Global Burden of Disease
Mental Disorders and
lllicit Drug Use Expert Group

Paul Nelson, Jennifer McLarehouisa Degenhardt,

Chiara Bucello, Bianca Calabria, Anna Roberts,

Christina BrieglebNico Clarkand Lucas Wiessing

Methodology usedm a systematic
review of evidence on the prevalence o
heroin/opioids use and dependence

lllicit Drugs Discussion Paper No.16



GBD2005 Mental Disorders and lllicit Dg Use Expert Group www.gbd.unsw.edu.au

METHODOLOGQYSEONA SYSTEMATIC REVIEWEVUBDENCE
ON THE PREVALENCHEROIN/OPIOIDSE AND
DEPENDENCE

lllicit Drugs Discussiondperno.16

Paul NelsonJemifer McLaren, Louisa Degenhardt, Chiara Bucello,
Bianca Calabria, Anna Roberts, Christina Briegleb, Nico Clark, and Lucas
Wiessing

Recommended citation:

The reference is: Nelson, P., McLaren, J., Degenhardt, L., Bucello, C., Calabria, B., Révetgedy C.,

Clark N., and Wiessing, L. (200Methodology used in a systematic review of evidence on the prevalence
of heroin/opioid use and dependence. Global Burden of Disease Mental Disorders and lllicit Drug Use
Expert group. lllicit drugs disssion paper No.@. National Drug and Alcohol Research Centre, University of
NSW: Sydney.

ISBN XXXXXXXXXX
ONATIONAL DRUG AND AHODQ RESEARCHNTRE,
UNIVERSITY OF NEW SOUTH WALES, SYDNEY, 200

This work is copyright. You may download, display, print and repethis material in unaltered form only (retaining this notice)
for your personal, notommercial use or use within your organisation.

All other rights are reserved. Requests and enquiries concerning reproduction and rights should be addressed torthganfor
manager, National Drug and Alcohol Research Centre, University of New South Wales, Sydney, NSW 2052, Australia.



GBD2005 Mental Disorders and lllicit Dg Use Expert Group www.gbd.unsw.edu.au

Table of Contents

Detailed description of MEthods. ...........oiiiiiiiiiii e 4
Appendix B: Search string combinations...............cccciiiiiiiiii 17
Appendix C: Illicit Drugs Quality INdeX .....c.cuoiiiiiiiiiiiiiiiiiii e 18
Appendix D: Access database manual and data entry rules.............cccccooiiii 20
Appendix E: Search strings for any evidence of use in specific countries............c.c.ccoeciiiiiinnne 42

Appendix F: Global Burden of Disease country and region list........c..ccccoeiiiiiiiiiniiiiniiiiniicenieeee, 43



GBD2005 Mental Disorders and lllicit Dg Use Expert Group www.gbd.unsw.edu.au

Detailed description of methods

According to an approach being used across searches undertaken for the 2005 Global Burden of Disease
project (GBD), aystematic review was undertaken foeroin and other opioidheroin/opioid) dependence

and use. Standardised approaches to literature searches, search terms, data collection, data extraction,
consistency and error checking, and expert consultation ancewewiere taken. These are mentiathe

below and are all documented in further detail on the methodology page ofGBDS E LIS NIi 3 NR dz
website: http://www.gbd.unsw.edu.au/gbdweb.nsf/page/Metbdology.

Peer reviewed literature

The search was conducted through numerous stagesTs&eBoxl). First, searches in the pemviewed
literature were conducted using a strategy consistent with the methodology recommended by the Meta
analysis of Obsgational Studies in Epidemiology (MOOSE) gr(ip using a broad search string to
interrogate three electroniadatabases: Medline, EMBASE and PsycINFO. These databases were chosen
after consultation with a qualified archivist. Searches focused on studies of human subjects published
between 1990 and 2008 inclusive. No limitations were set on language of public&&amch strings,
tailored to each databasé¢including keywords, MeSH terms, EMTREE terms and explode temns)
devised for different subjects areas (sé@pendix A for search stringsAppendix B for search string

combinations).

Text Boxl: STAGES OF \R&

Systematic Search
Three electronic databases were searched (Medline, EMBASE,PsycINFO)
Hand searching of reference lists of review articles and articles of importance

Initial cull of peer reviewed literature

Short list of peer reviewed studies reviewed

Grey literature wekbased searches (as per proto¢a))

Short list of grey literature studies reviewed

Expert commentincluding members of the Mental Disorders and lllicit Drug Use Expert Group) on

completeness of included studies from electronic database search and grey literature search.

