crime costs. There are other ways of disaggregating the cost estimates that may
be of interest to policy makers that were not attempted in this study. These include the following:

� The societal cost of particular illegal drugs (e.g., heroin, cocaine, or marijuana);

� The effect of different modes of drug consumption (e.g., injection, smoking or oral); and

� The implications of different potencies or levels of use of the drugs under consideration.

Similarly, the results of this study were not designed to address specific policies to control drug
abuse or the alternatives of drug prohibition versus legalization. The purpose of this study has
been to identify and quantify particular negative consequences from the abuse of illicit drugs.
These data are likely to inform the evaluation of particular policies. However, this study has not
undertaken specific policy evaluations.
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C. Overview of This Report

Following the guidance for cost-of-illness studies adopted by the Public Health Service
(Hodgson and Meiners 1979, 1982), this report is organized to differentiate health costs from
non-health costs and the value of goods and services from the value of lost productive potential.
The remaining chapters are organized as follows:

� Chapter 3 reviews the previous literature and provides an overview of the analytic methods
that are used in this study.

� Chapter 4 describes in detail the data and estimation methods used to derive each cost-of-
illness component estimate. This chapter is divided into three major sections, one for each
major cost category. The major cost categories are: health care costs, productivity losses, and
the cost of other effects.

� Chapter 5 presents the final estimates for 1992 through 1998 overall, for each of the major
cost categories, and for crime related costs. The crime related costs are a subset of the costs
included in the each of the three major cost categories.

� Chapter 6 presents projected costs for 1999 and 2000. Observed data were generally not
available upon which to base the 1999 and 2000 projections. Therefore, these estimates must
be used with greater caution than the 1992 through 1998 estimates. Again, these costs are
presented overall, for each of the major cost categories, and for crime related costs.

� Finally, Chapter 7 provides a discussion of the estimates.
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III. METHODOLOGY

A. Prior Literature

The updated cost estimates developed for this study are based on the estimates included in "The
Economic Costs of Alcohol and Drug Abuse in the United States 1992" (Harwood et al., 1998).
The estimates employ the same general "cost-of-illness" methodology that has been employed in
studies of drug abuse over the past 20 years. The general framework of this approach was
presented in the U.S. Public Health Service guidelines developed under Dorothy Rice (Hodgson
and Meiners, 1982). The guidelines differentiate between health system expenditures, the costs
of morbidity and premature mortality (these are losses of potential productivity), and other costs
(e.g., criminal justice system costs and losses from accidents or fires). For most illnesses (for
example cancer, stroke, heart disease, and diabetes) costs are concentrated in the health system
(e.g., hospitals, doctors’ offices, public health clinics) or result from lost work due to morbidity
or premature mortality (which is the loss of the remainder of life expectancy based on actuarial
analysis). The economic principle of "opportunity cost" is used to attach values to measurements
of hospital days, visits to doctors and clinics, and lost days of work (or household productivity).

The cost-of-illness methodology applies directly to drug abuse, although with several important
extensions that are generally not relevant for other health problems and diseases. Drug abuse
(like smoking and alcohol abuse) causes further health problems, and the costs of these illnesses
need to be estimated and attributed to drug abuse. Some of these include HIV, hepatitis,
tuberculosis, and injury/trauma. Another major characteristic of drug abuse with important
economic implications is crime. This has impacts including health costs and lost work/mortality
of crime victims, costs for the criminal justice system, and costs from drug abusers dropping out
of the legal labor market/economy (working in the "drug economy" or living off of income
generating/predatory crime) and often being incarcerated (again, they are out of the legal
economy). The major previous cost-of-illness studies for drug abuse have included all of these
costs.

This study does not completely re-estimate the costs associated with each component included in
the previous studies, but rather develops updated estimates for some components by applying
trend factors based on published data series that are expected to be correlated with the actual
change in the component. Three previous studies of the societal cost of substance abuse have
developed similar updated estimates of the cost of drug abuse without completely re-estimating
the component costs. The first of these three studies is Rice et al. (1991) which updated the 1985
baseline estimate of the cost of alcohol, drug, and mental disorders to 1988. The second study is
Harwood et al. (1998) which developed updated estimates of 1995 costs for alcohol and drug
abuse based on 1992 baseline estimates. Finally, the third study is Harwood (2000) which
calculated updated estimates of the cost of alcohol abuse in 1998 using 1992 baseline data. All
three of these studies used the same basic approach. That approach entails dividing the estimates
into component costs that are likely to have been affected similarly by both real and price
changes. Then, measures of the real and price changes that are specific to each cost component
are identified. Finally, trend factors based on these measures are applied to the relevant
component.
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As discussed in more detail in the next section, this study takes the same basic approach as these
previous authors to update the value of some components. For other components, this study takes
a more involved approach, essentially re-estimating the value of the component.

B. Methods

As noted above, the original 1992 estimate was initially divided into 32 components. Health care
costs are divided into eighteen components. These components are listed in Figure III-1.

Figure III-1
Components of the Health Care Cost Estimate

Cost Categories
Community-Based Specialty Treatment
Federally-Provided Specialty Treatment

Department of Defense
Indian Health Services

Bureau of Prisons
Department of Veterans Affairs

Support
Federal Prevention

State and Local Prevention
Training

Prevention Research
Treatment Research

Insurance Administration
Medical Consequences

Hospital and Ambulatory Care Costs
Drug-Exposed Infants

Tuberculosis
HIV/AIDS

Hepatitis B and C
Crime Victim Health Care Costs
Health Insurance Administration

Productivity losses are divided into six components. These components are listed in Figure
III-2.
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Figure III-2
Components of the Productivity Loss Estimate

Cost Categories
Premature Death

Drug Abuse Related Illness
Institutionalization/Hospitalization

Productivity Loss of Victims of Crime
Incarceration

Crime Careers

Finally, the cost of other effects is divided into eight components and these components are listed
in Figure III-3.

Figure III-3
Components of the Cost of Other Effects Estimate

Cost Categories
Criminal Justice System and Other Public Costs

Police Protection
Legal Adjudication

State and Federal Corrections
Local Corrections

Federal Spending to Reduce Supply
Private Costs

Private Legal Defense
Property Damage for Victims of Crime

Social Welfare

For each of the components listed above one of two approaches was taken to update the estimate.
If the component could be re-estimated through simple tabulations of published data then the
value of the component was re-estimated for each year from 1992 through the most recent
available year of published data. For subsequent years, the component value was trended forward
based on the historical trend of the component value. This approach was used for 22 of the 32
components. For the remaining components, simple tabulations of published data would not be
sufficient to re-estimate the component's value. Therefore, for these components, trend factors
were developed based on published statistics that are expected to parallel changes in the value of
the component and these trend factors were applied to the original estimate. The reliability of the
resulting estimates depends on which of these methodologies was used to calculate the updates
as well as the reliability of the underlying data for the calculations. The components whose
values were re-estimates can be viewed as more reliable than those whose values were simply
trended. A detailed discussion of the reliability of the estimates is provided in Section IV.D.2. In
the next section, an overview of the re-estimation and trending methods is provided. In Section
IV, each component is presented along with the specific data sources and methods used to update
that component.
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1. Re-estimation

In many cases simple tabulations of published data are used to completely re-estimate the value
of the cost component for this update. There are four groups of components for which the
updates are essentially re-estimated. These are:

1. Components measuring federal government spending by function (e.g., specialty treatment,
prevention, research, and supply reduction);

2. Components measuring crime related costs (e.g., costs to victims, crime related
productivity losses, and criminal justice system costs);

3. Costs for premature death; and

4. Components for which other authors have published re-estimates (e.g., HIV/AIDS
spending and specialty treatment costs).

