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The cost of the opioid dependence syndrome.
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[ ABSTRACT:

miare than 34 times their pereapita income

o

The study was conducted in the peripheral area of Delli where the de-addiciion cenire, AITMS New Delhi
was runming, Majority af patienis were within the radiuy aof 6ikm. Their substances of abuse were heroin
(Smack), prescribed opioids, and raw opium. The patients with
major praporiion of the sample and there was he effect of educational level on the expenditure. In India,
the expenditure of the ainid dependent patienis ix Increasing. The age group af I7-4it years represemted
the majer proportion of the sample and the cxpenditure was decreasing progressively with the age of the
patfenis. Most of the parienty were transport aperators expecially auto rickshaw drivers. There was definite
decrease in the productivity in the form of decreased wages and decreased eqrning.  Most of patients spen
Which suggests that the more than 30% of barden way passed
fo his famiily members. The patients with more Percapita income spent more. The patients who were mat on
treatment had two times more expenditure than the petients wndergoing treainment. Among the wnireated
pralienss e macimum expenditure [ 70% af total expenditirel was on procuring opicids, whereas among
the patienes, who were on treatment, the expenditire an procuring opioid is only 33% mud the maxinm
foss was due 1o loss of productivity, The difference between the mean expenditure of the patienis undengoing
freatment and the patienis not on freaiment is 2 fimes.
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Patterns of substance use kesp changing all the time.
Changes may occur in the sacio-demographic profile of
opiate users, the type of drug use, the route of the
administration and adverse consequences like econamic,
health related, and social prablems (8, 9, 14 and 35).
Heroin use among the youmng adults has increased during
19FB-1992 (SAM SHA 1995). It has been suggested that
u decline which was reported after 1992 may be because
of underestimation or under reporting (31, 31 and 32).

The use ofillicit or licit drugs causes health. social
and economical problems within the society. Sickness,
death, injury, pain and suffering associated with illicit drug
usc are all burdensome 1o the society directly of indirectly,
Thus, the drug abuse is 4 major drain on society's
resources. Uverall the societies as well as individuals, who
are addicted, have to pay the costs of such addiction,
Browdly the costs incurred are in the forms of

(iy  Values of goods and services (Health and non-
health). . :
Value of the lost productivity (Health and non-
health},

(ii}

{iii)  Some non-quantifiable costs (Heath and on-health)
i.e., pain, suffering bereavement etc. (23],

Most of the earlier studies tried to calculate the
costs of first two mentioned areas (Cruze et al., 1981;
Harwood et al., 1984 and Rice et al., FS90, 1991, 1999,
They have used top-down approach in their cost evaluation
tor calculating the cost of trestment, This appreach
mvolves examining all the costs of a treatment centre, of
lhospital for instnce over | year, and allocating the resource
use to the activity levels of the centre fior the year. This
method ensures all known cosss attributable to the service
are allocated 1o an activity. For many services, only broad
todals may be available and therefore this crude approach
would be needed. Another approach is bottom-up
approach. It gives more accurate estimate than the twop-
down approach. Itinvalves identifying and measuring each
individual activity and directly measuring the relevant
resource use. Detailed resource tracing will ensure that &
propartion of the capital cost and overheads are allocated
to each unit of activity. With good resource managemenl
systems this approsch can give very accurate costs for
each individual event. However, it gives accurate estimate;
it is likely that this methodology will not always results in
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1 total cost figure for the unit's activity equal o toitil
wpenditure over the period being examimed (7, 12,2728
nd 297,

Lsing the Cost of llness approach, the cost were
sgtimated in four broad areas; medical care, cost
productivity, erime and social welfare. They found that
ihe cost of héroin addiction in United Siates was
US$21 9miltion in 1996. OF these costs productivity loss
accounted for approximately 53%, criminal activities 24%,
medieal care 22.5% and social welfare 0.5% (29).

In 1992 m US it was calculated the cost per
physician visit was $166 and the number of outpatients’
visitwers 10.5 millian. With this value the cost of outpatient
care was 51.7430 killion (15 and 22).

