3/8/2006



Addiction 101 315-322 (March 2006)
 Estimating Government Drug Policy Expenditures

Peter Reuter

School of Public Policy and Department of Criminology

University of Maryland

College Park, Maryland

preuter@umd.edu 

Drug Policy Research Center

RAND, 

Santa Monica, California

August 2005

The research here was supported by funding from the European Monitoring Center on Drugs and Drug Abuse.  Helpful comments were provided by Gene Bardach,,Jonathan Caulkins, Michael Farrell and Harold Pollack. The views are solely the responsibility of the author.

Abstract

Aims  Many nations now spend large sums of government money to reduce drug problems.  The size and composition of public expenditures aimed at reducing drug use and related problems (a drug budget) is a useful partial description of a nation’s drug policy.  This paper examines whether it is possible to estimate these sums in a consistent manner across nations.
Methods Past drug budget efforts in the United Kingdom and United States were reviewed.  A new methodology was offered for estimation and estimates of expenditures in the Netherlands and Sweden. Using this methodology were compared.
Findings  In both the Netherlands and Sweden, with very different official drug policy rhetoric, enforcement expenditures dominate the total; prevention expenditures are a tiny share.  The baseline estimates indicate that the Netherlands by a variety of metrics (e.g., Euros per capita, Euros per problematic user) spends more on drug control, even enforcement, than Sweden but the range of estimates is such that this cannot be inferred with confidence.  
 Conclusion Estimating total government expenditures on reducing drug use and related problems is feasible and can yield useful policy insights
Key Words: Drug policy; budgets; cross-national comparisons

Introduction

A component of the debate about drug policy in western nations has been a clash of views about how much should be spent on different kinds of programs that aim to reduce drug problems.  Many researchers and public health advocates believe that governments in the US, Western Europe and Australia give too large a share of the budget to the enforcement of prohibitions (supply reduction) and not enough to prevention and treatment (demand reduction) or to harm reduction.  This particular debate was very prominent in the United States in the 1980s and 1990s (e.g., Drucker, 1999) but recently has spread to other countries as well.

This debate presumes it is possible to estimate a “drug budget,” an itemizing and categorization of public sector expenditures on the various programs constituting drug policy.  This estimation is complicated for two basic reasons: drug control programs (1) are found in many different government sectors, including education, health, policing and border control, and (2) are frequently imbedded in programs with broader goals.  
Only a handful of nations regularly produce estimates of drug control expenditures.  The United States has done so for almost 30 years but only for the federal government, ignoring comparably large expenditures by state and local governments (Carnevale and Murphy 1999).  The United Kingdom has developed increasingly sophisticated estimates since 1998 (Home Office, 2001; Godfrey, Eaton, McDougall and Cuylyer, 2002) but these are also partial (Reuter with Ramsted and Rigter, 2004).   Kopp and Fenoglio (2003), in the only previous study of cross-national differences in drug budgets, found that the uncertainty in estimates of national expenditures within the EU in the 1990s greatly limited the utility of comparisons.  
Cross-country comparisons of the level and composition of drug expenditures could be of use to decision makers, given the lack of guidance from other sources on what is an appropriate level and composition of expenditures on reducing drug problems   For example, the observation that one country is spending a much more on enforcement than the others motivates an examination of whether this can be explained as the consequence of a larger or more troubling drugs market.  Comparisons of treatment expenditures per problematic drug user across countries in terms of outcomes (e.g., the fraction of such users in treatment) would also enable individual nations to assess whether better performance could be expected.  
This paper presents an approach to estimating drug budgets, preliminary to a symposium containing two articles offering new estimates of drug budgets in the Netherlands and Sweden.  The article focuses on the feasibility and utility of making comparisons of expenditures for drug control across countries.  
Section I addresses the conceptual issues for drug budgeting, focusing on how expenditure estimates might be used in policy discussions and identifying the relevant program categories and definitions.  Section II discusses the history of drug budgets in the US and UK.  Section III summarizes and analyzes results from application of the framework to new estimates of expenditures in the Netherlands and Sweden.  Section IV draws conclusions and suggests next steps.
I. Conceptual Issues