The first group of components are re-estimated based on estimates of federal government
spending that are published annually by ONDCP in the National Drug Control Strategy:
Budget Summary that presents estimates of spending by federal agencies by function (e.g.,
treatment, supply reduction). These estimates are used to re-estimate several cost components
with minor adjustments to account for issues such as overlap with costs included in other
component estimates.

The second group of components is re-estimated based on data published by the Bureau of
Justice Statistics in the Sourcebook of Criminal Justice Statistics which includes statistics on
arrests, victimizations, persons under incarceration, and criminal justice system costs. Using
these data the cost components that are related to crime are divided into numerous
subcategories and data for each of these categories are refreshed. Then, the same methods that
were employed by Harwood et al. (1998) to calculate the 1992 estimate are replicated to re-
estimate the value for 1993 through the most recent year of data available.

The third category, costs related to premature death, is re-estimated based on counts of deaths
published annually by the Center for Disease Control (CDC). Again, the same methods
employed by Harwood et al. (1998) to calculate the 1992 estimate were employ to re-estimate
the value for 1993 through 1998.

Finally, the fourth category of updates whose values were re-estimated consists of components
whose values have been re-estimated by other authors. The cost of specialty treatment for drug
abuse was estimated by Mark et al. (1999) for 1992 through 1997. These values were adopted
with minor adjustments for overlap with the costs included in other components. Similarly,
Hellinger and Fleishman (2000) estimated the cost of HIV/AIDS care for 1996. This value was
disaggregated into the non-drug abuse and drug abuse related costs and the drug abuse related
costs were adopted for this study.

Section IV provides detail on the data sources and methods used to re-estimate each of these
components.
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2. Application of Trend Factors

As noted above, the second approach to calculating the updates is to use the detailed estimate of
the economic cost of drug abuse developed for 1992 as the baseline estimate and then apply
trend factors for changes in the economic costs between 1992 and the year desired for the update.
This section provides an overview of this method and then demonstrates the method in a sample
calculation.

a) Overview

Changes in the actual cost of drug abuse and dependence between the year for which detailed
estimates were developed and more recent years for which estimates are desired may be
decomposed into two categories: changes in the frequency and intensity of the underlying
behavioral outcomes and changes in the monetary valuation of these outcomes. For this project,
changes in these components are measured using indicators of the following types:

� Population;

� Incidence/prevalence of selected drug-specific consequences;

� Prices for health care services;

� Worker compensation (wage rates); and

� General prices.
The first two factors might be thought of as “real” changes in the impacts related to drug abuse
and dependence. The latter three indicators can be thought of as measures of price change.

The simplest approach to updating or adjusting cost estimates would be to adjust the original
total cost estimate for population change (about 1 percent annually) and the general change in
prices (consumer prices increased by an average of about 2.5 percent annually between 1992 and
1998 based on the consumer price index). This approach is readily applied, the data are readily
available and easily explained and understood. However, there are disadvantages to such a
limited approach. There may be factors that lead various cost components to change at different
rates across time, relating to both real changes in behavioral outcomes and changes in sub-
component prices.

Therefore, for this project, the original cost estimates are disaggregated into 32 components and
numerous subcomponents--each of which comprises multiple components that are similar to
each other in the nature of the economic impact that has been measured. The components within
a group are hypothesized to be affected similarly by changes in both the real factors (population
and/or incidence/prevalence) and by price/wage trends. Thus, a distinct trend factor is developed
and applied to each of these components to calculate the updated cost estimate.

b) Sample Algorithm

To illustrate how this methodology is applied, a detailed example is provided. In 1992 $14.2
billion in lost productivity was attributed to drug abuse related illness. The real change in the
estimated cost of lost productivity related to drug related illness is measured as the change in the
number of persons reporting more than 100 days of marijuana or cocaine use in their lifetime as
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reported from the National Household Survey of Drug Abuse (NHSDA). Table III-1 shows that
between 1992 and 1993, the number of persons reporting more than 100 days of marijuana or
cocaine use in their lifetime declined 5.4 percent. The price change in the estimated cost of lost
productivity related to drug related illness is measured based on the Bureau of Labor Statistics
hourly compensation index. Table III-1 also shows that between 1992 and 1993 the hourly
compensation index rose from 100.0 to 102.4 or 2.4 percent.

Table III-1
Components of the Cost of Lost Productivity

Due to Drug Related Illness Update
1992-1993

Data Series 1992 1993 Trend 1992-1993
Number of Adults Reporting More Than 100
Days of Marijuana and Cocaine Use in
Their Lifetime

19,224 18,193 0.946

BLS Hourly Compensation Index 100.0 102.4 1.024

Source:  Analysis by The Lewin Group, 2001.

These two factors were applied to the base 1992 estimate to derive the 1993 update value.

$14,205 * 0.9464 * 1.0240 =  $13,766

This process was repeated to calculate the 1994 value based on the 1993 update and so on until
updated values through 2000 were calculated.
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IV. DATA AND ESTIMATION OF BASE COST COMPONENTS

The societal costs related to drug abuse are divided into three broad categories: health care costs,
the cost of lost productivity, and the cost of other effects. Within each cost category, the cost
components that had been developed by Harwood et al. (1998) were reviewed to calculate the
1992 base estimates. For each of these cost components, the available data for updating the
estimate were reviewed and the data that were believed to provide the most accurate update were
selected.

This section discusses the available data for each cost component and describes how the
available data were used to update the cost estimate. The tables included in each section below
display the data used to update the respective component value. The number of years of data
included in each table varies based on the amount of information that was available from the
source. Thus, data on the number of chronic hardcore drug users in Table IV-20 is reported for
1992 through 1998, because ONDCP has published these data through 1998. However, the data
on the cost of police protection in Table IV-22 is only report through 1996, because the Bureau
of Justice Statistics has only published these data through 1996. Similarly, when the source for
the data provided a projection, this projection was adopted, presented in the table, and labeled as
such. For example, Table IV-4 presents data on the U.S. resident population from 1992 through
2000. The estimates for 1992 through 1999 are actuals. That for 2000 is a projection derived by
the Bureau of the Census. When the source for the base data did not provide actual or projected
values through 2000, The Lewin Group developed their own projections through 2000 for the
component. The methodology The Lewin Group used to derive these projections is described in
detail within the respective section. Below each table in this section that presents the data used to
update the cost estimates, a brief description of the source of the data is provided. Additional
detail about the sources of the data is provided in Appendix A.

A. Health Care Costs

Table IV-1 displays the health care cost components and their estimated cost for 1998.
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Table IV-1
Health Care Costs, 1998
(in millions of dollars)

Cost Categories 1998
Community-Based Specialty Treatment $4,933
Federally-Provided Specialty Treatment

Department of Defense $5
Indian Health Services $32
Bureau of Prisons $21
Department of Veterans Affairs $416

Support
Federal Prevention $725
State and Local Prevention $85
Training $60
Prevention Research $250
Treatment Research $328
Insurance Administration $286

Medical Consequences
Hospital and Ambulatory Care Costs $969
Special Disease Costs

Drug-Exposed Infants $503
Tuberculosis $24
HIV/AIDS $3,377
Hepatitis B and C $434

Crime Victim Health Care Costs $127
Health Insurance Administration $287

Total $12,862
Source:  Analysis by The Lewin Group, 2001.