The misuse of alcohol, tobacco and illicit drugs cost
more than §18.4 billion in Canada in 1992(564%). Alcohol
accounted for $1.3 billion in direct health care (34).

The US, substince ahuse related care accounted 20% of
total Medicaid general hoapital days in 1992, that was
Lahillion. 1t was $8bllion in 1994 (8).

Aleohaol and drug abuse cost society an estimated
$176.4 billion during 1992 in US as a result of lost
productivity from premature death and iliness among
alcohol and drug abusers , associated crime related costs
of aleoho] and drug abustrs and time spent by alcohol
and drug abusers in residential treatment . An estimated
% 107 hillion in overall productivity losses atiributed to
alcohal abuse and § 69,4 billion te drug abuse (23).

Shart falls in productivity and employment among
indbviduals with aleohol or drug abuse disorders aceounied
for estimated losses of § 80,9 hillion in lost productivity.
OF these, it is estimated that $66. Thillion resulied from
alcohol problems and 3 14 2billion reselted from drugs
prizblems (11).

Buck et al {2001 found that the medical health
and substance abuse services users were 7-13% of
Medicaid enrollers. Across the 10 states, the expenditure
on mental heelth and substance abuse services
reprosented 11% of total Medicaid expenditures. When
their expenditures for non-medical health and substance
services were lso considered, they account for 28% of
toal Medicaid expenditures (4).

In India , the cost of iliness studies related to ather
illness have been done but alcohol and drug sbuse related
studies have been very few. The expenditure on health in
India in 1990 was 6% of GDP (1.3% in public sectors =

4,7% in private sectors}{ Ray, R., 1998). Some studies in
India reflect, an an average drug abuser spends about
Rs, 500 per week. Drug dependence also has an impact
om addicts ‘employment, and losses due to missing wiork.
In Delhi. it was seen that an abuser spends arvund 35-95
per day on drugs (24 and 15}

Sharma et al (1995), a heroin addicr in Ngaland
gpends nbout R, 15000~ per month and opium addict
spends about Rs. 100-300 per month; and inject able drug
abuser spends spends between Rs. 60-120 daily. In this
study, expenditure was mainly on opioid procuring and
toss of income due to reduced productivity (33).

In India, such studies are lacking. Therefore it was
planned to estimate the cost attributable to opioid
dependence syndrome. Such study will be beneficial for
policy making regard ing the treatment progrmines aswell
45 for researchers who would be interested in the
economic evaluation for opioid dependence syndrome,

Alm: To estimate an average monthly expenditure overa
period of three months by opioid dependent patients
attending a De —addiction Centre.

ials and sl

The study was carried out at De-Addiction Centre,
ATIMS, and Mew Delhi during 1999 to200 1. 1t is a centre
where pharmacological as well as non-pharmacological
treatments gre given. The study sample comprised of 2
groups. Group |: consisted of the opioid dependent male
patients who were aged between [3-43 years and
registered at the centre for the first ime. Group 1
consisted of the opicid dependent male patients who were
aged between 15-45 years and were on trealment for
more than preceding 3 months from the centre. Two groups
were chosen because the patients from group | did not
have the cost of treatment, As per ICD-10 DCR Opiowd
Dependent Patients registered in the OPD were assessed
for inclusion in either of the two groups. The male patients
aped 15-45 years who came  first fime o the centre
were included in group | and who were on treatment from
the centre for at least past three months were included in
groasp 1. The patients dependent on sithstance other than
opioids except nicotine and the putients suffering from
any chronic psychotic andior physical iliness were
excluded from the study. Those fulfilling the inclusion and
exclusion criteria were assessed with the help of a semi

strwctured Perfarmuwhich  was specially prepared by
investigators for the purpase of this study based on the
pssumptions made by the researchers) for detail
expendire ncurred inasspciation with opicid dependence

—

&
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after taking written mformed consent.  All infonmation
given by the participants in the study was corroborated by
the guardians, The cormobomators were adults who had
stayed with the patients and they themselves did not have
any psychotic illness, A purposive sample of one hundred
and fifty six patients in the group | and fifty three in the
group [T was assessed. First of all, the information
regarding demographic varables was collected and then
the cost incurred i following areas by the patients was
pssessed.