The exercise of estimating drug budgets is distinct both conceptually and methodologically from that of estimating the cost of drug abuse, an exercise that has been conducted in many countries including: Canada, France and the United Kingdom (Single et al., 2001).  “Costs of drug abuse” estimates begin with a counterfactual; how would various expenditures and income categories be altered if there were no drug use?  For example, one component is productivity losses that follow from drug use lead to reductions in the income of both drug users and the rest of the community.  These are not included in the budgetary estimates, since they are not costs to the government of reducing drug-related problems.


Government costs are included but the approach to estimation is so different that the two approaches may produce very different numbers.  For example, the costs-of-abuse estimates include government costs of treating Hepatitis C that results from intravenous drug use.  In the drug budget estimates only the treatment of drug abuse itself is included.


For policy purposes, the costs of drug abuse estimates are of limited relevance.  The counterfactual they pose is not one that can be attained.  The drug budget helps describe what policies a government is using to reduce drug use and related problems, a preliminary to deciding whether the level and composition of.those policies is appropriate.

The second conceptual point is that the figures presented here as a “drug budget” are quite different in type from a conventional government budget.  For example, the budget for the Health Department for 2006 is prepared in advance as the basis for decision making.  The drug budgets are instead after-the-fact calculations based on decisions already made by units dispersed throughout governments or even across levels of government.  Analysis may be useful as a way of guiding future decisions but drug budgets are not themselves decision-forcing instruments.


Finally, the budgeting exercise is intended to exclude alcohol and cigarettes.  These are by any definition drugs that cause immense harm.  However, the institutions and programs which deal with them are largely separate, so that for policy purposes the focus is exclusively on that which is prohibited; in the United States that includes alcohol for those under 18 but in other countries alcohol is not included for any group.
Defining Categories

The conventional four part division of programs is prevention, treatment, enforcement and harm reduction.  For policy analytic purposes, what matters is not the program’s label but its likely effect.
Prevention programs reduce initiation or the probability of progress from experimental to regular drug use, either by persuasion (school programs, community activities, mass media campaigns) or by reducing the accessibility of drugs for novice users (e.g. making dealers more discreet in soliciting new users).  
Treatment programs reduce drug use by experienced users through direct individual service.  In addition to medical and counseling services, the category can include programs such as “coerced abstinence,” in which users face strong negative incentives for discontinuing their use for an extended period (Kleiman, 1997). Some regular users subject to this coercion can desist even without entering formal treatment. This obviously laps into enforcement; one can reasonably argue that the instrument is so distinctively different that it should be categorized as enforcement rather than by its effect. 

Enforcement programs are of two types.  Programs aimed at traffickers and producers attempt to shift up the supply curve for drugs.  Other things being equal, they should raise the price of drugs and lower quantity.  Other enforcement programs, aimed at users and retailers, raise the transaction costs (time, inconvenience, risk) of buying drugs; for example through conspicuous patrol with a preventive orientation, as was done at the Frankfurt train station in the 1990s (Schneider, 1994). Those efforts shift the demand curve downward and lower prices and quantities.  Where retail enforcement shifts the curve for novices, it is like prevention; where experienced users are affected, it is closer to treatment in effect.  

Harm reduction programs explicitly seek to reduce the adverse consequences of drug use. Such programs may also reduce drug use itself, but this is not the ultimate goal.  There are again two categories.  One, harm prevention, aims to reduce the risk of harms occurring conditional on drug use (e.g. syringe exchange, low threshold methadone aimed at decreasing needle sharing).  The other, harm amelioration, aims to reduce the severity of specific harms after their occurrence (e.g., treatment extending the time between becoming HIV positive and converting to AIDS; psychiatric treatment for co-morbidities).