The Lewin Group assessed the available data and determined the most appropriate method for
updating each of these numerous components. The methods for updating each component are
described in the following sections.

1. Community-Based Specialty Treatment

Community-based specialty treatment includes all specialty drug abuse treatment that is not
funded through a federal agency. A recent report Mark et al. (1999) provides estimates of
specialty drug treatment costs from 1992 through 1997. These costs are reported in Table IV-2.
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Table IV-2
Specialty Treatment Costs, 1992-1997

(in millions of dollars)

Data Series 1992 1993 1994 1995 1996 1997
Specialty Treatment Costs $3,940 $4,374 $4,629 $4,792 $5,139 $5,282

Source:  Mark et al. (1999) National Spending Estimates for Mental health Alcohol and Other Drug Abuse
Treatment, 1987-1997.

The Mark et al. (1999) estimates include costs for community-based specialty treatment as well
as for the Department of Defense, Bureau of Indian Affairs, Bureau of Prisons, and Veterans
Affairs. To update the estimate of community-based specialty treatment costs, The Lewin Group
obtained estimates of the federal cost for the Department of Defense, Bureau of Indian Affairs,
Bureau of Prisons, and Veterans Affairs treatment costs from the ONDCP National Drug
Control Strategy: Budget Summary and subtracted these costs from the overall Mark et al
(1999) estimates. The federal specialty treatment costs are discussed in the next section.8

Since the Mark et al. (1999) estimates are only available through 1997, spending for 1998
through 2000 was projected. Between 1995 and 1997 community-based specialty care costs
increased 5.1 percent annually. Between 1997 and 2000, these costs were projected to continue
increasing at 5.1 percent annually.

2. Federal Specialty Treatment Costs

Federal specialty treatment costs consist of costs for specialty treatment funded through a
federal agency. Specifically, cost estimates for the Department of Defense, Bureau of Indian
Affairs, Bureau of Prisons, and Veterans Affairs were obtained from ONDCP National Drug
Control Strategy: Budget Summary. The ONDCP National Drug Control Strategy: Budget
Summary is published annually. Thus, estimates of these costs were obtained for each year
between 1993 and 1999 from these reports. The estimate for 2000 is based on the budget request
for that year as reported in the Budget Summary for 2000.

3. Support

Support for drug abuse related health care services includes prevention, training, research, and
health administration. The methodology for updating each of the six components of support is
discussed, respectively, below.

a) Prevention

Spending on prevention is decomposed into federal spending and state and local spending. The
actual level of federal spending on prevention is published annually by ONDCP. This estimate
                                                

8 Once these amounts were subtracted, the Mark et al. (1999) estimate for the cost of community-based specialty
treatment in 1992 is $374 million higher than the Harwood et al (1998) estimate of community-based specialty
treatment costs. The Mark et al. (1999) estimate is higher because it is more comprehensive.
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includes funding for prevention of alcohol abuse, however, as well as drug abuse. The spending
estimate was apportioned between alcohol and drug abuse based on data from analyses of the
primary reason for treatment among clients in the Uniform Facility Data Set (UFDS). Analysis
of these data indicated that 48 percent of current clients were treated for alcohol abuse only, 28
percent for drug abuse only, and 24 percent for both alcohol and drugs. Splitting the comorbid
group in half, the cost of alcohol and drug abuse treatment was apportioned 60-percent to alcohol
and 40-percent drugs (Harwood et al., 1998). The actual value of spending for 2000 is not yet
available. Therefore, the 2000 budget request was used as the estimate for 2000 spending.

State and local government spending for drug abuse prevention can be estimated based on data
included in an annual report called State Resources and Services Related to Alcohol and Other
Drug Problems published by the National Association of State Alcohol and Drug Abuse
Directors (NASADAD). Ideally, an estimate of spending on prevention that is limited to drug
abuse and that includes only spending funded by state and local government would be used. The
prevention spending estimates listed in the NASADAD report however include funding for
prevention of alcohol abuse and include federal funding and funding from other non-
governmental sources. To apportion the spending between alcohol and drug abuse, the same
ratios that were applied for federal spending on prevention were used. To apportion the
prevention spending between state and local government spending and spending from the federal
government and other sources, estimates of the proportion of total spending included in the
NASADAD (i.e., spending for treatment, prevention, and all other activities) for alcohol and
drug abuse that is from state and local government funds were used. This proportion ranges from
41.1 to 44.9 percent depending on the year. Table IV-3 displays the components used to derive
the estimate of state and local prevention spending and the final spending estimates for 1992
through 1997.

Table IV-3
Derivation of State and Local Drug Abuse Prevention Spending, 1992-2000

Data Series 1992 1993 1994 1995 1996 1997
Total Spending on Alcohol and Drug
Abuse Prevention

$514.5 $517.3 $523.8 $562.5 $494.5 $491.9

State and Local Spending as a
Proportion of Total Spending

43.4% 44.9% 43.6% 44.7% 41.1% 43.3%

Proportion of Total Spending
Attributed to Drug Abuse

40.0% 40.0% 40.0% 40.0% 40.0% 40.0%

Estimate of State and Local
Spending for Drug Abuse

$89.3 $92.9 $91.3 $100.5 $81.3 $85.2

Source:  National Association of State Alcohol and Drug Abuse Directors. (1999) State Resources and Services
Related to Alcohol and Other Drug Problems, Fiscal Years 1996 and 1997:  An Analysis of State Alcohol and Drug
Abuse Profile (SADAP) Data.

Based on these estimates, state and local spending for prevention declined 19.1 percent between
1995 and 1996 and then increased 4.7 percent between 1996 and 1997. Since a consistent trend
in funding in the prior years was not observed, it was assumed that state and local prevention
funding would remain constant at the 1997 level in 1998 through 2000.
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b) Training

The cost of training includes initial and continuing education for specialists in drug and alcohol
treatment as well as for other health professionals, law enforcement officials, criminal justice
professionals, and clergy. No published data specific to these costs were available. Therefore,
this estimate was updated based on two components. The first component measures real change
based on the change in the U.S. population age 18 years of age or older. The second component
measures the price change based on the change in the Consumer Price Index. Table IV-4
displays these two components of the update for 1992 through 2000.

Consumer Price Index estimates are not yet available for 2000. Between 1996 and 1999, the
consumer price index increased at two percent annually. This two-percent increase is assumed to
continue between 1999 and 2000.

Table IV-4
U.S. Population Age 18 or Older

and Consumer Price Index, 1992-2000

Actual Projected

Data Series 1992 1993 1994 1995 1996 1997 1998 1999 20003

U.S. Resident
Population 18+
(in Thousands)1

188,892 190,737 192,422 194,249 196,121 198,180 200,344 202,491 205,162

Consumer Price
Index2 140.3 144.5 148.2 152.4 156.9 160.5 163 166.6 N.A.