W, The cost of (reatment

i, The cost of drug treatmemt (detoxificaiion and
mrinfeEnce)

The every drug which the group |l patients were
on for past 3 months were enquired about and their
total amount in milligrams, and it was multiplied by
the market price price of the each drug (in Rs./
mg} to get the cost of the treatment for the period
of 3 months,

i The fafrasiriciuve oSt

For the group 11 patients, the cost per visit to OFD
per day was used in the study, which was cbtaned
from the Central Govt. Health Services, Ministry
of Health and Family Welfare, New Delhi (It was
Rs. 400- per first visit to an OPD, and Rs, 30/~ per
subsequent visit to the OPD during 19902001

b. The cost incurred in procuring opicids.

L The cost of buying opieids: According to self-
structured perfonma, the amount of opickds and other
substance of abuse along with opioids were
calculated in the gram, milligram, puria, capsules or
ampoules for past 3 months. The amount of opioids
or othver substance in gram, milligram, puria, capsules
or ampoules was multiplied by the mean price in
Rs. per gm, mg, puria, capsules, or ampoules which
was paid by each patient of both groups..

i. The cost ef itz transportation from the patient 5
houses lo the wafficking ploce and vice-versa.
It was calculated by summing the rupees spent by
the patients separately for group | and 11 as bus or
auto-rickshaw fairs while visiting the ploces of
trafficking

e. Loss of productivity due to average loss of

Thi number of days of ahsence was enguired and
itwag multiplied by the patients” daily earning during past
Jmenths, The product Was the lost produstivity in rupees
due to averape loss of working days

Data analysis

For each patient, oll the costs were summed up (o
get the Grand Total cost. The mean, median and standard
doviation was obtamed for each type of cost and the grimd
total cost against various categories of marital status,
pccupation, age, percapita income, and education for the
patients of groep 1 and group 11 separately,

I'he Kruskal- Wallis one way anadysis of variance
was used to see the significant differences within the
different categories of age, marital status, cccupation, per
copili income and education for the patients of group |
and group 1 separately.

Results

Total number of patients diagnosed as opioid
dependence syndrome who atiended Dre — addiction
Centre OPD, AHMS, Mew Delhi for the first time during
the period of study (6 months) was 450. Oul of them only
two were women, Muost of the patients (80%4) were from
Dielhi. Most of the patients were fulfilling the inclusion &
exclusion criteria but only one hundred fifty six patents
were included under group | and fifty thiree in group 1L

In group I, patients aged 13-20 years were least
commen [5.1%6) and 31-40 years comprised the largest
group (48.7%) (Table 1} This age group {52.8%)
dominated in group [ also. There were no patients in the
age range 15-20 years in this group (Table G).

Among the patients of group 1, the majority of
patients (3 1.9%) were educated upto primary and middle
school level and only 7% were graduates or postgraduates
{Table 2). Similarly among the patients of group [, the
maximum nimber of patients {50.9%) fell in the category
of primary and middle school kevel education and only 9.2%
were graduates or postgraduates { Table 7).

Amuong the patients of group 1, 60.5% were married
and lowest number of patients { 10.29%) fell in the category
of widower, divorced or separated (Table 3). Similarly in
group 11, the maximum number of patients {60.3%) was
married while 18.8% of patients were either widower,
divorced, or separated {Table §).

working days A In hoth the groups, the maximum number of pitients
Tt (41.09% and 45.4%) was transport operators, mainly the
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auto-rickshaw drivers operating in Delhi. Professional.
Technical and allied jobs categories in both groups were
2.6% and 3.7% respectively {Table 4 & 9}

In group [, most of the patients were with the
percapitl income between Rs. 501-1000 and Ks. 100]-
2004 who constituted 73.3% (355 + 37.8%) of totil
number of patients (Table 5) and in group 1] wlso the
patients with same percapita income constituted the 793%
{3594 + 43 4%) of total number of the patients. In bath
the groups were minimum numbers of patients having
percapita mcome more than Rs. 40007 (Table 10).

