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Prevalence and correlates of drug use
disorders in Mexico 

María Elena Medina-Mora,1 Guilherme Borges,2 Clara Fleiz,1

Corina Benjet,1 Estela Rojas,1 Joaquín Zambrano,1

Jorge Villatoro,1 and Sergio Aguilar-Gaxiola3

Objective. To describe the prevalence of drug use disorders, the correlates of drug use, and
the utilization of specialized treatment services for drug users among the Mexican urban pop-
ulation 18–65 years old. 
Methods. The data were collected in 2001 and 2002 in the Mexican National Comorbidity
Survey. The sample design was stratified probabilistically for six geographical areas of the
country in a multistage process for census count areas, city blocks, groups of households, and
individuals. The data were weighted, taking into account the probability of selection and the
response rate. The information was collected using a computerized version of the World Men-
tal Health Survey edition of the Composite International Diagnostic Interview. The weighted
response rate for individuals was 76.6%. 
Results. Overall, 2.3% of the population reported any illicit use of drugs in the preceding
12 months; marijuana and cocaine were the substances most often used. Low levels of educa-
tion were significantly associated with use, abuse, and dependence. Use of any drug was sig-
nificantly more common among those who were in the youngest age group (18–29 years), were
male, or were living in the Northwest region of the country. Overall, 1.4% had a lifetime his-
tory of drug abuse or dependence, with this being much more common for men (2.9%) than for
women (0.2%). The 12-month prevalence of drug abuse or dependence was 0.4% overall (0.9%
for men, and 0.0% for women). The rate of treatment during the preceding 12 months for those
with the 12-month criteria for abuse or dependence was 17.1%; 14.8% were seen in special-
ized treatment centers; 2.8% reported having attended self-help groups. 
Conclusions. A noticeable number of Mexicans have a drug use disorder, but demand for
treatment is limited, in part due to stigma. Our results indicate that there is an urgent need
to organize the specialized services for persons with a substance abuse disorder according to
the prevalence of dependence on different substances and the variation in prevalence in the dif-
ferent regions of the country. 

Substance-related disorders; behavior, addictive; mental health services; health
services needs and demand; Mexico. 

ABSTRACT

This report presents data on the life-
time and 12-month prevalence of drug
use disorders and the demographic
correlates of those disorders as found
in the Mexican National Comorbidity
Survey (M-NCS), which was conducted
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in 2001–2002. The Survey was coordi-
nated by the Ramón de la Fuente Na-
tional Institute of Psychiatry (Instituto
Nacional de Psiquiatría Ramón de la
Fuente) in Mexico and supported by
Mexico’s Secretariat of Health (Secre-
taría de Salud) and the National Coun-
cil for Science and Technology (Consejo
Nacional de Ciencia y Tecnología). The
M-NCS is part of the World Health
Organization’s World Mental Health
Survey initiative (1), which aims to
evaluate the prevalence of mental dis-
orders in countries with different de-
grees of economic development, to
determine the health care needs for
mental disorders, and to guide public
policy on mental health. 

Mexico has a long tradition of epi-
demiological research in the area of
substance addiction (2–6), whereas the
development of surveys aimed at as-
sessing the prevalence of psychiatric
disorders has been slower (7, 8). The
first household surveys of drug abuse
were conducted in the 1970s (2), with
persons between 14 and 65 years of
age in selected cities. The first National
Survey on Addictions (Encuesta Na-
cional de Adicciones) was conducted in
1988 (3), in the urban population 12 to
65 years of age. The National Survey
on Addictions of 1993 (4) and the Sur-
vey of 1998 (5) included subsamples in
the three main metropolitan areas of
the country (Mexico City; Guadalajara,
Jalisco; and Monterrey, Nuevo León)
and in the three cities on the border
with the United States of America
where the highest rates of abuse had
been documented (Tijuana, Baja Cali-
fornia; Ciudad Juárez, Chihuahua; and
Matamoros, Tamaulipas) (9). The last
National Survey on Addictions was
conducted in 2002, and it included
rural populations for the first time (6).
In this paper we will compare our
findings on prevalence rates from the
M-NCS (conducted in 2001 and 2002)
with the rates found in the 2002 Na-
tional Survey on Addictions (6). 