Data Exraction

8. Data extraction into Microsoft Access Database®

9. Crosschecking of extracted data

10. Webwide searches for any evidence of use for counttégsitories without available prevalence estimates
(SeeAppendixE)

11. Deduplication of studies reported in mtipple publications

Expert consultation

12. Data requests sent to UNODC and WHO

13. List of included studies sent to other researchers with expertise in the area

14. Coverage of data reviewed by ATS experts at UNODC

15. Email sent to email lists and posted on drug reskanéormation websites requesting additional data for

countries/territorieswhere no estimates were located

Lists of review articles and recommended articles from experts were individually screened for studies that

NoogokrwhpE

may not have been identified by the eleahic database searciNext, abstracts of the identified articles
were read and excluded if they met any of the following exclusion criteria: not focussed on heroin/opioid

prevalence or incidence; include only secondary data (review articles; the omginaourced instead); not


http://www.gbd.unsw.edu.au/gbdweb.nsf/page/Methodology
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include general population samples (school studies were included); include data collected before 1990;
comprise multiple articles reporting from the same cohort (in which case only the most recent or relevant
article was included)Nationally representative studies were used unless onlyrational studies were
available: most sulmational studies were conducted in cities (typically the largest, or capital) which were

nationally unrepresentative.

Grey Literature

The second stagef the systematic search, conducted during 2008, covered the grey literature. A

systematic approach (described () was used to search databases and websites of government agencies
and nongovernment organisations to identify reports and statistics. Data were collected by one research

team memberand cross checked lije research teanteader.

Data Extraction

In the data extraction stage we obtained information about study design and participants as recommend by
the Strengthening the Reporting if Observational Studies in Epidemiology (STROBEeg(834), parallel

to the CONSORT guidelines for reporting of randomized (&als

A Quality Index (se@ppendix © was modeled on one developed previou@by7) and modified via the
W58t LKARYST2ft29Ay3a O2yadzZ dFdAaz2y sAGKE FyR O02yasSy
GBD project personnel. Quality variable responses were assigned scores that were summed to create a
Quiality Index score that ranged from 0 to 15, for each stddhehighest scores were achieved by general
population based cohort studies that provided age and seagdjsegated prevalence estimatesthough

indirect methods are the gold standard for prevalence estimates of opioidsAds#tional text was also
included in the extraction process to capture the diversity of reported methodology. This was used to

determine if any studies with a low numeric quality index score should also be included.

A tri-level Microsoft AcceSsdatabase was designed to accommodate ittieit drugs data, which allowed
computerised crosshecking of data entered; in addition, a random sample of 10% of data sources was
crosschecked by another research team member to check consistency and accuracy of data extraction.
Quality assurance waalso built into the database by using drop down boxes and restricted entry of
characters. Data entry was manualised (#e®endixD for database manual including data entry rules).

Queries were written to export complete datasets from the database intrddoft Excél.

Decisions on extractingiformation on opioids other than heroin
In the first instance, we sought estimates of heroin use and dependencdphbabuntries/territories that

had not estimates of heroin use and dependence we sought estinohtether opioid use and dependence.
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Other opioids includes other specific opioids (e.g. opimmorphined T WI f € 2LIA2AR&AQ o0&l
NBalLRyRSyidia 062dzi yé 2LAZ2ARKlIYy®& 2LAFGS dzaSoT I yR
other than heroin, in studies reporting a specific estimate for heroin use)ongst countries/territories

that had made estimates of heroin/opioid use, more than 90% had made estimates of heroin use
specifically. This patterappliedin general population, schoglifetime and past year estimateBew that

did not report on heroin use or dependencid report on other opioids. We observed that pharmaceutical
2LA2ARAaY K29SOSNE 6SNB 2Fi6GSy y20 AyOftdzZRSR Ay &
countriesterritoriesQ S a G A Y I (i S&predeht&he deyidd ®\Wedall prevalence of opioid use and

dependendence.

Searching for evidence of use aountries/territories without prevalence estimates

{ SFNDODKSa T2 NJ herbiyapioidZaASRES yeOSNE?2 3@ sé\eme@niajé Rpprdaches. First,
reports and surveys that were referenced in the 2008 World Drug RéRpntere sourced. Second, reports

and peerreviewed articles tat did not meet inclusion criteria as sources of prevalence estimates, but
which include data on the use dferoin/opioids were used. Finally, the Internet was used to search
databases and search engines. Searches were also conducted using the fallataingses: WorldCat,
PsychINFO and PubMed; and the following search engines: Google and GoogleScholar, with searches
targeted at drug use in specificountries/territories (see Appendix E for search strings used). These
databases and search engines alloifer the inclusion of a broad range of information sources. Evidence

of heroin/opioid use was identified in a number of grey literature sources, including UNODC reports,
government reports, surveys, news reports and journal articiéK A & G SOAdRSE gaiaSan Ay O

treatment, seizures, registered drug users and reportsesbin/opioid use occurring.