In groups 1 (n=15¢), the number of patients with
heroin dependence syndrome was 136 (87, 1%). Within
this group seven patients were salso using oral
benzodiszepines; four were using oral benzodinzeping and
inj-buprenorphine; and three were using inj-buprenorphine
aiso in addition 1o heroin in intermittent manner. In growp
l. 12 patients were using Affim or Doda, as the primany
drug of abose. One of them was also using oral
benzodiszepine in addition. In 8 patients buprenorphine
{injectabley was the primary drug and three of them were
also usimg Avil{ Pheniramine),

In group |, herzin was the primary drog in forty
nine patients (92%), buprenorphene (injectable) in three,
and pesia in one. They were also t2king the prescribed
drugs {huprenarphine or dextopropoxy poxyphene)

in group |, the 'maximum mean expendimme per
maonth was in age group (15-20 years) and progressively
declined with age and reduced to a minimum in the 41-43
years age group. However, across the different categories
within the group, the expenditures per month was not
significant (p=0.30). Same trend was found in the
expenditure per month for buying opicids and again there
was an insignificant difference poross different categories
of age within the same group of patients was insignificant
{0 0E)

Amang the patients of group 1, the main expenditure
per month was on procuring opieids for all the variables
(age. marital status, per capita income, occupation and
education) ( Table 1-3) and in group I, the main loss was
because of average loss of working days for all above
varmables (Table 6-10), There was apparent trend or
increasing expenditure due 1o lost productivity with ape
andihe maximum expenditure were in ape proup between
3 1-40 vears,

In patients of group [, the maximum mean expenditune

per month {Rs. B970) was among the patients who were ™

either widower, divorced, or separated { Table 33, In group
I, maximum mean expenditure per month was among
married patients (Rs. 3899} (Table 8). However, the
differences across the categories within both groups of
patients were non significant.

[n the patients of group |, differance of meen éxpenditure
per month across the patients with different educational
level was less (range = 3891-7648) (Table 2). In the
patients of group 1 such range was Rs. 20044422, The
maximum mean expenditure per month was among the
patients who were high school students (8" 1o 10 class),
The difference was again non-significant (p=0_76) within
the patients with different educational levels in this group
{Table 7).

In the patients of group |, the mean expend iture per month
ranged from Rs. 3963-9328 within the categories of
occupation. The moathly mean expenditure was mors thin
Ra. QO among thase who were professional, technical
and related workers, administrative executive and
managerial workers: and workers not classified by
occupations. The difference across the different
occupations was insignificant {(p=0.63) (Table 4. In
patients of group 11, maximum mean expenditure permonth
was among sales workers (s, 7433). However the range
of expenditure per month across the patients with different
oecupations was between Re 461 to 7433 and it was still
insigmificant { p=0.049 ) { Tahle 9).

In the groop 1. the patients with highest percaptia income
(Rs, >a000/month) had highest mean expenditure per
month {Rs. 8118). The mean expenditure per month
showed increasing trend with increase in per capita income:
but the differonce across the patients with different
percapita income was insignificant {p=0.94) (Table 5} In
group 11, the patientz with percapita income between Rs,
301-1004 per month had highest mean expenditure per
menth (Ks. 4384). The difference scross the different
patients with different income group was non-significant
(p=0.265) (Table 10}. In both groups, almost in each
category the mean expenditure was 3-4 times more than
that of their percapita income.

The grand total cost {including all type of cost) incurred
by the group [ patients was Rs, [ 102611 (mean=Rs. 7043/
month) {Teble 11) and for the patients of group 11, it was
estimated Rs. 162045 mean=Rs. 3057 month) {Table 12).
In growp I, the maximem expenditure was on procuring
opioids and in group 11, it was due o lost productivity.