The 2002 National Survey on Addic-
tions showed low prevalence rates of
drug use in Mexico, with it being
under 4% for lifetime use of any drug,
not including alcohol or nicotine. Mar-
ijuana was the main drug reported.

The areas of Mexico bordering on the
United States showed the highest
prevalence rates for drug use (9). 

In Mexico the demand for drugs
started to rise at the end of the 1980s
and the beginning of the 1990s. Rates
of cocaine use among the urban popu-
lation in the 12 months prior to the
administration of the various National
Survey on Addictions studies in-
creased from 0.18% in 1988 to 0.45% in
1998, and leveled off at 0.38% in 2002.
Rates of marijuana use showed a
small, nonsignificant decrease from
1.21% in 1988 to 1.03% in 1998, and de-
creased further, to 0.61%, in 2002. In-
halant use dropped from 0.15% in 1998
to 0.09% in 2002 (3, 5, 6). The reported
rapid increase in cocaine use, followed
by a small decrease at the beginning of
the new millennium, is consistent with
what has been reported in school sur-
veys (10) and with statistics for treat-
ment demand (11). Trends for the use
of marijuana and inhalants are also
consistent with results from other
sources, such as school surveys and
statistics for treatment demand, which
show a decrease in rates of inhalant
use and an increase in the rates of
marijuana use (10, 11). There has also
been an increase in the rates of use of
amphetamine-type stimulants as well
as an extension of the heroin problem
from cities on the border with the
United States to a few other areas of
Mexico (11). 

The National Survey on Addictions
interview includes a scale of symp-
toms that indicates dependence, as de-
fined by the International Classifica-
tion of Diseases 10th Revision (ICD-10)
(12). The estimated rate was 0.38% in
1998 (5) and 0.44% in 2002 (6). 

The first survey assessing psychi-
atric disorders using a standardized
interview to determine the presence of
substance abuse and dependence was
conducted in Mexico City in 1997,
using the World Health Organization
Composite International Diagnostic
Interview (CIDI) Fresno version 1.1
(13). The rate of substance dependence
was estimated at 0.7% (8). 

This paper extends our prior knowl-
edge of drug use or drug dependence
disorders from specific populations in

Mexico to a nationally representative
household sample. Our research used
a fully structured psychiatric inter-
view to determine the prevalence of
the disorders, risk factors for the disor-
ders, and the patterns of the utilization
of services for substance abuse disor-
ders in the general population. The
new data that we have produced can
be compared with data from other
countries participating in the World
Mental Health Survey initiative since
all of the nations used a similar, stan-
dardized questionnaire. 

Using data from the M-NCS, an ear-
lier publication (14) reported on the
prevalence of drug and alcohol abuse
and dependence disorders as defined
by the ICD-10, the differences among
different geographical areas, and the
sociodemographic correlates of sub-
stance abuse disorders (including alco-
hol and other drugs). This new paper
provides analyses of illicit drug use
(which includes both the use of illegal
drugs and the use of legal, prescrip-
tion drugs taken without a prescrip-
tion). This is the first time that prev-
alence rates for drug abuse and
dependence have been provided for a
national sample in Mexico based on
the use of a standardized instrument,
as well as the rates of service needs for
drug abuse problems and the utiliza-
tion of those services. 

METHODS

Sample

A general description of the Mex-
ican National Comorbidity Survey 
(M-NCS) (called the Encuesta Nacional
de Epidemiología Psiquiátrica in Spanish)
was presented earlier (14). Briefly, the
M-NCS was based on a stratified, mul-
tistage probability sample of non-
institutionalized persons aged 18 to 65
years of age living in urban areas of
Mexico. Areas with more than 2 500
inhabitants are considered urban, and
about 75% of the Mexican population
live in such areas. The fieldwork was
conducted by Berumen and Asso-
ciates, a well-known survey firm in
Mexico, by lay interviewers who were
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extensively trained by professionals
who had broad experience in supervis-
ing and conducting household sur-
veys. Data collection took place from
September 2001 through May 2002. 