Expert consultation
Experts were consulted at every stage during this process. Lists of articles were emailed to check for

completeness on several occassoduring the review. Summary tables of coufigyritory coverage of
dependence, use and any evidence of use were emailedetoin/opioid experts and contacts at the
UNDOC, asking them to identify additional studies to fill gaps. Updated summary tabbkegmailed on
several occasions to the expert group, core GBD personnel and other personnel to confirm data coverage

and accuracy.

Ly aleé wnndp +F G@ANIE SYFAt¢ gl a aSyd 2dzi G2 1y2.
illicit drug orHIV research, advocacy, or policy, listing ¢bentries/territoriesfor which we had no data on

the prevalence oheroin/opioid use and/or dependence, with invitations for comment or submission of
additional data for a final check of data coverage. Tésilted in a number of additional recent reports

(largely from low and middle inconeuntries/territorieg that had recently been completed.
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Data grading

Data were hierarchically graded according to study source/methodology (adapted 9)pseeText Box 2.

Data were displayed for each counferritory, grouped according to GBD studgfined regions (see
Appendix F for countries/territoriegregions). We categorised estimates of use imputed by UNODC and
reported in the2008 World Drug Repodi A 1 K y2 RSGIFIAf A Fa aSPHARSYyOS 2
because they did not meet the primary inclusion criteria requiring details of methods used (or data sources

and methodology used to impute estimajes

Textbox 2: HHERARCHICAL GRADING SYSTEM

Al Multiple and varied methods of indirect prevalence estimation

A2 Three sample captureecapture, multivariate indicator or back projection method of prevalence estimation.
Multiple but similar methods of indirect prelence estimation.

A3 Two sample captureecapture or multiplier method of prevalence estimation

B1 General population survey

B2 School survey

B3 University sample

B4 Convenience sample

C1 Expert consensus (including Delphi)

c2 Rapid assessmentor otherdizy Sy 1 SR WSELISNI Q 2dzR3ISYSy i

D1 Government registration of drug users

D2 Official government estimate with no methodology reported not including government registration of drug
users

E Estimate with methodology unknown

Issues relating to direct and indiregrevalence estimation

Maag (2003) estimates that the number of dependent heroin usersl3 ttmes higher than the number of
participants reporting heroin use in community survéy8). Warner et a[(11)investigated prevalence and
correlates of drug use and dependence in the United States and found 14.7% of lifetime drug users met
criteria for lifetime drug dependence; 3.5% of lifetime users met datdor past 12 months drug
dependence. Further, the proportion of lifetime users with lifetime or past year dependence may be higher
for opioids than for other drug types including stimulants and cannabis. Comparison of the US National
Survey on Drug Usand Health (NSDUH) and the National Epidemiologic Survey on Alcohol and Related
Conditions (NESARC) found that the ratio of NSDUH and NESARC was approximately 5:1 for lifetime and
past year use of heroin, and for past year prevalence of heroin use disd@2lefNSDUH estimates were

also higher than NESARC estimates for alcohol and other drug use, and for cocaine use disorder]. The 2002
NSDUH reported lifetime prevalee of heroin use to be 1.7% (95%CI-A®), and past year to be 0.17%
(95%CI: 0-D.2). The past year prevalence of heroin dependence was 0.11% (95%@:16)07Thus, the
prevalence of lifetime use was 15.5 times higher than past year dependencéhamitevalence of past

year use was 1.6 times higher than past year dependence. (These calculations should be cautiously
interpreted as they can strongly depend on new trends in use and dependence. ThQ@IDNESARC

survey reported lifetime prevalencef heroin use to be 0.33% (95%CI: 6B39), and past year to be

0.03% (95%CI: 0.4105). The past year prevalence of heroin dependence was 0.02% (95%@.06)00
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Thus, the prevalence of lifetime use was 16.5 times higher than past year dependeddberevalence
of past year use was 1.5 times higher than past year dependence. However, it is likely that the prevalence
of dependence reported in these surveys are underestimates themselves as most dependent heroin users

are not captured in householdisreys.

Law and colleague€l3) outline the reasons for why households surveys underestimate the number of
injecting drug users (IDU): household surveys aim for a representative sample of the general population,
and do not specifically target the ag in which there are concentrated IDU populations; households in
GKAOK L5! tA@S GSyR y2i (2 0S (GKS 1AYyR 2F Wy2NXYI f
if contacted, the stigmatised nature of heroin makes it less likely that peopleadmit to using these

drugs. Using estimation techniques often applied to the estimation of HIV incidence, Law1&) al
estimated that there were 67,000 dependent heroin users in Australia at the end of 1997. The 1998
National Drug Strategy Hoeisold survey found that 113,000 people in Australia reported using heroin in
the past year. However, this number cannot be compared with the estimate made by Law and colleagues,
as it is not an estimate of the number of dependent heroin users. It coulsbemed, based on previous
research, that heroin users who use daily are likely to be dependent. The 1998 household survey found that
19,775 people reported using heroin daily and 11,865 reported using weekly or more. Even if these

numbers were taken togéer, it is still about half of the estimate made by Law.