There difference between the mean expenditure of parients
of group | and group |1 were 2 times in almost all variables

Lt

considensd,
————— — e
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Table 1: for the patient of group 1

Cost of opioid dependence for each category of ape.

Tuble 4 : For the patients of Group |

Cost of opioid dependence for each category of
Gocupution.

Talde 4 Ageireara]| 152 -4 EEC -5 Bl
Hetss | ngsmk) | dgsem [Tapame | anem By [T | o U | e —
L AR ] farrar il
A POMEx 250N | SO0 508G | PGl | 49T0e 0 | 001085 refaiod inbmman ™
EEE LLL g
CEEL Oteth | iz | e | s | s DA epps
G PR 150 | WAL 184E | BT | 10bemEn | 0 () .
cesmi ik i el e
ERG | #aMedzis | Tarassida | roveenns [monecet) | nm I el
sl | oegew ooy | moozew femoesalm esi| ve g
*Significant(Krushkal-Wallis one way analysisof variance)  [== [ 2| meam (s [ | v | s | s |15
e 1 o - RIS vl L L+ RLL TR [+ ] O ek TP | AW
A = Thecost i Bs /month of buying opioids [ N T e T I e e
E‘- - 1 ERiatm  dagigdind | moemy | orecmes ol ned B85 ] R D EE] GBS

The cost in Rs‘month of transportation of opioids
by the patients from the patients  houses o the
trafficking place or vice-versa,

C = Loss of productivity due to average loss in Re!
monthof working davs.

[ = The cost in Rs/ month of treasment including the
cost of drug treatment (Deroxification &
maintenance) and the infrastrectune cost.

E = The total cost in Bs / month.
Tahle 2 Tor Group I Patients
Cast of opioid dependence for cach category of education,

Table 2 Education| Himate | Primary & Hgh | Geadzslek | P Valug
idla Schocl | Schosl s
Edwagbed | Educaled | Grafuile
Helfh |0 | smo) |z o
& |dinbedted | EREeRE | Admaanii | dmstexds | mesedi
MesneSB) 8 ) im0 | oimasMr | tmmeam | wema | ooss
¥ frts | 47 1500445 | A 3T8G | PSR 2E | P=d iB
E L] -l e TR 1]

"Sigmificemt {Enslkaf-Walls one wiy asdysis of vimmee)

Table 3 for Groap I Paticnts
Cost of opioid dependence Tor each calegory of education.

Tablad Mariizl | Rover married Marricd Widowar, | PValie
iletza diorced ge
SHpATMEE
H=T5 K. 1% 107 8625 16 | 1007
L] it 4] G4 LU EL ) LIHE
Men =50 8 1FT el M= b fR e
4 T lagtpdn | BTy 0
E TIlTeSAN L Es L 0 00 o

*Sigmificant (K rushkal-Wallis one way analysis of variarnioe

*Significar { Krushkal-Wallis one way analvsis ol varfance)
Table 5 ; For the patient of Group 1
Cost of oplold depeadence for cach category of

percapiia income,

T | Peicapila § <500maeth | S1-000 | 10052000 | 200300 =45 F
] incarra TR {iea il hngni | month | Vals

Wedgd | i) boeiines [ssome fapam | @

Wi A SAULLOTM. FABLEITE | BB AT | ABMLTEIT | TETT TIER] 0 S5H
£ S0 i Mg Meitn | oA | EEcdd | 15ussT | ATR
* BT fheed0es | 1006e2509 | AEants | dssea 1D 035
3 (it 1] 2 tr [ (riHi] [HE:] 154

*Significant {Krushkal-Wallis one way analysis of variance)
Table & : For the patients of Group 11
Cost of opioid dependence for each category of the age.

Tatrla b Aguivears) | 138 | M8 348 145 P ualgn
K=H1 a 135N | MR [ 12 [EREN|
Wagn + S A 0 | E3etE | 1wt | EktE | pa
E 1 Hal2s E i 11
C 0| F0ai3 | BT | 1038 | LE
1] 0 | #m5i3ss | 7aRamil | 7EEs5DO AL
E 0 TS T7 | JRE0uERD | DBE12dET L

*Sipnificant (Krushkal-Wallis one way analysis of variance)
Table 7 : For Group II patients

Cost of upioid dependence for each category of education.