The sample was designed to provide
information for Mexico as a whole and
for six geographic areas of the country.
The six areas were: (1) the three larg-
est metropolitan areas of the country,
(2) the Northwest, (3) the Northeast, 
(4) the Central West, (5) the Central
East, and (6) the Southeast. The three
largest metropolitan areas are Mexico
City; Guadalajara, Jalisco; and Monte-
rrey, Nuevo León. The Northwest in-
cludes the states of Baja California, Baja
California Sur, Nayarit, Sinaloa, and
Sonora. The Northeast consists of the
states of Chihuahua, Coahuila, Du-
rango, Nuevo León (excluding the city
of Monterrey), San Luis Potosí, Tamau-
lipas, and Zacatecas. The Central West
region includes the states of Aguas-
calientes, Colima, Guanajuato, Jalisco
(excluding the city of Guadalajara),
and Michoacán. The Central East re-
gion includes the states of Guerrero,
Hidalgo, México (excluding the coun-
ties (municipios) that are part of the
Mexico City Metropolitan Area), More-
los, Puebla, Querétaro, and Tlaxcala.
The Southeast consists of the states of
Campeche, Chiapas, Oaxaca, Quintana
Roo, Tabasco, Veracruz, and Yucatán. 

The primary selection units (PSUs)
were the census count areas from Mex-
ico’s 1990 census. Similar to census
tracts in the United States, these census
count areas are cartographically de-
fined and updated by the National In-
stitute of Statistics, Geography, and
Informatics (Instituto Nacional de Esta-
dística, Geografía e Informática). The cen-
sus count areas were updated by the
National Institute in 1994 and further
updated by Berumen and Associates in
2001. The census count areas typically
range in population from 3 000 to 4 000
persons of all ages, in some 500 to 650
households. A total of 200 PSUs were
selected, with probability proportional
to population size in each of the re-
gions. The secondary sampling units
were city blocks, with five city blocks
selected within each PSU, with proba-
bility proportional to the size of each

secondary sampling unit within each
selected PSU. In total, 1 000 blocks were
selected. All the households within 
the selected city blocks were listed, and
compact segments of approximately 10
households were formed, from which
one segment was selected with equal
probability, and all the households
within that segment were included.
Finally, one respondent was randomly
selected from among the eligible house-
hold members in each household.
Eligible household members were de-
fined as all the Spanish-speaking per-
sons who normally ate, slept, prepared
meals, and were housed in the house-
hold and who were between the ages
of 18 and 65. 

The M-NCS had two phases. During
the first phase (September 2001 through
December 2001) 10 377 households
were visited. The first round of the
fieldwork included up to four or five
visits to obtain an interview, at both
the household and individual level.
From January 2002 through May 2002 
a second phase was implemented in
order to reduce the nonresponse rate
from households in the sample and to
obtain more completed individual in-
terviews. For the second phase a sys-
tematic subsample of 28 of the 66 PSUs
in the three largest metropolitan areas
and 33 of the 134 PSUs in the rest of the
country was revisited. The strategy
was to complete up to 10 callbacks (in-
cluding those already completed in the
first round) for each nonresponding
household and each nonresponding in-
dividual. No financial incentives were
given to the persons interviewed dur-
ing any phase of the survey. The field-
work ended in May 2002, with a total
of 5 826 interviews being completed. 

The response rate, both at the house-
hold level and the individual level,
takes into consideration the complex
survey design and the revisit process.
The weighted response rate at the
household level was 91.3%, and the
weighted response rate at the individ-
ual level was 76.6%. The main reason
for nonparticipation at the individual
level was “absent at the moment”
(14.0% of listed individuals). Direct re-
fusals were infrequent (6.2% of listed
individuals). Other reasons for non-

participation included incomplete or
delayed interviews that could not be
completed during the time scheduled
for the fieldwork. 