There is a need to look critically at estimates derived from surveys of drug use relying-@psdl. These
estimates will only be accurate if a representative sample is obtained and peopletlyodissiose their

drug usec these conditions are often not met. Marginalised groups who have higher levels of drug use, are
typically excluded (e.g. those who are homeless, imprisoned or in treatment facilities). People may also feel
uncomfortable discleing illegal behaviours (in ways that probably vary across countries/territories and
cultures), particularly in societies where participants fear reprisals for admitting to an illegal behaviour. This
will particularly be the case when anonymity and confiti@ity are not assured. It may also be affected by

the type of interviewer, particularly if they are a law enforcement or government official, an approach used
in some countries). Finally, drug use is often geographically concentrated, and random samejs may

not always take this geographic heterogeneity into account. Technically it should not be difficult, but one
needs some previous information (for example, that drug use in large cities is higher, so that data can be
stratified by large citiesral the rest of country). Magura and Kang (1996) conducted a-aedidytic review

of the validity of selreported drug use in high risk populations and found significant uneleorting (14).

Figure 1: Flowhart of search strategy for prevalence béroin/opioid use and dependence
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Note. This flowchart show all articles identified for the GBD study. Included in this manuscript are the most recent indirect
prevalence, general population and/or school surveys for each country.
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Data Sourceand Specific Decision Rules

A number of different data sources were identified through the prevalence and incidence search (search
terms were combined to completthe prevalence and incidence search; however, this section focuses on
the prevalence search outcomes only). Below are decisions made based on the specific type of data.

Datasources

Peer Reviewed Literature
A number of peer reviewed articles were iddi#d from the electronic database search and culled
according to the exclusion criteria listed above. Articles in languages other than English were not included

as data sources in English were available for the corresponding cotetnigsries.

Grey lterature
Grey literature was searched to obtain prevalence dataheroin/opioid use and dependence. Decision

rules used for the main sources of data are summarised below.

Surveys
In all cases, the primary source of data was used for all surveys for xtedate®n purposes. However, due
to time restrictions when a report presented data from previous years this data was included. For data

from previous years of a survey little or no methodology was reported.

The type of data extracted from reports was reded in a Word document to ensure that duplicate data

was not extracted from reports.

National Surveys
If data from a representative National study existed for a coutdryitory, data from a study with similar a
methodology and target age group was matluded. In the United States, for example, the Monitoring the
Future continuing study has provided extensive national survey results on American youth frorBQD#%/5
These National surveys cover the GBD target years and therefore studies that prdatdefbr a similar

population were not extracted.

This decision was made to a) avoid unnecessary duplicate year extractions and b) address time restrictions.

European Monitoring Centre for Drugs and Drug Addiction
The European Monitoring Centre for Drugisd Drug Addiction (EMCDDA) presents several collections of
drug use data in Statistical Bulletin 2008. The General Population Surveys (GPS), Epidemiological studies
amongst youth/Youth and the schools population (EYE) and Problematic drug use pop(RDioi
collections are reviewed by the GBD. Each of these provides various levels of detail on several drugs.

Heroin/opioidsarethe focus of this document and so relevant information is presented below.

General Population Surveys (GPS)
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GPS tables presemtformation on the extent and pattern dferoin/opioid usein the general population.

Some methodological differences exist between countries (e.g. weighting and collection techniques); The
EMCDDA advises caution in interpreting small hetauntry differerces. Of relevance to the GBD are the
GPS tables for lifetime, past year and past month prevalence for each of the following age rangds: 15
15¢34 and 1524 years.

a2NB NBOSyid RIGF adGAaftf YFe& 0S ¥ Doy bdlegs camparabld A R dzl
with estimates from the Statistical Bulletin if subjected to different scrutiny/cleaning practices. Such data

will be therefore be extracted only as required.

The GBD team has extracted all survey data available from the EMCDDA sumnexmyRablStatistical
Bulletin 2008, the range of available estimates is from 1990 to 2007, but most countries provide estimates
only for select years and few estimates are available from 11¥85; the majority are for the 2003006

period.