Table T Educstion| Nbiersie | Primey & High |Gradured | PYaue
Il Gehodl | Beleal s
Edacaied | Educsled | Gradaain

Mo g B0 BB | ATEeR | TS | 10 RE

L]
L HarES §25 LLred) =l
Qi
il ]

L2100 | 13000 | EEEalN2 | EETL15E
12dutdeE | Sléedid | Eanib
ABdy 1330 | I 5edldg | AUFRaSR00 8 HNT A0

2 lo|= |

*Significant (K rushkal-Wallis one way analysis o varance)

p—
= =
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Table 8 : For the patients of Group 1T

Table 12 : All type of the cost for Group 11

Cost of opioid dependence for each category of Table 12 Mroup i {n=53) Maan (Rs.) Grand talsl (Ra.)
marital siatus, I (o] SO0 £33%]
Tukiw § Maritsl | Howai masriod | Married Widewer, | Pwwue B 4 FIE3 LY 4%)
by tniorced ar
separsied [# 134 T1527 151%)
g w 50 5 S AN Pl i Bl S 125 o (=5 505 (14.6%)
| rH L] e 151 [IEH
i = E 057 152085 {1D07%)
= Atiith 14577 35554 84 it ]
D p LR 1 Table 13 : All type of the cost attributable to Faw
ey 2 ATED 13 4a 1614 (i ] II.]]II!E-E far grﬂup I {!ZI:]]-}
*Sianificant [ Krushkal-Wallis oo way analvsis of vamance) Table 13 Blean [Rs.} Grard total (Rs.)
Table 9 ; For the patients of Group 11 A b L
Cost of oploid dependence for each category of 3 i L
occupation. = 55 i
Sl v R fc Al e [onats oy i o) e g 5 2% b 24 25
e 1% dmplier
e :T": srcapsind Table 14 : Sociodemographic varisbles
ppmopti i Taiss 14 Giroem | Graup i
i plpari i
] 1550 R ]
RS+ mrs  {teozw | oo b | e i) E R Aa] 8 o P AR 1274 55
U ] (] b EE PR BT | AR Muid | LW wa T !!Iﬂl'-‘u{-
o BD i iBtutdl FEr ] Wl ay i i ELE = LE] ic I
C ' e i Wi | s | B0 || Ga 1 miny T
I Er-P R 1) gunl Bt || - dida 0 sip o Edecopm
r i Prasa | 1rgres b Lol T R D Irera® i Wirs]
Prorewy & seciclin sl ARE19%] o
*Significant | Krashkal-Wallis one way anakysis of variance) [ g scran 1T 13T
fidiita Table 10 : For the patient of Group | Sl L) paink
Wasind oisben
Cost of opicid dependence for each category of — : T T
percapita income. pr— p——
e | ) et | narts | ot | imonth | hiea| | W St o smguied ey |t
K=5i | zEess |iomssay | zqeais | e b Pricipiirocrsd Fon
I B 3352577 | D000 TR0 | 1381250 | Aed=TW ] 1 BTt e ¥
&b| B 0 T | men | wem | 0 | om| oo el Lo
= b 5T = ] ] 04z e Bﬂa?.E-.'H-: o
] Misld | w006 | Sede [T | 0 [ o i :2“‘1"; m:-s.-.n
£ | wreinh | ebaes) oz umsenie ] 0 | o i iz s
- ] : ] Oz vpation
*Significant (Krushkal-Wallis one way analysis of vanance)  F———— 12 ey
Table 11 : All type of the cost for Group | Fian ol apessins i XL
Table 11/Group | (n=156) | Mean{Rs) | Grandiotal(Rs) | | =0 — S Bt %)
cneic, i selamd wirki s,
A 52 BIROES (P4 ez asadin and P WSS
aad cherizaland rela il WOTETE L] HAT
B 180 EHEHLH"L Formeds, ksharmen ithes, goer.
and prosucia
¢ 5 pletdigent | | A uscai prded 12y 47
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Discussion