1. Source:  U.S. Department of Commerce, U.S. Census Bureau (2001).
2. Source:  U.S. Department of Labor, Bureau of Labor Statistics (2001).
3. Population estimate for 2000 is projected by the Bureau of the Census as of September 2000.

c) Research

Research spending can be decomposed into prevention and treatment related research. ONDCP
publishes annual estimates for these two types of research costs in the National Drug Control
Strategy: Budget Summary. Actual spending estimates are available for these two components
through 1999. For 2000, the budget request is used as the estimate of spending for these
components.

d) Health Administration

The Health Care Financing Administration (HCFA) estimates the percentage of health care
spending that is for administration as part of the national health accounts. These percentages
were adopted for 1992 through 1998 to estimate the administrative costs related to specialty drug
treatment. These percentages are applied to the estimates of the cost of specialty treatment in
each respective year to determine the cost of administration related to the specialty treatment.
The components of this calculation and the resulting estimates are displayed in Table IV-5.
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Table IV-5
Health Administration Costs Related to Specialty Treatment, 1992-2000

Actual Projected
Data Series 1992 1993 1994 1995 1996 1997 1998 1999 2000

Percent of Health Spending
Related to Administration1

5.4% 6.0% 5.8% 5.4% 5.0% 4.6% 5.0% 5.3% 5.7%

Specialty Treatment Costs2 $3,940 $4,374 $4,629 $4,792 $5,139 $5,282 $5,406 $5,771 $6,116

Estimated Administrative
Costs Related to Specialty
Treatment

$223 $278 $286 $273 $271 $256 $286 $323 $367

1 Source:  Health Care Financing Administration, (1998) Data View, National Health Expenditures, 1997.
2 Source:  Mark et al. (1999) National Spending for Mental Health, Alcohol and Other Drug Abuse Treatment, 1987-1997.

The projected percentage of health care costs that are related to administration for 1999 and 2000
were estimated by HCFA based on observed data for 1997.

The 5.4 percent estimate of administrative spending for 1992 is higher than the 4.8 percent
estimate used by Harwood et al. (1998). Since the 5.4 percent estimate is based on more current
data, this percentage was adopted to calculate the 1992 estimate.

4. Medical Consequences

The specialty treatment costs discussed in Section IV.A.1 include costs for specialty providers
who provide rehabilitation, counseling, case management, and other types of services to persons
or their families who have problems with drug abuse. In addition to the treatment offered by
these providers drug abuse increases health care costs in the following ways:

� Drug abuse may contribute to other illnesses or injuries that require treatment;

� Drug abuse may complicate the treatment of other illnesses or injuries, perhaps resulting in
longer lengths of hospital stays; or

� Drug abuse may precipitate violent crimes that result in injuries that require medical care.

The methodology for updating these costs is described in the next four sections. In the first
section, hospital and ambulatory care costs, the methodology for updating the costs for the
following types of hospital and outpatient medical care is described:

� Care for conditions specifically caused by drug abuse (e.g., polyneuropathy due to drugs,
narcotics affecting fetus or newborn via placenta or breasts); and

� Additional hospital days resulting from comorbid drug abuse (secondary to other disorders).

In the second section, the methodology for updating the estimated cost of four specific illnesses
that are partially attributable to drug abuse is described. These illnesses are: drug-exposed
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infants, TB, HIV/AIDS, and hepatitis B and C. In the third section, the methodology for
updating the health care costs related to violent crime is described. Finally, in the last section,
the methodology for updating the health administration costs related to these costs for medical
consequences is described.

a) Hospital and Ambulatory Care Costs

There were no published data available which could be used to re-estimate the hospital and
ambulatory care costs related to the medical consequences of drug abuse through simple
tabulations. Therefore, the baseline 1992 estimate of these costs is updated based on two factors.
The real change is measured based on changes in the number of adults reporting more than 100
days of using marijuana or cocaine during their lifetime as displayed in Table IV-6. The
derivation of the estimates presented in Table IV-6 is based on data from the NHSDA as
presented in Appendix Table B-1. This number fluctuated between 1995 and 1998. Since there is
no consistent historical trend in this measure, it was assumed that it would be constant from 1998
through 2000. While trends in drug abuse related illness are expected to parallel trends in the
number of heavy drug users, the measure of heavy drug users from the NHSDA is limited,
because of sampling error and because it is self-reported.

Table IV-6
Adults 18 or Older Reporting More than 100 Days

of Using Marijuana or Cocaine in Their Lifetime, 1992-1998
(in thousands)

Data Series 1992 1993 1994 1995 1996 1997 1998
Number of Adults Report More Than
100 Days of Marijuana or Cocaine
Use in Their Lifetime

19,224 18,193 20,520 22,497 24,915 23,601 26,035

Source:  Substance Abuse and Health Services Administration (2001) National Household Survey of Drug Abuse.

The price change is measured as the change in the Consumer Price Index for Medical Services
(CPI-M). The actual and projected values for these measures are reported in Table IV-7.

Table IV-7
The Consumer Price Index for Medical Services, 1992-2000

Actual Projected
Data Series 1992 1993 1994 1995 1996 1997 1998 1999 2000
Consumer Price Index -
Medical Services 140.3 144.5 148.2 152.4 156.9 160.5 163 166.6 169.9

Source:  U.S. Department of Labor, Bureau of Labor Statistics. (2001).

The value for 2000 reported in this table was projected based on the CPI-M for the months of
January through September 2000.
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b) Specific Disease Costs

Certain types of medical consequences of drug abuse are underrepresented in the hospital and
ambulatory care costs updated in Section IV.4.A. These include the full cost of drug-exposed
infants, TB, HIV/AIDS, and hepatitis B and C. The methods for updating these disease specific
costs are described in this section.

(1) Drug-Exposed Infants

Ideally, the real change in this estimate would be measured based on the change in the number of
drug-exposed infants born each year, but this information was not available. As an alternative an
estimate of the number of pregnant women reporting current illicit drug use was considered. The
NHSDA includes pregnant respondents who are asked about current drug use. The sample of
pregnant women in the NHSDA is small however. To calculate statistically valid estimates, two
years worth of data on pregnant women are combined. The estimates of the percent of pregnant
women who use illicit drugs are small. They vary from 2.3 to 3.2 percent depending on the years
and the estimates fluctuate from year to year. Because the sample size is small and the estimates
fluctuate from year to year, data from the NHSDA was not used to update the cost of drug-
exposed infants.

Instead, the real change in this estimate was measured as the change in the number of births.
Doing this assumes that the percentage of births that are drug-exposed has remained constant.
The number of births in each year between 1992 and 2000 is displayed in Table IV-8 below. The
actual count of births is displayed for 1992-1998. The number of births is assumed to remain
constant at the 1998 level in 1999 and 2000.

Table IV-8
Number of Births, 1992-1998

Data Series 1992 1993 1994 1995 1996 1997 1998
Number of Births 4,065 4,000 3,953 3,900 3,891 3,881 3,942
Source:  National Center for Health Statistics. (2001) Births:  Final Data for 1998.

The price change in this component is measured based on the change in the CPI-M. The values
of this index for 1992-2000 are displayed in Table IV-7.

(2) Tuberculosis

The real change in health care costs attributable to tuberculosis (TB) was measured as the change
in the number of cases of TB that were attributable to injecting or non-injecting drug use
according to the Center for Disease Control (CDC). The number of TB cases was available from
the CDC for each year between 1992 and 1999. However, the percentage of cases attributable to
injecting or non-injecting drug use was only available for 1996 through 1999. Between 1992 and
1996, the percentage of cases attributable to injecting or non-injecting drug use was assumed to
be fixed at the 1996 level. Also, since 2000 values were not yet available from the CDC, the
change in the number of cases observed between 1999 and 2000 was assumed to be the same as
that observed between 1998 and 1999. The percentage of cases attributable to drug abuse in 2000



Section IV. Data and Estimation of Base Cost Components

29

was assumed to be the same as the number observed for 1999. Table IV-9 shows the number of
TB cases overall and related to drug use between 1992 and 1999.