Forheroin/opioids, all relevant tables were downloaded and combined in Excel to create a master file with

LTP, 12MP (PYP), LMP (PMP), methodological information and bibliographic references for the surveys only.
Prevalence of dependence

Information on dependence or pattns of use that may indicate dependence is available from the
EMCDDA Problem Drug Use indicator (see belBwtensive methodological information on the 2008 GPS

can be found athttp://www.emcdda.europa.eu/stats08/gps/methods

Epidemiological studies amongst youth/Youth and the schools population (EYE)

9a/ 55! &adzyYYFNAaSa a0Kz22f aGdzZRSyiaQ RNHzZA dzaS Ay (F
tables. Most of these data are reprodutérom ESPAD and HBSC reports but may have been revised and
therefore are not necessarily comparable with those in previous EMCDDA and other publications. GBD

estimates will be drawn from those original sources where possible.

Additional information fromnational surveys is also provided, including those conducted by CAN (Swedish
[ 2dzy OAf F2NJ LYFT2NXIGA2y 2y 1§02K2f FyR hiRI&NI 5NXI:

National sobre Drogas

EYE tables report on prevalence of aderoin, predominantly for 1516 year old school students, and to
a lesser extent students aged -18 years. Detailed methodological information for the 2008 EYE is

available athttp://www.emcdda.europa.eustats08/eye/methods

Problematic drug use populations (PDU)

EMCDDA provides data on dependent usehefoin/opioids Some of these data are not currently

presented in a form amenable to extraction by the GBD and in this case, clarifisatisought fromthe


http://www.emcdda.europa.eu/stats08/gps/methods
http://www.emcdda.europa.eu/stats08/eye/methods
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EMCDDA. The following excerpt from the 2008 PDU methods page provides further information. For more

detail on Problem Drug Use sk#p://www.emcdda.europa.eu/stats08/pdu/methods

GWt NBORNHzZZ dzaSQ Aa RSTAYSR o6& GKS 9a/55! Fa WAye2
2LIA2AREAY O020FAYS FYRKk2NI I YLKSGOFYAYSaQod-tednKusedof RS T A
prescribed opioids such as methadone, but does not inclindér rare or irregular use, nor the use of
ecstasy or cannabis. Existing estimates of problem drug use are often limited to opioid and polydrug use. As

a reaction to a growing stimulants problem, as well as a growing humber of canehied treatment
demands, the EMCDDA is currently examining the possibilities of breakdowns by main drug, as well as the
best way of estimating the population of intensive and/or ldagm, possibly dependent or problematic,
dzAiSNE 2F Ol yyloAaoé

Some of the problem drug usgtudies present data specifically foeroin/opioids these estimates have
0SSy SEGNI OGSRd alyeée 2F (KS SadAYIGSa I NB 2F WLNER
amphetamine and/or cocaine.

HBSC (Health Behaviour in Schéaed Childre)

The Health Behaviour in Sche&ded Children project (HBSC) is a cradonal research study undertaken

in collaboration with the WHO Regional Office for Europe. Seven surveys have been conducted: 1983/84,
1985/86 and every four years since, making g a common research protocol. The number of HBSC
member countries has increased each survey year. Once enrolled, member states appear to have
participated in each subsequent survey, with two exceptions: Northern Ireland, which last participated in

199798, and Belgium, which provided national data in 298%ut has since provided suational data.

The Health behaviour in Scheaded Children project (HBSC) introduced mandatory cannabis questions for
the first time in 2001/02; other drugs are includedly in two optional extended questionnaires (Ext and
Short) with questions based on the ESPAD questionnaire. EMCDDA tabRareVEYRB provide a limited

selection ofheroin/opioidlifetime prevalence estimates for 18 and 1718 year olds irsome coutries.

Dependence is not assessed by the HBSC.
ESPAD (European School Survey Project on Alcohol and Other Drugs)

Crossnational survey conducted every fourth year from 1995. Results from the 2007 survey (of 35
countries) will be published December 2008;& dzf 1 & FTNRY ySé YSYOSNI O2dzy i NR
be published in 2009. TH@BD project has extracted all available data ESPAD data.

ESPAD does not provide dependence datahe 2003 survey, estimates of lifetimeepalenceof use are
availablet 2 NJ Y| y & 1518 vegr oIt Ickodl Students (boys, girls and totétkpell et al, 2004) and
for 17-18 year old school students (boys, gidad total)in several countries, some of which provide past

year and/or past month estimatg#\ndersson tal, 2007)


http://www.emcdda.europa.eu/stats08/pdu/methods
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Additional data not presented in summary reports

For the GBD, ESPAD data is extracted only from the international summary reports (e.g. Hibell et al, 2004)
or from summary tables provided on the EMCDDA website. EMCDDA reports that ESPDqadigpres

taken from published ESPAD reports may differ from those reported directly by Member States. Therefore,
where data missing from the summary reports is found in national reports (or other publications),
extraction will occur only after methodiagical and reporting differences have been confirmed, possibly

after translation.