In Myanmar, the member of drug abusers registered
with government hospitals in 1997 was 58,728 of which
61.8% were opium abusers, 30% were heroin users and
polydrug users (WHO report, 2001), In present study in
group 1 (n=1356), the number of patients with heroin
deperdence syndrome was 136 (BT, %), Within this group
seven patients were also using oral benzodinzepines; four
were using oral benzodinrepine and ing-buprenorphine; and
three wara uging inj-buprensrphine also in addition to heroin
in intermittent manner. In group [, 12 patients were using
Affim or Doda, s the primary drug of abuse, One of
them wits afso using oral benzodiazepine in addition, In 8
patients buprenorphine {injeceable) was the primary drug
and three of them were alse using Avil (Pheniraming).In
group I, the herain was the primary drug in forty nine
patients, boprenorphene (injectiable) in three and pasta in
one [licit substance use was reported by this group over
and above the prescribed drogs (buprenorphene or
detropropaxyphene} they were getting from the centre..

[n Indiz, the prevalences is increasing in the younger
age group (5 and 33). The current heroin pse in genaral
population among males has increazed from 0.3% 10 1,1%
in some parts of India {Channavasabana et al., 1990,
Mohan et al., 1992, 1993, 1994, 1998, 1999). [n present
study the patiems aged 3 1-40 years comprised the largest
group (=30%) Table land &), Riceetal {1999 also fond
that 80% of male patients alcohol and drug abuse were
aged between 20-49 vears (27)

In Indin, 8 study reported the monthly expenditure
of & heroin dependent patient to be Rs. 1,500/ momth. The
expenditure per month per opium addict was Rs. 100-500/
maomnth. It was estimated R, | 800-3600 per month for an
imjecting drug wser in Magaland. In the study, the data on
the separate cost due to procuring heroin is not available
(A3} In the present study, the cost incurred in procuring
epioids was considered separately which constituted
around . 1% of todal expenditure for the patients of group
I and which 33% was for the patients of group II, The
mean monthly expenditure per patient was for 24935 for
an opium {AMm, doda) abuser and Rz, 4575 fora heroin
dependent (Table 12413 ) which is four times that of the
cost reported earlier (33}

In this study amoeng the patients of both the groups
, the maximum number of patients {>50% ) reported primoany
and middle school level education and only 7% in group |
and 9.2% in group [ were graduates or postgraduates
{ Table 2 and 7). The reason was nod investigated but could
be a reflection of the educational status of patients coming

o our centre and nol 2 function of opioid abuse per se.
Mulbhy and Sindelar {1989) found that the sleohol abuse
al young ages was associated with a 1.3 year reduction
it education attainment (21).

In this study, among the patients of group 1, 6.5%
were married and minimum number of patients { 10.2%:)
fell in the category of widower, divorced or separated
(Table 3} In group |1 alse, the maximum pember of
patients (60.3% ) were married and 18.8% of patients were
gither widower, divorced or separated (Table 8)

In this study, in both group [ and 1 the maximum
number of patients (41.85% and 45.4%) were transpon
operators manly the awto nckshaw drivers (Table 4 &
9.

This study found thut the monthly expenditore of
an opioid dependent patient undergoing treatment was Rs.
3057~ and who were not on treatmeant had TO68-. In
India , the cost of illness studies related w other iliness
have been done bt aleohol and drug abuse reloted studies
have been very few. The expenditure on health in India in
| 9490 was 6% of GDTP (1.3% in public scctors +4.7% in
private sectors) (26).  In India, on an average drug
abusers spend about Rs. 500 per week, In Delhi, it was
seen that an abuser spends around 3595 per day on drugs.
(Frasant , |%93; Purohit ,1994) Sharma et al (1995), a
heroin addict in Ngaland spends about Rs. [500/- per
month and oplum addicet spends about Rs, 100-500 per
month; shd injectable drug abuser spends between Rs.
60120 daily (33).