Table IV-9
Tuberculosis Cases, 1992-1999

Data Series 1992 1993 1994 1995 1996 1997 1998 1999
Total Cases1 26,673 25,287 24,361 22,860 21,337 19,851 18,361 17,531

Percent Non-Injecting Drug Use1 N.A. N.A. N.A. N.A. 7.7% 7.8% 7.7% 7.1%

Percent Injecting Drug Use1 N.A. N.A. N.A. N.A. 3.8% 3.3% 2.9% 2.6%
Drug Related TB Cases2 3,067 2,908 2,802 2,629 2,454 2,203 1,946 1,701
1. Source:  National Center for Health Statistics. (2001) TB Surveillance Reports, 1996-1999.
2. Source:  Analysis by The Lewin Group, 2001.

The price change in the TB costs related to drug abuse was measured based on the change in the
CPI-M. The values of this index for 1992 through 2000 are displayed in Table IV-7.

These updates assume that there has not been a major change in the treatment cost per case for
TB between 1992 and 2000. Since TB was targeted for elimination by the CDC after an increase
in cases was observed in the late 1980s and early 1990s, there have been improvements in
treatment practice observed between 1993 and 1999 and a decrease in multidrug resistant TB.
The improvements in treatment practice and the decline in multidrug resistant cases may have
led to a change in the cost of care per case. No adjustment was made to the estimates to reflect
such a change.

c) HIV/AIDS

The most recent tabulation of the cost of caring for individuals with HIV/AIDS is Hellinger and
Fleishman (2000). These authors estimate that the cost of treating all people with HIV disease in
1996 was between $6.7 and $7.8 billion. This range was calculated through two different
approaches (i.e., payer-based and provider-based). The estimates calculated under each approach
were compared. The mid-point between these two estimates, $7.25 billion, is used as the estimate
for total medical spending on HIV/AIDS in 1996.

Not all cases of HIV/AIDS are attributable to drug abuse. The portion of HIV/AIDS spending
attributable to drug abuse was estimated based on data from the CDC. The CDC monitors the
exposure category of each reported case. In 1996, 37 percent of individuals living with AIDS had
an exposure category related to intravenous drug use (IVDU). Thus, 37 percent of the 7.25
billion or $2.68 billion are assumed to be related to drug abuse.

Estimates for 1993 through 1995 were developed by assuming a constant annual trend between
the baseline 1992 Harwood et al. (1998) estimate and this 1996 estimate.

Spending for 1997 through 2000 was projected based on two factors. The real change was
measured as the increase in the number of individuals living with AIDS who were exposed
through IVDU. Table IV-10 shows the number of individuals living with AIDS in 1996 through
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1998. The derivation of these estimates based on raw data available from the CDC is displayed
in Appendix Table B-2. Between 1999 and 2000, the number of individuals living with AIDS
was assumed to continue to increase at the 7.0 percent annual rate that was observed between
1998 and 1999.

Table IV-10
Individuals Living with AIDS

Exposed Through IVDU, 1996-1999

Data Series 1996 1997 1998 1999
Individuals Living with AIDS
Exposed Through IVDU 86,647 95,306 102,807 109,990

Source:  Analysis by The Lewin Group, 2001.

Between 1996 and 2000, price change was measured based on the CPI-M. The values for the
CPI-M for 1992-2000 are presented in Table IV-7.

There was a great deal of change in the treatment of HIV/AIDS patients between 1996 and 2000
due to the use of new pharmaceuticals. The estimates presented here have not been adjusted to
reflect the impact of these new treatments on cost per case. This is a significant limitation of
these estimates.

(1) Hepatitis B and C

To update the estimate for drug abuse related hepatitis spending, a real and a price change factor
were calculated. The real change was based on the change in the number of hepatitis cases
attributed to IVDU between 1992 and 1998. Table IV-11 displays the total number of hepatitis B
and C cases in each year between 1992 and 1998. This table also displays the percentage of cases
attributable to drug use for 1993 through 1995. The percentage of cases attributable to drug
abuse is not available for 1992 nor for 1996 through 1998. The percentage of cases attributable
to IVDU in 1992 was assumed to be the same as in 1993. Similarly, the percentage of cases
attributable to IVDU in 1996 through 1998 was assumed to be the same as in 1995. Between
1995 and 1998 the number of hepatitis cases associated with IVDU declined at a five percent
annual rate. However, there was considerable fluctuation in the rate of growth across these years.
Since there was no consistent trend in the historical data, the number of cases was assumed to
remain at the 1998 level in 1999 and 2000.
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Table IV-11
Hepatitis Cases, 1992-1998

Data Series 1992 1993 1994 1995 1996 1997 1998
Total Cases1

     Hepatitis B 16,126 13,361 12,517 10,805 9,994 10,416 10,258
     Hepatitis C 6,010 4,786 4,470 4,576 3,321 3,816 3,518
Percent of Cases Attributable to
IVDU1

     Hepatitis B N.A. 10.5% 12.1% 12.9% N.A. N.A. N.A.
     Hepatitis C N.A. 22.6% 21.9% 26.4% N.A. N.A. N.A.
Cases Attributed to IVDU2

     Hepatitis B 1,693 1,403 1,515 1,394 1,289 1,344 1,323
     Hepatitis C 1,358 1,082 979 1,208 877 1,007 929
1. Source:  Center for Disease Control. (2001) Hepatitis Surveillance: Viral Hepatitis Surveillance Program, 1993-1995.
2. Source:  Analysis by The Lewin Group, 2001.

Price change was measured based changes on the CPI-M. The values of this index for 1992-2000
are displayed in Table IV-7.

These updates assume that there has not been a major change in the treatment cost per case for
hepatitis between 1992 and 2000. Since hepatitis was targeted for surveillance by the CDC in the
early 1990s, there may have been changes in treatment practices that have affected the cost of
care per cases. The estimates presented in this study have not been adjusted to reflect such
changes.

d) Violent Crime

To create a measure of the change in the cost of medical care related to violent crime, estimates
for the following three components were obtained:

� The number of victims by type of crime;

� The percent of victimizations that were related to drug abuse by type of crime; and

� The average cost of medical care per victim by type of crime.

The number of victims by type of crime was available from the Bureau of Justice Statistics for
each year between 1992 and 1998, except for 19969. The number of victims in 1996 was
assumed to be the average of the number in 1995 and 1997. The methodology for counting
victims was revised between 1992 and 1993 making the 1993 definition more comprehensive
than the 1992 definition. No adjustment was made for this revision. The revision would imply
that the 1992 cost may be understated and the increase between 1992 and 1993 may be
overstated.
                                                

9 The definition of crimes was revised between 1992 and 1993 making the 1993 count of victimizations more
comprehensive than the 1992 definition. No adjustment was made for this redefinition. The redefinition would
imply that the 1992 cost of crime may be understated and that the growth between 1992 and 1993 is overstated.
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Victimizations of all types were declining between 1995 and 1998. It is uncertain whether this
decline continued between 1998 and 2000. Therefore, to project the cost of medical services
related to violent crime, the number of victimizations was assumed to have declined at the
annual rate observed between 1995 and 1998 between 1998 and 1999. Then, the number of
crimes was assumed to have remained constant at the 1999 level in 2000. The overall number of
victims for each year and the percentage of victimizations attributable to drug abuse are
presented in Appendix Table B-3.