Data accuracy and data precision decision rules

Data precision rule

There is variability in the precision of estimates reported for different studies and by different seport
Many report prevalence data as integers, while others provide estimates more precisely to one or more
decimal points. Estimates rounded to whole numbers may deviate as much-@&%/from actual
estimates, consequently the following rules are appliedte collection and extraction of estimates for the
GBD project:

1. Data will be entered as it is presented by each report, to the maximum precision of three decimal points.

(Greater precision is infrequently if at all observed)
2. Rounding will only oac where more than three decimal points are provided.

3. Where multiple figures varying only in precision are presented for the same estimate, the most precise

estimate (only) will be used in subsequent analyses.
Documentation of data errors and inconsetcies

Small inconsistencies between dataints in different EMCDDA tables and between EMCDDA tables and

printed reported are occasionally noted. Details of these are available from the GBD team on request.
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Appendix A Search strings for peaeviewed searches

Database

Search group

Search terms

Medline*

Heroin/Opioids

heroin or opium or opiate$

ExpOpium/ or exp Narcotics/ or exp Heroin Dependence/ or exp Heroin/ or exg
Morphine/ or exp OpioidRelated Disorders/ or exp Opiate Alkaloids/ or exp
Methadone/ or exp Analgesics, Opioid/

Gold standard
Epidemiology

GLINBGI £ SYO0Se hw & AyIPrR Sywb 26 Knivd (RNBAER
GadNDSepPé hw aRIGE O2ftS0GA2yPE hw
hw GLIRLIzZ A2y &FYLX S hw GadzNDSACT €
hw GRdAz2NI GA2Y¢é hw aaSJg88NKeE NRhva o BISRN

exp Epidemiology/ or Exp prevalence/ or exp Incidence/ or exp sex distribution
exp age distribution/ or exp epidemiologic methods/ or exp ethnology/ or exp
Statistics/ or exp data collection/ or exp health surveys/ or exp health care sysi
or exp interviews/ or exp narration/ or exp questionnaires/ or exp records/ or e»
registries/ or exp disease notification/ or exp epidemiologic studies/ or exp cohi
studies/ or exp longitudinal studies/ or exp follovup studies/ or exp prospective
studies/ or exp crosssectional studies/ or exp sampling studies/ or exp focus
groups/

Basic
epidemiology

(inciden$ or prevalen$ or epidemiolog$)

Exp Epidemiology/ or exp prevalence/ or exp Incidence/

Cohort

GO2K2NIé¢ hw af 2y 3 AnwdzRALYNEE 5ELIShON] -HaZas/E O At

exp cohort studies/ or exp longitudinal studies/ or exp followp studies/ or exp
prospective studies/

Drug Use

drug abuse$ OR drug use$ OR drug misuse$ OR drug dependenc$ OR subst:
abuse$ OR substance use$ OR st misuse$ OR substance dependenc$ OF
addict$

Exp Substanceelated disorders/

EMBASE#

Heroin/Opioids

GKSNRBAYE 2NJ G2LIA2ARPE 2NJ G2LIAI GSp¢

exp Diamorphine/ or exp Opiate/ or exp METHADONE TREATMENT/ or exp
METHADONE/

Gold standard
Epidemiology

GLINBGlIf SyOSé hw 4AYOARSYOSEé hw &SLIA
hw Gaad2NBSAtfFryOSéd hw aaONBSyAy3Aé hw
hw aLIR2LIzZ | GA2Yy &adzZNBS@&¢ hw L2 LIz (A
aw! wé RwlGRISARYSY(Gé hw daiiddz GaAzyb

exp PREVALENCE/ or exp INCIDENCE/ or exp EPIDEMIOLOGY/ or exp Age
Distribution/ or exp Sex Difference/ or exp biostatistics/ or exp health statistics/
exp epidemiological data/ or exp geographdistribution/ or exp field study/ or ex
observational study/ or exp panel study/ or exp pilot study/ or exp prevention
study/ or exp trend study/ or exp case finding/ or exp exploratory research/ or €
multimethod study/ or exp naturalistic inquiry/ orexp qualitative research/ or exy
quantitative study/ or exp sample size/ or exp secondary analysis/ or exp
technique/ or exp triangulation/ or exp "medical record review"/ or exp semi
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Database

Search group

Search terms

structured interview/ or exp structured interview/ or exp unstructureéhterview/
or exp observational method/ or exp questionnaire/ or exp open ended
questionnaire/ or exp structured questionnaire/ or exp model/

Basic
Epidemiology

(inciden$ or prevalen$ or epidemiolog$)