The separation of harm reduction programs has a practical purpose.  Harm prevention programs should be assessed by the extent to which they reduce the number of persons suffering these adverse consequences.  Harm amelioration programs should be judged by their success in alleviating the severity for persons once harmed.  Injury prevention research uses a similar classification, referring to primary and secondary prevention (Bonnie, 2000). Many elements of harm amelioration would be hard to separate from treatment. 
Generally, drug budgets list expenditures only on programs with an articulated and primary goal of reducing drug problems.  However, many other social programs  such as education, infectious disease surveillance systems or general policing, though with much broader objectives, may be comparably important to reduction in drug problems as those labeled “drug control” (Boyum and Reuter, 2001). The four part classification can also be used for non-targeted programs; the label describes the nature of the drug-related benefits that flow from the program.  Like programs that do target drug problems, non-targeted programs may generate benefits in more than one area.  Table 1 lists major programs by category.  
>>Table 1 about here<<
Implementation Problems

Even after resolving the conceptual issues of what programs should be included in the budget, great practical difficulties remain in estimating a drug budget.  Most drug expenditures are imbedded in broader programs; the analyst must dig beneath figures in the standard budget documents.  More importantly, major components are imbedded in activities for which only rough heuristics can be used to develop estimates of the drug control component.  

This problem can be illustrated by the relatively well developed U.S. efforts to estimate federal drug control expenditures by function and agency.  Consider for example, interdiction, the effort to seize drugs and couriers at or near the border.  A small fraction of border patrol activities are specifically aimed towards drug control, e.g. salaries of investigative agents who follow controlled deliveries of heroin.  Much though is generic and results in seizures of people and goods, only some of which are drug related.  The U.S. Border Patrol assigns 15 percent of its total expenditures to drug enforcement each year, without conducting annual assessments (Murphy et al., 2000).  Nor is it clear how one could develop a sounder estimate or a heuristic.  Similarly there is no clear conceptual basis for deciding what share of costs of treatment of substance abusers with other psychiatric conditions  should be regarded as reducing drug problems. The convention is to assign half the costs to drugs but that is merely convenient.  
Sometimes a label can simply be misleading.  In Fiscal Year 1998, the United States Department of Education claimed to spend $90 million on drug treatment, which was for vocational rehabilitation for "individuals whose drug-related disabling conditions result in an impediment to education or employment" (ONDCP, 1998).  There were no special programs for drug users; the figure represented an estimate of the share of program clients whose admission was drug-related.  This is an expansive definition of treatment, since it focuses on consequences of use.  By that rationale, all social service expenditures on those who are harmed by their own drug abuse could be categorized as drug treatment.  The U.S. government does not include harm reduction as a category; perhaps such palliative care should be classified as harm reduction but that makes the concept so broad as to risk depriving it of meaning. 
Budgeting methods differ across nations, reflecting history and governmental structure, inter alia; some examples are offered below.  There are also inter-sectoral differences within countries.  Any estimation process has to be sensitive to these variations.  The estimates will be built out of agency budgets since they do not fit into the national income and product accounts framework.  

II. Prior Efforts to Develop Drug Budgets 


The United States developed systematic drug budgets as early as 1973 (Drug Abuse Council, 1980).  By the time that the Office of National Drug Control Policy (ONDCP) began operation in 1989, the methodology was well established.  Indeed, the legislation authorizing ONDCP required that it produce a budget, divided between demand reduction and supply reduction.  Federal agencies were given guidelines to produce defensible estimates of how much they were spending under different program categories to reduce U.S. drug problems.  Tables were produced with both agency expenditures and then expenditures listed under the general headings of prevention, treatment, enforcement and international. Harm reduction has never been a category in these budget documents. The division between supply reduction and demand reduction stayed very stable from 1988 to 2002; 60-65 percent each year went to supply side programs.  