The attribution factors used to attribute crimes to drug abuse in this analysis are discussed in
Harwood et al (1998). They are the same factors used to derive the estimate of 1992 drug abuse
related crime costs. The attribution factors are based directly on estimates that about 30 percent
of prison inmates serving time for robbery, burglary, and larceny (income-generating, or
acquisitive crimes) and two to five percent of violent offenders reported that they committed the
crime for which they were incarcerated in order to get drugs (U.S. Department of Justice,
1994a). The 15.8 percent homicide factor is based on FBI analyses. Their study of crime
circumstances and offender relationships found 15.8 percent of homicides either listed drugs as
a factor, or were “gang” related. This study is found in U.S. Department of Justice (1994b).
Crime in the United States, 1993. Washington DC, Federal Bureau of Investigation. These
attribution factors might be termed “conservative”, given that somewhat higher proportions of
inmates reported use of drugs at the time they committed their crime, and more than twice as
many arrestees tested positive for drug use based on a study found in U.S. Department of Justice
(1994a). Fact Sheet: Drug-Related Crime. Office of Justice Programs, Bureau of Justice
Statistics, Publication NCJ-149286. However, the issues of attribution and causality are quite
complex with criminal behavior, particularly given that many offenders also drink alcohol at the
time of offenses.

The average costs of medical care for victims of assault, rape, robbery, and homicide were also
obtained from Harwood et al. (1998). Table IV-12 displays the estimated cost of medical care
per victim for 1992. These data are not updated annually. Therefore, the CPI-M was used as
displayed above in Table IV-7 to trend these estimates forward to each year between 1992 and
2000.

Table IV-12
Estimated Cost of Medical Care per Victim, 1992

Type of Crime Average Medical Expense per Victim
Assault $210

Rape $28

Robbery $4

Homicide $9,258

Source:  Harwood et al. (1998).  The Economic Costs of Alcohol and
Drug Abuse in the United States, 1992.

The number of victimizations, the percent of victimizations attributable to drug abuse, and the
estimated cost per victimization were multiplied by type of crime for each year. Then, these
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products were summed across the types of crime within a given year to obtain the estimate of
the total cost of medical care for crime victims in that year.

e) Health Administration

Similar to the calculation of health administration costs related to specialty care, health
administration costs related to the medical consequences of drug abuse were calculated as a
percentage of the total medical service costs related to medical consequences of drug abuse.
Table IV-13 displays this calculation.

Table IV-13
Health Administration Costs Related to Medical Consequences, 1992-2000

Actual Projected
Data Series 1992 1993 1994 1995 1996 1997 1998 1999 2000
Percent of Health Spending
Related to Administration1

5.4% 6.0% 5.8% 5.4% 5.0% 4.6% 5.0% 5.3% 5.7%

Cost of Medical
Consequences

$5,253 $4,973 $4,853 $4,749 $4,583 $4,962 $5,434 $5,858 $6,336

Estimated Administrative
Costs Related to Specialty
Treatment

$298 $316 $300 $271 $242 $240 $287 $328 $380

Source:  Health Care Financing Administration. (1998) Data View, National Health Expenditures, 1997.

B. Productivity Losses

Table IV-14 displays the cost components of lost productivity and the 1998 estimated cost for
each component.

Table IV-14
Lost Productivity Due to Drug Use, 1998

Cost Categories 1998
Premature Death $16,611

Drug Abuse Related Illness $23,143

Institutionalization/Hospitalization $1,786

Productivity Loss of Victims of Crime $2,165

Incarceration $30,133

Crime Careers $24,627
Total $98,467
Source:  Analysis by The Lewin Group, 2001.

The next six sections address how each of these cost components was updated.
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1. Premature Death

The costs due to premature death were updated based on the following components:

� The number of deaths by diagnosis, age, and sex;

� The percent of deaths attributable to drug abuse by diagnosis; and

� The estimated lost lifetime productivity per death by age and sex.

The same list of diagnoses and attribution factors that was used by Harwood et al. (1998) to
calculate the baseline 1992 estimate was used.10 The initial list of diagnoses and attribution
factors was obtained from the National Institute on Drug Abuse which developed the list for the
Drug Abuse Warning System (Gottshalk et al. 1977 and 1979). This list includes diagnoses
representing abuse of and dependence on psychoactive drugs as well as accidental and
intentional (i.e., suicide) poisoning by a broad range of drugs and medications-psychoactive and
otherwise. The Harwood et al (1998) study then added TB, hepatitis B and C and HIV/AIDS to
the list of diagnoses attributable to drug abuse.

Data on the number of deaths by age and sex were obtained for each cause of death from death
certificate data published by the National Center for Health Statistics for each year from 1992
through 1998. Table IV-15 shows the total number of deaths attributable to drug abuse for each
year. Appendix Table B-4 shows the number of deaths and the attribution factor for each
diagnosis used in the calculations.

Table IV-15
Number of Deaths Attributable to Drug Abuse, 1992-1998

Data Series 1992 1993 1994 1995 1996 1997 1998
Deaths Attributable to
Drug Abuse 24,476 24,206 26,234 26,823 23,283 19,268 19,227

Source:  Analysis by The Lewin Group, 2001.

Between 1993 and 1995 the number of deaths attributed to drug abuse increased 5.3 percent
annually. Between 1995 and 1997 the number of deaths attributed to drug abuse declined 15.2
percent annually. Between 1997 and 1998 the number of deaths declined less than one percent.
These shifts are mainly due to HIV/AIDS which saw an increase in deaths between 1993 and
1995 and then sharp reductions between 1995 and 1998. Between 1998 and 2000, the number of
deaths was assumed to remain constant.

The number of deaths for each age/sex category was multiplied by the estimated value of
lifetime earnings. The lifetime earnings table was obtained in personal communication with
Dorothy Rice (1997). The formula for these calculations appears in Rice et al. (1990). The
estimates for the expected value of lifetime earnings for 1992 are trended to future years based

                                                

10 The definition of deaths attributed to drug abuse in this study is broader than the definition used by the CDC in its
tabulation of "drug-induced" deaths.
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on the Bureau of Labor Statistics (BLS) hourly compensation index (HCI). The values for the
HCI for each year between 1992 and 1999 are displayed in Table IV-16. The index for 2000 is
projected based on the annualized increase between 1996 and 1999 of 4.7 percent.

Table IV-16
Hourly Compensation Index, 1992-2000

Actual Projected

Data Series 1992 1993 1994 1995 1996 1997 1998 1999 2000
Hourly Compensation Index 100.0 102.4 104.5 106.7 110.1 114.2 120.3 126.3 132.2

Source:  U.S. Department of Labor, Bureau of Labor Statistics. (2000) Annual Indexes of Productivity, Hourly
Compensation, Unit Costs, and Prices, Selected Years.

2. Drug Abuse Related Illness

Two factors were used to update this estimate. The real change in the estimated cost of lost
productivity related to drug abuse related illness is measured as the change in the number of
persons reporting more than one hundred days of marijuana or cocaine use in their lifetime in the
NHSDA as displayed in Table IV-6. The price change in the estimate is measured based on the
BLS HCI as displayed in Table IV-16.