Diagnostic assessment. The instru-
ment used was the World Mental
Health Survey version of the Compos-
ite International Diagnostic Interview
(CIDI) (15, 16), a structured diagnostic
interview, installed on a laptop com-
puter and administered face to face.
The CIDI provides ICD-10 diagnoses
and Diagnostic and Statistical Manual of
Mental Disorders, Fourth Edition (DSM-
IV) diagnoses. This paper reports on
the DSM-IV diagnoses for mental dis-
orders. In addition to lifetime, 12-
month, and 30-day diagnoses, sections
of the CIDI include information on de-
mographics, employment, finances,
marriage and children, social net-
works, family burden (illnesses expe-
rienced by family members and the
impact of those illnesses on the re-
spondents), chronic medical condi-
tions, pharmacoepidemiology, dis-
ability, and type of services used for
mental disorders. The services section
asked about persons that the respon-
dent consulted for each of the mental
health disorders present in the 12
months before the interview, includ-
ing psychiatrists; other mental health
specialists, such as psychologists,
counselors, psychotherapists, mental
health nurses, or social workers in a
mental health specialty setting; gen-
eral medical practitioners; other med-
ical doctors, such as cardiologists or
gynecologists; human services work-
ers, such as religious or spiritual advi-
sors or social workers or counselors in
any setting other than a specialty men-
tal health setting; and alternative/
complementary medicine, including
the Internet, self-help groups, any
other healer (such as a herbalist, chiro-
practor, or spiritualist), or some other
alternative therapy.

Adequate interrater reliability (17,
18), test-retest reliability (19), and va-
lidity (20, 21) of earlier CIDI versions
have been documented (22, 23). The
translation of the instrument into
Spanish was carried out by an interna-
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tional expert panel that was convened
by the World Health Organization
(WHO). The panel members, who were
mental health experts qualified as
clinicians and researchers, were from
Chile, Colombia, Mexico, Panama,
Spain, and the United States (including
Puerto Rico). The panel members met
on four occasions during 2000. In this
process the panel followed WHO rec-
ommendations, with back-translation
of selected items and terms of the clin-
ical sections. The panel worked on the
disagreements between the back-
translation from Spanish to English
and the original English version. The
disagreements found in the back-
translation were resolved by consen-
sus. The panel also produced a list of
problematic translation terms and their
agreed-upon translations into Spanish.
Additional minor adaptations to the
Mexican context were made by consen-
sus among the Mexican researchers
who were responsible for the M-NCS. 

All 5 826 of the M-NCS respondents
were administered a short form (Part I)
of the CIDI, and a selected subsam-
ple of 2 362 were administered a long
form (Part II) of the CIDI, which had a
number of supplemental questions on
risk factors and additional disorders
such as personality disorders and pre-
menstrual syndrome. The subsample
receiving the long form consisted of all
the respondents who screened posi-
tive for any disorder on Part I (619 un-
weighted persons), plus a probability
subsample of other Part I respondents
(1 743 unweighted persons). The data
reported in this article are based on
this subsample of 2 362 persons. 

Interviewers, interviewer training,
and quality control. The first stage of
M-NCS fieldwork was conducted by
34 interviewers from Berumen and As-
sociates who were experienced in sys-
tematic data collection. In August 2001
the interviewers went through an ini-
tial five days of training provided by
the Mexican research team from the
Ramón de la Fuente National Insti-
tute of Psychiatry. Following the first
month of fieldwork, field supervisors
from the Institute of Psychiatry pro-

vided an additional day of training in
order to remedy weaknesses that had
been seen in the field. Another day of
retraining was provided by the field
supervisors from the Institute of Psy-
chiatry in January 2002, prior to the
second phase of the fieldwork. 