Exp Epidemiology/ or exp prevalence/ or exp Ineitce/

Cohort

GO2K2NIi¢ hw af2y3IAddzZRAYI ¢ hw-dadey OA

exp COHORT ANALYSIS/ or exp LONGITUDINAL STUDY/ or exp PROSPEC
STUDY/ or exp Follow Up/

Drug Use

Drug abuse OR drug use$ OR drug misuse OR drug dependesgBsRce abuse
OR substance use$ OR substance misuse OR substance dependenc$ OR adc

exp substance abuse/ or exp drug abuse/ or exp analgesic agent abuse/ or exj
drug abuse pattern/ or exp drug misuse/ or exp drug traffic/ or exp multiple dru
abusd or exp addiction/ or exp drug dependence/ or exp cocaine dependence/
or narcotic dependence/ or exp heroin dependence/ or exp morphine addiction
or exp opiate addiction/

PsychINFO/

Heroin/Opioids

GKSNRAYE 2NJ) G2LIAdzYé 2N a2LIALFGSpPe 2N

exp Opiates/ or exp METHADONE!/ or exp HEROIN ADDICTION/ or exp HERC

Gold standard
epidemiology

GLINB Gt Sy0Seé hw aAYyOARSYyOS¢ hw aSLA
hw Gad2NBSAtfFryOSé hw aaONBSyAy3aé hw
hwLll&Lddz F A2y adz2NBBSeé hw & J2LsztIu7\2y
dw! wé hw GNILIAR |adasSaavySyi hw aaii

Exp epidemiology/ or exp STATISTICS/ or exp "POPULATION (STATISTICS)"
disease course/ or exp statigtal analysis/

Basic
epidemiology

Prevalen$ or inciden$ or epidemiolog$

Exp epidemiology/

Cohort GO2K2NIié¢ hw af2y3IAGdzRAY I £ hw-dady OA
Exp age differences/ or exp cohort analysis/ or exp human sex differences
Drug Use Drug abuse OR drug use$ OR drug misuse OR drug dependenc$ OR substan:

OR substance use$ OR substance misuse OR substance dependenc$ OR adc

Exp drug abuse/ or exp drug addiction/ or exp addiction/ or exp drug usage

P OW2RREDESNDI 455 Wad{ | Q
| WBRREQ AY

w wiSe

p2NREQ AY

iSNx¥a Ay
t25SNDFaAaSs w9acetw99Q G(SNXVA Ay o62fR
t26SNDFaST SELX 2RSS GSNX¥& Ay o02fR
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Appendix B: Search string combinations

Search terms Database

Medline  EMBASE PsycINFO

1. Heroin/ opioids + gold sandard epidemiology 7850 8133 1453
2. Heroin/ opioids + gold standard epidemiology + cohort 2274 1336 328
3. Heroin/ opioids + basic epidemiology 1920 4889 933

4.  Heroin/ opioids  + basic epidemiology + cohort 925 1492 244
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Appendx C lllicit DrugsQuality Index

1. Case ascertainment

e Nationwide survey/register/database (not for a specific population)

2 e Multiple institutions/centres
1 e Regional

e Case/death registers

e One treatment institution/hospital etc.
0 e Not specified

2. Measurement instrument

e Interview/selfreported drug use (comment about reporting type, eg. st

8 report or standardised interview)
e In treatment for drug dependence

2 e Systematic case note/database/reports review
e Blood and/or urine toxicology screen

1 e Chart diagosis

0 e Not specified

3. Diagnostic criteria

e Any diagnostic system reported for drug dependence or abuse (not

! eg., DSM, ICD, RDC (comment, eg. DSM)
e Dependence inferred from type of sample population (comment,
treatment centre)
0 e Drug use
e Ownsystem
e Symptoms described
e No system
¢ Not specified
4. Estimate
1 e Yes (comment on what type of estimate, eg. relative risk, S
prevalence, incidence)
0 e No

5. Numerator and denominator presented?

e Yes
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6. Numerator and denominator based on identicapochs and identical catchment areas?

7. Completeness of followup in cohort studies and response for cresection studies

High response rate/inclusion of defined sample population (>80%)

2

1 e Moderate response rate (60949%)
e Exclusions made

0 e Poor response rate (<60%)

8. Representative of the catchment area?

Well represented

National registers

Multiple institutions across states

e Small area

Not representative of nation

One treatment centre

Registers of specific populations, eg. pilots
Convenient sampling

Other (comment)

9. Age/sex specific values presented?

2 e Yes
1 e Some (eg. sex and 2 broad age ranges only)
0 e No

10. Quality of methods of reporting

e 930 GNYyatriAazy 2F G22ftaz A

Text o . " ) .
ex monitoring, limtations of data, high quality methods used etc

11. Duration of follow~up

e Eg. Number of years at folleup ¢ small sample size over a humb

Text
of years etc.
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Appendix D Access database manual and data entry rules
Global Burden of Disease study: Overview

We are collecting data to generate regional estimates of:

e Prevalence;

e Incidence;

e Remission;

e Duration; and
e mortality,

for 5 different types of drug dependence:

o amphetaminetype stimulants (ATS);
e benzodiazepine;

e cannabis;

e cocaine; and

¢ heroin and other ofids.