3. Institutionalization/Hospitalization

The estimates of lost productivity due to institutionalization/hospitalization were updated based
on two factors. The real change in these costs was measured based on the number of clients using
inpatient hospital or residential treatment services. The count of clients using these two types of
services in 1992 through 1998 is displayed in Table IV-17.

Table IV-17
Clients Using Inpatient Hospital or Residential Treatment, 1992-1998

Data Series 1991 1992 1993 19941 1995 1996 1997 1998
Clients Using Inpatient
Hospital or Residential
Treatment

99,150 121,939 121,061 132,952 144,842 114,965 120,130 122,580

Source:  Substance Abuse and Health Services Administration. (2001) Uniform Facility Data Set.
1. Estimated as the mean of the 1993 and 1995 values.

There was not a consistent trend in this measure between 1992 and 1998. Therefore, the
projections for 1999 and 2000 assume that the number of clients will remain constant at the 1998
level.

The price change was measured based on the BLS HCI as discussed in Section IV.B.1 and
displayed in Table IV-16.
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4. Victims of Crime

This estimate was updated based on two factors. First, the real change in this component is
measured based on the estimated change in the number of hours lost by crime victims due to
drug abuse.

The number of hours lost by crime victims due to drug abuse in each year between 1992 and
1998 was calculated based on three components:

� The number of victimizations by type of crime (e.g., burglary, rape);

� The average number of days of productivity lost by crime type; and

� The percentage of crimes of each type that are attributable to drug abuse.

Appendix Table B-3 lists the number of victimizations by type in 1992 through 1998 as reported
annually by the U.S. Department of Justice and the percent of each type of crime that is
attributed to drug abuse. The source of the attribution factors is discussed Appendix Table B-3
and in Section IV.A.4.d. Table IV-18 lists the average number of days of lost productivity for
victims of each type of crime.

Table IV-18
Average Number of Days Lost per Victim, 1992

Crime Average Work Days Lost
Rape 4.6
Assault 3.7
Robbery 4.4
Burglary 1.7
Larceny 1.7
Auto Theft 2.7
Source:  Harwood et al. (1998) The Economic Costs of
Alcohol and Drug Abuse in the United States, 1992.

The estimated number of days lost by crime type is not updated annually. The most recent
published estimates were from 1992 and were applied to estimate the number of days lost to
crime for each year between 1992 and 1998. The value of each day lost was estimated to be
$133 in 1992. To estimate the value of hours lost in 1993 through 2000, this value was updated
via the BLS's HCI as presented in Table IV-16.

5. Incarceration

Similar to the update factors derived for the lost productivity of crime victims the productivity
lost due to incarceration was updated based on two factors. The number of individuals under
incarceration for drug abuse related crime in each year between 1992 and 1998 was calculated
based on three components:

� The number of individuals under incarceration on June 30th of the year;
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� The distribution of individuals under incarceration by primary offense; and

� The percentage of crimes of each type that are attributable to drug abuse.

The number of individuals under incarceration in local jails is reported by the Bureau of Justice
Statistics as of June 30th of each year. The number of individuals in state and federal prison was
reported as of December 31st of each year between 1992 and 1997. For this time period, the
number of prisoners as of June 30th of a particular year is estimated by averaging the number of
prisoners from the preceding and subsequent December 31st. Beginning in 1998 the number of
state and federal prison inmates was reported in each year as of June 30th of the year.

The offense distribution of jail inmates was only available for 1989 and 1996. The offense
distribution of state and federal inmates was only available for 1991 and 1997. The distribution
of individuals under incarceration by primary offense was calculated for the remaining years by
assuming a constant trend between these years. Appendix Table B-4 lists the percentage of local
jail, state prison, and federal prison inmates by primary offense based on this assumption.

The attribution factors used in this analysis are discussed in Harwood et al. (1998). They are the
same factors used to derive the estimate of 1992 drug abuse related crime costs. Appendix Table
B-5 provides detail on the number individuals under incarceration by offense and the attribution
factors for drug abuse. Table IV-19 shows the number of individuals incarcerated for drug abuse
related offenses between 1992 and 1999. The estimate for 2000 was projected assuming the
percent increase in the number of inmates observed between 1999-2000 would be the same as
that observed between 1998 and 1999.

Table IV-19
Incarcerations Due to Drug Related Crime, 1992-1999

Data Series 1992 1993 1994 1995 1996 1997 1998 1999
Number of Local, State
and Federal Individuals
Incarcerated for Drug
Related Crime

431,291 455,493 486,202 518,795 543,248 574,095 603,298 625,358

Source:  Analysis by The Lewin Group, 2001.

The price change in the cost of lost productivity due to drug abuse related crime was measured
via the BLS's HCI as presented in Table IV-16.

6. Crime Careers

The estimate of lost productivity due to drug related crime careers was updated based on two
factors. The real change was measured based on the change in the number of chronic hardcore
users of drugs. The number of chronic hardcore users of drugs was estimated annually in the
NHSDA between 1992 and 1996. The estimates derived from this survey are displayed in Table
IV-20.
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Table IV-20
Chronic Hardcore Drug Users, 1992-1998

(in thousands)

Data Series 1992 1993 1994 1995 1996 1997 1998
Number of Chronic
Hardcore Drug Users 4,718 4,741 4,610 4,646 5,303 5,726 5,031

Source:  ONDCP (2001) National Drug Control Strategy.

The number of hardcore drug users for 1999 and 2000 are projected. The number of hardcore
drug users was fairly level between 1992 and 1995 and then there was a sharp 14 percent
increase between 1995 and 1996. The projections assume that the number of hardcore users
remained constant between 1998 and 2000. The price change in the cost of lost productivity due
to drug abuse related crime was measured via the BLS's HCI as presented in Table IV-16.

C. Cost of Other Effects

There are two additional costs related to drug abuse that are not included under the health care
and productivity costs. These costs are the cost of goods and services lost due to crime and costs
to the social welfare system. Table IV-21 displays the estimates of these costs for 1998.

Table IV-21
Cost of Other Effects of Drug Abuse, 1998

(in millions of dollars)

Cost Category 1998
Cost of Goods and Services Lost to Crime

Criminal Justice System and Other Public
Costs

Police Protection $9,096
Legal Adjudication $4,489
State and Federal Corrections $11,027
Local Corrections $1,660
Federal Spending to Reduce Supply $4,827

Private Costs
Private Legal Defense $548
Property Damage for Victims of Crime $186

Social Welfare $249
Total $32,083
Source:  Analysis by The Lewin Group, 2001.

1.  Goods and Services Lost to Crime

In this section, the methodology for updating costs for other goods and services lost to crime is
presented. These costs include costs for police protection, legal adjudication, corrections, federal
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funds for supply reduction efforts, and private costs for legal defense and property damage. Each
of these categories of cost is discussed in the following sections.

a) Criminal Justice System and Other Public Costs

Three types of public costs are included in the estimates. These are police protection and legal
adjudication, corrections costs, and the cost of federal efforts to reduce the supply of drugs.