A number of quality assurance mea-
sures were taken, such as preparing
field manuals, providing continuous
feedback to the supervisors from the
Institute of Psychiatry and to field ma-
nagers from Berumen and Associates,
and having the main researchers assess
both the supervisors and the interview-
ers. Over the course of all the fieldwork
the research team continuously moni-
tored the proportion of respondents
who endorsed screening items for the
most prevalent disorders. Periodically,
the mean number of screening items
endorsed in the interviews of each in-
terviewer was calculated in order to
monitor the interviewers’ individual
performance. Finally, quality control
programs from the SAS statistical soft-
ware package were used to identify
possible errors regarding the dating of
events (onset and recency, age consis-
tency, and first and last service utiliza-
tion) as well as to detect missing infor-
mation. Households with incorrect or
missing information were revisited.
This was necessary mainly during the
first weeks of fieldwork.

Analysis

The data were weighted to adjust
for differential probabilities of selec-
tion and nonresponse. Two sets of
weights were developed for the sur-
vey. The first set of weights, which
were for the total sample of 5 826 per-
sons, were calculated based on three
factors. The first factor took into con-
sideration the inverse probability of
selecting a respondent from a given
household. A second factor was based
on the inverse probability of selecting
a person in the second phase of the
study. A third factor was the result of
post-stratification so that the weighted
distribution of sex, age, and the survey
strata (geographical areas) in the sur-
vey matched the distribution in the

total Mexican population in the target
age group, based on the year 2000 cen-
sus data for the country. 

A subgroup of 2 362 participants in
the M-NCS completed a long form of
the interview. Weights for this sub-
sample considered first the set of
weights described above, and then ad-
justed for the inverse of the probability
of being selected for the long form. Se-
lection into the long form was based
on a complex probability estimate that
was generated by the computer inter-
viewing program and that took into
consideration a positive answer to a
series of screening symptoms for the
disorders included in the interview. In
addition, a subgroup of persons with-
out symptoms was chosen. The sub-
sample was then normalized, taking
into account the probability of selec-
tion, to match the characteristics of the
complete sample.

Using this complex sample design
and weighting, estimates of standard
errors for proportions (lifetime and 12-
month prevalence estimates for mental
disorders) were obtained with the
Taylor series linearization method,
using SUDAAN software (24). Logistic
regression analysis (25) was per-
formed to study demographic corre-
lates of mental disorders. Estimates 
of standard errors of the odds ratios
(ORs) obtained from logistic regres-
sion coefficients were also obtained
with SUDAAN, and 95% confidence
intervals (CIs) were adjusted for de-
sign effects. 

RESULTS

We provide data for use, abuse, and
dependence. Use was defined as hav-
ing consumed the substance at least
once. Abuse was defined according to
DSM-IV criteria, as a maladaptive pat-
tern of substance use causing clinically
significant impairment, as indicated
by at least one of the following four
symptoms: (1) continued use despite
knowledge of the social, occupational,
psychological, or physical problems
that are caused or exacerbated by con-
sumption; (2) persistent use in danger-
ous situations; (3) substance-related
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legal problems; and (4) persistent use
despite interpersonal conflicts. Per-
sons meeting the criteria for depen-
dence were excluded from the classi-
fication of abuse. Dependence was
defined, also according to DSM-IV cri-
teria, as a maladaptive pattern of sub-
stance use causing clinically signifi-
cant impairment, as indicated by at
least three of the following seven at-
tributes: (1) tolerance; (2) withdrawal
symptoms; (3) consumption in larger
amounts or over longer periods than
intended; (4) persistent desire or un-
successful attempts to cut down or
control use; (5) spending a large
amount of time in activities related to
obtaining, taking, or recovering from
the effects of the substance; (6) reduc-
tion in social, occupational, or recre-
ational activities due to substance use;
and (7) persistent use despite knowl-
edge of social, psychological, or physi-
cal difficulties due to or exacerbated
by use. The substances included were
marijuana, cocaine, tranquilizers used
without a medical prescription, and
other substances, which were grouped
as “other drugs.” 