Until 2002, the effort was to be as comprehensive as possible, with little concern about the conceptual distinctions between drug-targeted and drug-related expenditures.  However no effort is made to estimate expenditures by state and local governments; one study conducted for 1991 estimated that such expenditures totaled almost as much as those of the federal government (ONDCP, 1993).
In 2003 ONDCP developed a new budget concept.  The budget would now include only “those expenditures aimed at reducing drug use rather than that…those associated with the consequences of drug use” The re-estimated figure for 2002 fell from $18.8 billion to $11.5 billion.

This decline reflected the decision to exclude some major items; the largest was the incarceration of federal drug prisoners.  In the new framework this is regarded as essentially passive, a consequence of drug use.  Dealers and smugglers are locked up because other persons are drug users and the incarceration does not strike at the drug use itself.  This is an odd argument, since other kinds of federal enforcement, mostly aimed at higher level dealers, is indirect as well.   In fact incarceration at the federal level, which accounted for $2.4 billion expenditures in FY 2003, serves as a major drug control expenditure; arrest without incarceration will be much less of a deterrent and has no incapacitative effect.  The expenditure is not one annually controlled by federal legislators, it comes from the decentralized decisions by judges.  
This change not only reduces total expenditures; it substantially lowers the share accounted for by enforcement programs, from about 65 percent to 55 percent, which has political implications (Walsh, 2004).  This is important because it serves as a reminder that a drug budget is not a technocratic document but one that serves policy makers. It must be evaluated in terms of its framing of political and policy debate in addition to its accuracy and sophistication in addressing technical concerns. 


The U.K. government has recently sponsored three related but distinct budget documents, reflecting an increase in concern for accountability.  Godfrey et al. (2002) is a cost-of-drug abuse estimate, while an unpublished budget analysis examined proactive costs alone; these were identified as programs specifically labeled for reducing drug problems.  Thus, for example, of prison costs associated with housing drug offenders, only those for treatment were included.
Most relevant for this paper is a Home Office document (2001), a relatively detailed and systematic analysis, including a break down of its expenditures for particular categories of drug control.



 The expenditures were divided on the basis of goals, which facilitates performance measurement.  The four enumerated objectives were to (1) reduce the proportion of under 25’s reporting use of Class A drugs (2) the levels of repeat offending among drug misusing offenders (3) increase drug treatment enrollment by drug misusers and (4) reduce the availability of Class A drugs. In each case the target was a 25% change by 2005.  The first is clearly a prevention target, given that treatment rarely leads to abstinence and most of those treated are over 25.  The last is an enforcement target; the other two involve both treatment and enforcement.  For example, drug treatment enrollment can be increased by tougher enforcement, either through making conditions of use (price, other costs) higher or by bringing users under the supervision of the criminal justice system; it can also be increased by providing more or better quality places.  Harm reduction does not seem to play a role in any of these objectives, though treatment enrollment, inasmuch as it accepts continuation of some drug use, results in the amelioration of its harms.  


The UK drug budget was thus framed by the specific government policy of that time.  Thus, unfortunately it not possible thus to compare the composition of the UK drug budget with that of other nations.
III. New Estimates for Netherlands and Sweden

We illustrate the potential for consistent national drug budgets by examining new drug expenditure estimates developed for the Netherlands (Henk Rigter, this issue) and Sweden (Mats Ramstedt, this issue) using the conceptual scheme described in Section I.  The two nations have strong applied drugs policy research communities closely connected to government agencies.  Both studies examined sources of estimate uncertainties. 