(1) Police Protection and Legal Adjudication Costs

Total police protection and legal adjudication costs are published periodically by the Bureau of
Justice Statistics. There is a substantial lag in the publication of these estimates. The most recent
estimates available were for 1996. The estimates for 1992 through 1996 are listed in Appendix
Table B-7. For 1997 through 2000, the costs were projected to increase at a six-percent annual
rate. This rate of increase is consistent with the magnitude of the increases in police protection
and legal adjudication costs that were observed between 1992 and 1996. Police protection and
legal adjudication costs were attributed to drug abuse based on the percentage of arrests
attributable to drug abuse. Appendix Tables B-8 and B-9 provide detail on the calculation of the
percentage of arrests that are attributable to drug abuse. Appendix Table B-8 lists the number of
arrest by offense for 1992 through 2000. The number of arrests for 2000 was not available. The
number and distribution of arrests in 2000 were assumed to be the same as in 1999. Appendix
Table B-8 also displays the percent of arrests for each type of offense that are attributed to drug
abuse. Appendix Table B-9 displays the total number and percentage of arrests attributed for
each year calculated based on the data presented in Appendix Table B-8. When these
percentages are applied to total police protection and legal adjudication costs the resulting costs
attributable to drug abuse are listed in Table IV-22.

Table IV-22
Police Protection and Legal Adjudication Costs

Attributable to Drug Abuse, 1992-1996
(in millions of dollars)

Data Series 1992 1993 1994 1995 1996
Police Protection Costs $5,348 $5,868 $6,630 $7,211 $7,278

Legal Adjudication Costs $2,716 $2,873 $3,257 $3,628 $3,592

Source:  Analysis by The Lewin Group, 2001.

Because of the lag in publication of the police protection and legal adjudication costs, the 1992
estimate published in Harwood et al. (1998) was derived by projecting forward the 1990
estimates for police protection and legal adjudication costs. Because the observed value for 1992
is now available, the 1992 estimate was updated as well as deriving the estimates for subsequent
years. The estimates produced by Harwood et al (1998) were $4,644 and $1,210 million for
police protection and legal adjudication, respectively. The estimates produced in this study
based on the observed cost estimates for 1992 are substantially higher, $5,348 and $2,716,
because the actual costs for police protection and legal adjudication were substantially higher
than the projected costs.
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(2) Corrections Costs

Corrections costs for local jails and state and federal prisons are published periodically by the
Bureau of Justice Statistics in the Criminal Justice Expenditure and Employment Extract
Program. There is a substantial lag in the publication of these estimates. The most recent
estimate available for this study was from 1996. Appendix Table B-10 displays the total
corrections costs in each year between 1992 and 1996. For 1997 through 2000, the costs were
projected to increase at a six-percent annual rate. This rate of increase is consistent with the
magnitude of the increases in corrections costs that were observed between 1992 and 1996.

Corrections costs for local jails were attributed to drug abuse based on the percentage of arrests
that are associated with drug abuse. Corrections costs for state and federal prisons were
attributed to drug abuse based on the percentage of persons under incarceration in state and
federal prisons that were attributable to drug abuse. Appendix Table B-11 displays these
percentages for 1992 through 1999. The number of people incarcerated is expected to increase
between 1999 and 2000 at the same rate of increase that was observed between 1998 and 1999.
The percentage of persons under incarceration whose primary offense is drug related was
assumed to remain constant between 1999 and 2000.

Based on these percentages Table IV-23 below shows the corrections costs attributable to drug
abuse for 1992-1996.

Table IV-23
Corrections Costs Attributable to Drug Abuse, 1992-1996

(in millions of dollars)

Data Series 1992 1993 1994 1995 1996
Local Jail $1,333 $1,390 $1,587 $1,746 $1,679

State and Federal Prison $7,495 $7,616 $8,416 $9,806 $10,046

Source:  Analysis by The Lewin Group, 2001.

(3) Federal Funds to Reduce the Supply of Drugs

ONDCP reports annually on federal funds spent to reduce the supply of drugs. The detailed
components of this funding for 1992 through 2000 are presented in Appendix Table B-12. In
Table IV-24, the overall total spending for each year between 1992 and 2000 are presented. The
estimates for 1992 through 1999 indicate actual spending. Since actual spending for 2000 is not
available, the 2000 costs indicate the budget request.
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Table C-4
The Economic Cost of Drug Abuse, 1992-2000

Costs for Other Effects
(in millions of 2000 dollars)

Cost Categories 1992 1993 1994 1995 1996 1997 1998 1999 2000
Cost of Goods and Services Lost to Crime

Criminal Justice System and Other
Public Costs

Police Protection $5,348 $6,915 $7,618 $8,057 $7,898 $9,017 $9,501 $9,824 $10,189
Legal Adjudication $2,716 $3,385 $3,742 $4,053 $3,898 $4,450 $4,689 $4,848 $5,028
State and Federal Corrections $7,495 $8,974 $9,669 $10,955 $10,901 $11,104 $11,519 $11,748 $11,990
Local Corrections $1,333 $1,638 $1,823 $1,951 $1,822 $1,836 $1,734 $1,634 $1,599
Federal Spending to Reduce
Supply

$4,126 $4,349 $4,045 $4,130 $4,153 $4,901 $5,042 $5,997 $5,479

Private Costs
Private Legal Defense $365 $458 $493 $500 $483 $554 $573 $581 $591
Property Damage for Victims of
Crime

$193 $269 $266 $243 $232 $221 $195 $181 $181

Social Welfare $337 $418 $422 $412 $395 $300 $260 $238 $218
Total $21,912 $26,406 $28,078 $30,300 $29,782 $32,383 $33,513 $35,050 $35,274

Source:  Analysis by The Lewin Group, 2001.
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Table C-5
The Economic Cost of Drug Abuse, 1992-2000

Crime Related Costs
(in millions of 2000 dollars)

Cost Categories 1992 1993 1994 1995 1996 1997 1998 1999 2000
Health Care Costs

Crime Victim Health Care Costs $92 $168 $170 $155 $148 $140 $133 $126 $128
Productivity Losses

Productivity Loss of Victims of Crime $2,059 $2,932 $2,934 $2,656 $2,530 $2,432 $2,262 $2,164 $2,217
Incarceration $17,907 $22,819 $24,236 $25,678 $26,949 $28,877 $31,477 $33,515 $35,601
Crime Careers $19,198 $23,277 $22,521 $22,536 $25,782 $28,227 $25,725 $26,424 $27,066

Other Costs
Criminal Justice System and Other
Public Costs

Police Protection $5,348 $6,915 $7,618 $8,057 $7,898 $9,017 $9,501 $9,824 $10,189
Legal Adjudication $2,716 $3,385 $3,742 $4,053 $3,898 $4,450 $4,689 $4,848 $5,028
State and Federal Corrections $7,495 $8,974 $9,669 $10,955 $10,901 $11,104 $11,519 $11,748 $11,990
Local Corrections $1,333 $1,638 $1,823 $1,951 $1,822 $1,836 $1,734 $1,634 $1,599
Federal Spending to Reduce Supply $4,126 $4,349 $4,045 $4,130 $4,153 $4,901 $5,042 $5,997 $5,479

Private Costs
Private Legal Defense $365 $458 $493 $500 $483 $554 $573 $581 $591
Property Damage for Victims of
Crime

$193 $269 $266 $243 $232 $221 $195 $181 $181

Total $60,832 $75,183 $77,518 $80,913 $84,795 $91,759 $92,849 $97,042 $100,069

Source:  Analysis by The Lewin Group, 2001.