Table 1 presents the basic demo-
graphic distribution of the subsample
of the persons who responded to the
long form of the interview. A slight
majority (54%) of the sample was fe-
male, and 40% was in the youngest age
group (18–29 years). Just over two-
thirds (68%) of the population had at
most finished primary school educa-
tion (6th grade), and only 12% had
completed college. Two-thirds (67%)
of the sample was either married or
cohabiting, and 58% of the sample was

working at the time of the interview.
These data are consistent with census
data in terms of the proportion of sub-
jects in each category, with the demo-
graphic characteristics of the people in
the sample being the same as those for
persons 18 to 65 years old living in
urban areas (26). 

How many people use, abuse, 
or are dependent on drugs 

Table 2 shows the rates of lifetime
and 12-month use of any substance, by
sex and age. Of the adult urban popu-
lation of Mexico, 10.4% of them (repre-
senting 5.2 million people in total) had
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TABLE 1. Sociodemographic distribution of the subsample of persons
who responded to a long form of the interview, Mexican National Co-
morbidity Survey, 2001–2002

Weighted subsample

% SEa

Sex
Male 46.31 1.59
Female 53.69 1.59

Age (yr)
18–29 40.49 1.37
30–44 34.25 1.22
45–59 19.75 0.90
60–65 5.51 0.58

Education
None/Primary (0–6 yr) 67.86 1.59
Secondary (7–12 yr) 13.26 1.02
Some university (13–15 yr) 6.97 0.67
University graduate (16 yr) 11.90 0.97

Marital status
Married/Cohabiting 67.12 1.32
Divorced/Separated/Widowed 7.43 0.65
Never married 25.45 1.15

Geographic region
Three major metropolitan areas 27.86 1.30
Northwest 8.37 0.95
Northeast 14.71 1.44
Central West 12.48 1.27
Central East 16.83 1.19
Southeast 19.75 1.57

a SE = standard error.

TABLE 2. Lifetime and 12-month use of any type of drug, by age and sex, according to Mexican National Comorbidity Survey, 2001–2002

Males Females Total

Lifetime 12-month Lifetime 12-month Lifetime 12-month

Age group (yr) % SEa % SE % SE % SE % SE % SE

18–29 25.0 2.6 6.4 1.3 5.5 1.0 2.2 0.7 14.7 1.3 4.2 0.8
30–44 14.4 2.2 1.5 0.5 3.0 0.8 0.5 0.3 8.4 1.0 1.0 0.3
45–59 12.5 2.8 2.0 1.0 1.8 0.7 0.8 0.4 6.6 1.3 1.3 0.6
60–65 10.5 4.8 0.0 0.0 0.6 0.6 0.0 0.0 4.5 2.0 0.0 0.0
Total 18.2 1.3 3.5 0.6 3.6 0.5 1.2 0.3 10.4 0.6 2.3 0.3

a SE = standard error.



used illicit substances at some point in
their lifetime, with the rate for males
being about five times the rate for fe-
males. The prevalence for the preced-
ing 12 months was 2.3% overall (3.5%
for males and 1.2% for females). 

Rates were higher in the younger
age groups. People aged 60 to 65 did
not report having used any of the sub-
stances in our study in the preceding
year. There was a very consistent rela-
tionship between gender and sub-
stance abuse. For all the adults, more
males (18.2%) had used in their life-
time than had females (3.6%) (Table 2).
For lifetime use the smallest male-

female ratio, 4.5, was in the young-
est age group (18-29 years old), and
the largest ratio, 17.5, was among
those 60 to 65. 

In general, younger persons were
more likely to report use and to expe-
rience dependence. The rates of use
among males aged 18 to 29 was 25.0%
for lifetime use and 6.4% for use in the
last 12 months (Table 2). There was a
sharp decrease in the rates of use for
the next age group (30–44 years), with
male lifetime use being 14.4%, and use
in the preceding 12 months being 1.5%.