The national and municipal governments in the Netherlands account for most drug policy expenditures; provincial governments play a small role.  As befits a nation very articulate about drug policy goals, there are  many and varied programs aimed at reducing drug problems.  Most are quite small; approximately forty-five under 10 million Euros each accounted for less than 15 percent of the estimated baseline aggregate of 2,186 million Euros.  Table 2 presents the baseline estimates, together with confidence intervals based on uncertainties in estimates of the major programs.  
>>Table 2 about here<<

These estimate uncertainties can be illustrated by major enforcement items.  Three of nineteen items account for 80 percent of the 1,646 million Euros spent on enforcement: Policing (430 million), Courts (311 million), and Detention and alternative sanctions (546 million).  The principal driver of the first two items is the share of cases in detention courts that either constitute violations of the Opium Act, the basic drug control legislation of the Netherlands, or that are drug-related.  The first is accurately measured and accounted for 13% of prosecutions in 2002.  The second is estimated from two studies in 1993 and 1995 , using self-report data, yielding a figure of 17%.  Each type of case is assumed to cost the same in policing and court resources (prosecutors and judges).  This is a convenient assumption which could be quite incorrect.  Arrests are heterogeneous in costs imposed on each criminal justice system component.  Moreover the share of all non-Opium Act offenses that are drug-related may have fallen substantially since the mid-1990s (when the 17 percent estimate was developed) as the population of addicts in the Netherlands has declined and aged.


Table 3 presents budget estimates for Sweden.  Estimation is complicated by the devolution of most expenditure responsibility to the 284 municipal governments.  They are responsible for the funding and provision of the principal treatment programs.  

>>Table 3<<


Treatment expenditures illustrate the sources of uncertainty for Sweden.  Statistics Sweden presents overall substance abuse treatment expenditures for all 284 municipalities for 2001.  However, these expenditures (reported by each municipality) also cover treatment for alcohol abusers and are restricted to ages 21-64. 
It is necessary to obtain an estimate of the fraction of cases that involve drug abuse. Two independent sources were used:
1. Findings of an official survey of 567 treatment centres (not only the Social service) in 2001. On average, 19 percent of patients were treated for drugs only and 32 percent for both alcohol and drugs. 

2. A large ongoing treatment study in Stockholm.  It reported that 33 percent attending treatment in the Social service came because of drug abuse only and an additional 7 percent because of both alcohol and drugs. 
Assigning fifty percent of dual cases’ costs to drugs, the two studies yield roughly 35 percent of total costs for drugs.  However the differences in the base prevalence of “drugs only” are so large as to raise questions about credibility of the “drug all” rates.  Ramsted used that figure for the purpose of establishing a baseline estimate but this is a source of potential instability in revised estimates.

The baseline estimates suggest that the Netherlands spends more per capita on drug control than does Sweden.  The low end estimates differ substantially because the Swedish share of arrests specifically for drug offenses is so low. The more comprehensive estimates are closer to each other.  In both nations prevention accounts for an almost trivial share of the total.  Enforcement, mostly related to detention, accounts for the majority in both nations.  The treatment figures, on a per capita basis, are surprisingly similar. 

Enforcement expenditure differences may also represent conceptual discrepancies.  The Netherlands estimates include costs incurred for drug-related crime, not merely drug offenses.  The former account for about 25 percent of the estimated drug enforcement total.  For public prosecution and court services, 13 percent are assumed to be drug violations and 17 percent drug-related.  For detention and alternative sanctions 27 percent are assumed to be drug violations and 17 percent drug related.  This totals 395 million Euro for “drug-related” offenders.  Even subtracting that out, the Netherlands spends somewhat more on enforcement than Sweden.  A Swedish police study reports the share of crimes accounted for by drug abusers is substantially higher in Sweden than suggested by data for the Netherlands: 30-40 percent versus 17 percent.  That may reflect the higher prevalence of problematic drug use in Sweden.  about 4.5 per thousand population versus approximately 2.6 for the Netherlands (http://annualreport.emcdda.eu.int/en/page087-en.html, Statistical Table 3).  The broader definition of drug enforcement for Sweden would narrow the expenditure gap with the Netherlands, perhaps even more than consistent use of the narrower definition.