Estimates need to be made for 1990 and 2005, reflecting the general population.

Ideally raw data should be usedhowever in cases where the study is a comparison against a survey that

we cannot otherwise access, then it is appropriate to enterrported (not raw) data but make sure that

I O02YYSyid A& FRRSR Ay G(GKS SadAayYlIidSa O02YyYSyid o2E 6
not raw and that it was used to avoid missing out on the data completely. Please keep note (on paper) of

the years of data extracted from the report and giveBi@anca

Data extraction

e Endnote libraries contain the data sources that need to be extracted for each parameter (PDFs are
attached to each reference).

0 Prevalence and Incidence data sources will be irstme library
0 Remission and duration sources will be in the same library
0 Mortality sources are in their own library

e Interns:please enter data into thé* entry windows only

o Estimates will be entered as'Entry by the first person that looks at the dathen a
second time in the ® Entry by the person who is looking at the data. The Final Entry will
function to crosscheck the data entered for a source. Make sure that the second entry of
an estimate is matched with second entry of the same estimate.

e Only enter raw data.

e Do not process any calculations; only enter what is presented in the publication.



GBD2005 Mental Disorders and lllicit Dg Use Expert Group www.gbd.unsw.edu.au

e Once you start entering information from a data source, you must extract ALL the data from the

data source (please do not partially enter data from a sejrc

e 51 GF Ydzad 0S SYGSNBR Ay !'[[ FTAStRad LT | TFASEI

(see General GBD Database Rules).

e If an article reports on data from more than one country an entirely new entry needs to be
created from the Stuiés Summary window

A
(p))

e hyOS SEGNI OGSR:E LXSIFasS YIS + y24G68 Ay
insert name herginsert date here dd month ygars S3d G SEGNI OGSR 06¢
HAny ¢ ®

(0]

e If you start creating the final entriesrf@ data source (automatically creskBecking the 2 previous

entries or copying the first entry to the final entry), you must complete all the final entries of each

estimate for that data source.

Prevalence and lcidence specifics
RAW DATA ONLY

Many artides will report older data for comparisons. Please only extract the data which were t
product of thecurrent study or survey. However, at present (due to time constraints), when a re
displays estimates from previous years of the same survey pleaiseeall years of data. For
LINBGA2dza adz2NBSe eSIENIRFGF SyadSNI I O02YYSyi
NELR2NIEZ F2NJ SEFYLX So ttSFHas 1SSLI y2GS8 62y
give to Bianca.

ALL PREVALENCHBMATES

Drug use prevalence can be measured in several ways:

1. Lifetime Prevalence (LT) (ie: has the person ever tried the drug, even once)
2. Past year prevalence (PYP): has the person used the drug in the previous 12 months

3. Past month prevalence (PMP): aRast 30 day Prevalence (has the person used the dr
the last month/30 days)

For the GBD we are most interested in PMP, howewnverneed to collect data on all three types of
prevalence whenever they are reported. So, if an article reports on adlélqrplease extract them
ALL.

WEIGHTED AND UNWEIGHTED ESTIMATES

Some papers will report both weighted and unweighted estimates. Weighted estimates have |
adjusted so that the sample is representative of the general population.

Please extradBOTH WEIGTED and UNWEIGHTED

Weighted estimates should have the Standardised box ticked, with a comment about how and
the statistics were weighted (if possible)

(p))
> <,
- T
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Appendix D:AccesPDatabasemanual anddata entry rules

**DO NOT USE ROLLER ON MOUSE**

e Open the GBD database (front eni#,fto the main menu.

¢ Clicking once is enough, double clicking is not necessary.
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1. Click once oata Sources (Articlesp view theData Source Summary

2. Headers can be clicked once to sort lists in ascending order, a secdaditilisort in descending
order.

E: Data Source Summary X

[F Author*

Year*  Title* Journal* Volume*

™ 1R Tokein 1990 The Big Book  Journal 123 2331
™ gdnfhd 1790 Test fohi fdag
I abc 1990 Testl

[

Count Delete New Close

*(lick headers to sort fst. First dick sort list in ASC order, second oliok in DESC order,

Create a new article entry

1. Tocreate a new article entrglicknew at the bottom right of the screen.

2. Enter data in ALL fields, then clgzkveandclose(abstract field can be left blank).

3. Clickclosein the Data Souce Summaryscreen to return to the main menu.































