Table 3 shows the rates of use for
different substances by sex. For males,

marijuana (14.4%) was the substance
most frequently used in their lifetime,
followed by cocaine (8.3%). The drug
of choice for females was also mari-
juana (2.0% lifetime use), closely fol-
lowed by tranquilizers (1.8%). The rate
of lifetime use of tranquilizers among
females was slightly higher than
among males.

Table 4 shows the rates of abuse and
of dependence by sex and age groups.
Overall, 1.4% of the population met
the criteria for lifetime abuse or de-
pendence, and 0.4% for the preceding
12 months. The diagnosis of lifetime
abuse or dependence was 14.5 times 
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TABLE 3. Lifetime and 12-month drug use, by type of drug and sex, according to Mexican National Comorbidity Survey, 2001–2002

Males Females Total

Lifetime 12-month Lifetime 12-month Lifetime 12-month

Type of drug % SEa % SE % SE % SE % SE % SE

Marijuana 14.4 1.2 2.4 0.5 2.0 0.4 0.2 0.1 7.8 0.6 1.3 0.2
Cocaine 8.3 1.2 1.9 0.5 0.9 0.3 0.2 0.1 4.3 0.6 1.0 0.3
Tranquilizers 1.6 0.4 0.7 0.3 1.8 0.4 1.0 0.3 1.7 0.3 0.9 0.2
Other drugs 1.7 0.5 0.3 0.1 0.4 0.2 0.0 0.0 1.0 0.2 0.1 0.1

a SE = standard error.

TABLE 4. Lifetime and 12-month drug abuse, dependence, and abuse or dependence, by age and gender, according to Mexican National
Comorbidity Survey, 2001–2002

Abuse Dependence Abuse or dependence

Lifetime 12-month Lifetime 12-month Lifetime 12-month

Gender and age % SEa % SE % SE % SE % SE % SE

Males/Age (yr)
18–29 3.0 0.9 1.6 0.8 1.3 0.5 0.5 0.3 4.3 1.0 1.9 0.8
30–44 2.2 0.6 0.3 0.3 0.2 0.1 0.1 0.1 2.4 0.6 0.4 0.3
45–59 1.1 0.6 0.0 0.0 0.5 0.5 0.0 0.0 1.6 0.5 0.0 0.0
60–65 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Total 2.2 0.4 0.8 0.3 0.7 0.2 0.2 0.1 2.9 0.4 0.9 0.3

Females/Age (yr)
18–29 0.0 0.0 0.0 0.0 0.3 0.2 0.0 0.0 0.3 0.2 0.0 0.0
30–44 0.1 0.1 0.0 0.0 0.1 0.1 0.0 0.0 0.1 0.1 0.0 0.0
45–59 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
60–65 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Total 0.0 0.0 0.0 0.0 0.1 0.1 0.0 0.0 0.2 0.1 0.0 0.0

Males and females/Age (yr)
18–29 1.4 0.4 0.8 0.4 0.8 0.2 0.3 0.1 2.2 0.5 0.9 0.4
30–44 1.1 0.3 0.2 0.1 0.1 0.1 0.0 0.0 1.2 0.3 0.2 0.1
45–59 0.5 0.3 0.0 0.0 0.2 0.2 0.0 0.0 0.7 0.2 0.0 0.0
60–65 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Total 1.0 0.2 0.4 0.2 0.4 0.1 0.1 0.1 1.4 0.2 0.4 0.2

a SE = standard error.



as frequent among males (2.9%) as
among females (0.2%). The highest
frequencies were seen in those 18–29
years old, while no cases of abuse or
dependence were found among the
population 60 to 65. 

Respondents who met the criteria
for dependence during the preceding
12 months were classified by type of
dependence, either with or without a
physical dependence, as defined by
withdrawal symptoms, tolerance, and
difficulty controlling use. Around one-
fourth (28.1%) of the persons with de-
pendence were classified with physi-
cal dependence syndrome, and 71.9%
were classified without that. 