Even so, the estimates still suggest that the Netherlands spends somewhat more on drug enforcement than does Sweden.  Only some of the difference in the baseline estimates arises from the distinctive role of the Netherlands in interdiction in the Caribbean. 
Harm reduction is a more important component of Dutch expenditures and treatment but some of the harm reduction/treatment differences between the two estimates may represent classification of programs rather than actual variation.  For example, in the Netherlands some of the reintegration services for treatment clients are classified as harm reduction but may be included in the treatment category in Sweden.  

>>Table 4 about here<<


The interpretation of the differences depends somewhat on the base that is used. Table 4 presents a variety of possible comparisons of the baseline figures presented in Tables 2 and 3. Total drug control expenditures as a share of GDP captures the notion that a richer nation might invest more in drug control for a given size problem. The second line gives the figures as a share of public sector

expenditures; again, one might expect differences that reflect how generously a nation funds its government programs generally. The third line gives the per capita figure, a number with its own intuitive appeal. 

The fourth comparison approaches programmatic decision making more closely; it shows treatment expenditures per ‘problematic drug user’, using the figures presented on the European Monitoring Centre for Drugs and Drug Addiction (EMCDDA) website. That introduces considerable

noise as these user estimates are very rough, reflecting the variety of methods that have been used.

They have yielded substantial variation for individual nations. Treatment expenditures per potential eligible (a reasonable interpretation of ‘problematic drug user’) is one indicator of the adequacy of the nation’s treatment sector. 

The final line gives enforcement expenditures per ‘problematic drug user’. Because most drug-related crime and drug market activity is generated by this same population, this is a reasonable indicator of the public sector effort to enforce prohibitions. 

What is interesting is the consistency of the differences between the Netherlands and Sweden. By every one of these measures, the Dutch government puts more effort into controlling drugs. However, the expenditure estimates for both countries have substantial ranges; the high-end Swedish estimates generally exceed the low-end Dutch estimates. 

The final column of Table 4 presents the same figures for United States government expenditures. The expenditure figures themselves come from cost-of-illness estimates (ONDCP 2004) and may be underestimates. There 

is no estimate of the number of problematic drug users for the United States but there are estimates of the number of people in need of treatment, which is roughly consistent with the definition when one subtracts those in need of treatment for only marijuana use. The resulting number in need of treatment (including those enrolled in treatment at some stage in the prior 12 months) for 2002 was 4 600 000. In per capita terms, that is about six times the prevalence for Sweden and eight times the prevalence for the Netherlands.

Expressed per capita or as a share of GDP or government expenditures, the US figures are somewhat larger than those for the Netherlands and Sweden. However, when expressed as Euros per problematic user, the figures are sharply lower. That is true even for enforcement; the tolerant Netherlands spends more on drug enforcement per problematic user than does the punitive United States. What appear as large American expenditures can be seen as being driven largely by the very high fraction of the population of US residents with serious drug problems.


IV. Conclusions 

Estimation of drug policy budgets is complicated by conceptual disagreements and the absence of basic data for some of the critical elements.  The existing estimates are weak.  They have broad ranges and can alter substantially as the result of methodological improvements   Progress requires agreement on the conceptual issues (how expenditures can be classified) and on how data should be collected and used for estimation of basic quantities.

It is useful to review again the limits of the underlying exercise.  This is an effort to estimate public expenditures only and is sensitive to changes in the structure of finances.  For example, a shift of health insurance toward more private sector funding can lead to declines in public treatment expenditures because more is covered by employer financed insurance.  Moreover the exercise takes the public sector budgets at face value.  Thus a school prevention program is valued at teacher’s wages, not the opportunity cost of the time foregone by pupils and teachers from more academic studies, which may be much higher indeed (Caulkins et al., 1999).  
The labels also impose a sharpness of distinction that may be false.  Treatment programs provide many harm reduction messages, e.g. reminding heroin addicts that their tolerance will be lower as a result of treatment should they relapse into heroin use.  Similarly, when New York Police Department officers warn heroin users to beware of batches of bad fentanyl, then the enforcement budget is being used for harm reduction goals.  Enforcement differs from treatment in many respects but the boundaries can blur. 