lit group |, the maximum mean expenditure per
month was in nge group (15-20 years) and lowest in age
group (41-45). The expenditure permonth progressively
decreased with age and reduced to a mintmum in the 4 1-
45 age group, although the difference in the expenditure
per manth were not significant (p=0.20}{Table 1}. Same
treand was found in the expendsture per month due to buving
opioids and again there were insignificant differcnees
within the different age group. There was an opposite
trend that the cost increased progressively with the age
in group [1 (Table 6). In a previous Cost of 11iness study,
the core cost of alcohol and drug abuse and mental illness
incressed progressively upto age of 44 years then it
decreased in both the samples of male and female
separately (28)

In this study, among the patients of group |, the
miin expenditure per month was on procuring opioid in
all the considered variables whereas in group 11 it was
because of the lost productivity, However, we could take
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intoaccount only the cost due toaverage loss of working
days (Table [2), In the previous studies main costs was
due 1o kst productivity which included loss due tomorbidiny
s well asmortality (Kice et al., 1991, Single etal., 1998;
Xie et al, |998), The patienis who were on treatment
had more number of days of absence from duty because
of weakness and the patients who were not on treatment
and were active sbosers had o work o cam money o
arrange the opioids and hence did not hiave much absence
Trom duty. Thers has been definite reduction in the wage
or earmings of the patients reported previously (Rice e
al, 1990, 1999 Kraestmer [994b, Buchmueller & Zuvekas
1964 199G Grant etal,, 1994,

In the group 1, the maximum mean expenditure per
month (Rs, B970/-) was among the patients who were
gither widowers, divorced or separated (Table 3). In the
patients of group [ maximuem expenditure was amaong
married patients {Rs: 389%/-)( Table 8). In the group | the
patients with highest per capita income {Rs. > 4000/month)
has highest mean expenditure per month (R=, B118) and
the mean expenditure per month showed inoreasing trend
with increase in the percapita income (Table 5). In group
I, the patients with percapite income of Rs. S00- 1 000
per month had highest mean expenditure per month (Rs
4384/-) (Table 1). In both the groups, almast in each
category the mean expenditure was 3-4 times greater than
their percapita income. In this study the differences across
different categories of marital status and per capita income
within the both groups of patients were insignificant. NIDA
with NIAAA (1998) and Rice et al., {1990, 1999} plso
found no clear relationship between the expenditure by
drug abusers and their income status or marital status. 11
had also been reported that there was worksite
productivity effects in terms of lost earnings of drug and
alcohol abusers. The loss of eamning attributable to alcohol
and drug problems affects evervone in a houschold
whether earnings are reduced through lower wape rates
ar reduced days of work. This loss would directly affect
the wellbeing of any additional members, particularly those
who do not work, or do not have an independent source
af income. The same was also with present study, which
was reflected in the form of mean expenditure 3-4 times
preater than per capita (noome.

Limitations

I.  This study could include only limited aspects of
opioid use which are attributed as the causes of
economic loss,

2. MNuomber of the patients was too small to provide a
- broader picture of toss of productivity and cost of
apioid use.

3 The cost was not correlated with severity of the
illness,

4 The amournt of opinids was estimated in different
Wiits e, My, gram. paria, or capsiles, kence we
could not estimate the price range of these
substances prevailing in illcit drug market.

3 The study was confimed to the patients wio sought
treatment at a treatment centre, which is only the
tip of iceberg so it would be difficult 1o generalize
the estimated aost for the whole population of opicid
users at a city level.

For future worlk in this field

.. T'o mclude the cost mowrred for mony other aspecls
of substance abuse.

[ 2=

To-correlate the cost with severity of illness.

Laed

To evaluate the cost-effectivencss of the any
treatment program of treatment centre.

4. I'o estimate the cost of population samples of
substance abusers, so that the estimated cost o
an be generalized.
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