The central estimation problem is that large items depend on estimates of parameters that are either dated or reflect surveys that are not entirely appropriate.  New and better surveys might lead to major changes in the estimates, even if there are no actual changes in expenditure.  For example, a 2004 survey using a different diagnostic instrument and broader sampling might lead to an alteration in the estimated share of the population of clients in Swedish treatment clinics whose problems are primarily related to illicit substances; that would changed estimated treatment expenditures.  Or a new Dutch survey might find that the average cost per treatment episode for an ever aging heroin addicted population has risen, thus raising the share of treatment expenditures that should be allocated to drugs rather than alcohol.  

The United Kingdom, Netherlands and Sweden are among the leading EU nations in terms of the sophistication of their drug policy research.  If the underpinnings of their estimates are fragile, this is even truer of the many nations which do not have surveys to provide estimates of, for example, the cost of treatment of drug abusers or of criminality of drug abusers.  




Nonetheless, the existing estimates from the Netherlands, Sweden and the United Kingdom suggest that these comparisons are useful.  They support some broad and important statements.  Enforcement dominates the budget.  Prevention expenditures are quite modest.  US figures are consistent with both statements, as are the crude drug budgets for Austria and Belgium.  
If these propositions hold across more nations, they may provide important insight on the dynamics of drug policy.  Is prevention merely a slogan, i.e. lacking true programmatic content, or is the low expenditure a result of institutional failures?  Similarly does the budgetary emphasis on enforcement derive from political decision making about policy or is it driven by the realities of drug markets? Answering these questions would help improve policy making.
Table 1:
Categorization of Expenditures by Policy Domain and Goals
	
	Targeted Policy
	Broad Policy

	Prevention


	School drug prevention programs

Mass media campaigns

Reducing access for youth through policing


	School discipline

General delinquency prevention

Improved public housing 

	Treatment


	Methadone Maintenance

Counseling, therapeutic communities etc.

Coerced abstinence through probation/parole supervision


	Psychiatric services

	Enforcement

(1) Supply reduction

(2) Demand reduction
	(1) Traffickers/Dealers

     Arrest Corrections

(2)  Buyers Arrest


	General criminal enforcement

	Harm Reduction

(1) Preventing harms occurring

(2) Ameliorating bad consequences
	(1) NEP, low threshold methadone, responsible use messages

(2) Health care for infected addicts

      
	(1) Income support for addicts

(2) General healthcare


Table 2: Estimated Drug Policy Expenditures, Netherlands, 2003 (million Euros)

	Category
	Baseline
	Low 
	High 
	Baseline Per capita (Euros)

	Prevention
	42 (2%)
	37
	44
	3

	Treatment
	278 (13%)
	200
	364
	18

	Harm Reduction
	220 (9%)
	138
	318
	14

	Enforcement
	1646 (76%)
	1166
	2540
	102

	Total
	2186
	1521
	3266
	137


Source: Rigter, 2005

Table 3: Estimated Drug Policy Expenditures, Sweden, 2002 (million Euros)

	Category
	Baseline
	Low Estimate
	High Estimate
	Baseline Per capita

 (Euros)

	Prevention
	8 (1%)
	8
	8
	1

	Treatment
	175  (19%)
	130
	220
	20

	Harm Reduction
	28.5  (3%)
	24
	33
	3

	Enforcement
	714  (76%) 
	273
	1110
	80

	Total
	925.5
	435
	1371
	104


Source: Ramsted, 2005
Table 4: Comparisons of Drug Expenditures in Netherlands and Sweden, ca. 2002

	
	Netherlands
	Sweden
	United States

	Percent GDP
	0.47
	0.30
	0.42

	Percent public expenditure
	1.6
	0.61
	1.30

	Per capita
	137
	82
	150

	Treatment Euros per “problematic drug user”
	9,200
	7,600
	1500

	Enforcement per “problematic drug user”
	55,000
	17,000
	8000
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