Regional variations 

Regional variations in the preva-
lence of lifetime drug abuse or depen-

dence are presented in Figure 1. The
highest rates of lifetime drug abuse or
dependence were reported in the
Northeast region (2.2%), followed by
the Central West region (1.9%). The
population living in the Northwest re-
gion of the country, where the first
drug epidemic was seen in the country
and where for many years the highest
rates of use were reported (4, 5, 9, 11),
had a lifetime prevalence of abuse or
dependence of 1.4%. The lowest rate
(0.3%) was in the Southeast states. 

Table 5 shows the odds of use and
abuse or dependence according to the
logistic regression analysis. Living in
the Northwest region of the country
was associated with a greater likeli-
hood of ever using substances (OR =
1.68) and of having used in the preced-
ing year (OR = 2.11). The regional as-
sociations for abuse or dependence,
however, did not follow the same pat-

tern as for substance use. While the
crude lifetime prevalence estimates 
of abuse or dependence shown in Fig-
ure 1 differed by region, the multiple
logistic regression estimates shown 
in Table 5 suggested few differences.
For example, the crude prevalence of
abuse or dependence for the Northeast
region was 2.2%, and for the metropol-
itan areas it was 1.5.% The unadjusted
odds ratio (OR) was 1.48 (95% confi-
dence interval (CI) = 0.67–3.17) for the
Northeast region (data not shown).
When controls for sex, age, education,
marital status, and employment were
introduced, the adjusted OR for the
Northeast region fell to 0.92 (95% CI =
0.38–2.23) (Table 5). The only signifi-
cant difference for lifetime abuse or
dependence was the lower odds for
the Southeast region (OR = 0.16). Sim-
ilarly, the likelihood of abuse or de-
pendence in the previous 12 months
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FIGURE 1. Prevalence of lifetime drug abuse or dependence in the regions of Mexico, according to the Mexican National Co-
morbidity Survey, 2001–2002
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was significantly lower in the South-
east region (OR = 0.0) than in metro-
politan areas.

Demographic correlates of disorder 

The likelihood of using drugs was
significantly lower for females than for
males, and also lower for those aged
30 or older than for those aged 18 to
29. As compared to those with 16 or
more years of education, there was an
association of low educational attain-
ment (0–11 years of education) with
lifetime illicit use of any drug (OR =
2.21). Being separated, widowed, or
divorced significantly increased the
likelihood of lifetime drug use as com-

pared to those who were married or
cohabiting (OR = 2.28).

Age of onset 

The median age of onset for lifetime
drug dependence was early, around 17
years of age (not shown in the tables).
For drug abusers the median age of
onset of the disorder was 18 years. Fig-
ure 2 shows the survival curve for life-
time use by gender, and Figure 3 shows
that information for lifetime drug abuse
or dependence. Most first use and
dependence was concentrated in the
middle teens and early twenties; after
the age of 30 years, new users of drugs
were rare. Almost all cases were re-

ported to have had onset before the age
of 35 years. Both Figure 2 and Figure 3
show large gender differences in the
prevalence of lifetime use and of life-
time abuse or dependence in Mexico. 

Treatment

Treatment in the preceding 12
months was assessed by asking re-
spondents if they had consulted any of
a long list of professionals for prob-
lems with drugs, either as an out-
patient or an inpatient, within the last
12 months. Included were mental
health professionals (e.g., psychia-
trists, psychologists), general medical
professionals (e.g., general practition-
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TABLE 5. Sociodemographic correlates of lifetime and 12-month drug use, abuse, and dependence, according to Mexican National Co-
morbidity Survey, 2001–2002

Lifetime 12-month

Use of any drug Abuse or dependence Use of any drug Abuse or dependence

Sociodemographics ORa 95% CIb P OR 95% CI P OR 95% CI P OR 95% CI P

Sex < 0.001 0.001 0.011 < 0.001
Females 0.16 0.09–0.29 < 0.001 0.08 0.02–0.39 0.001 0.36 0.16–0.81 0.011 0.02 0.01–0.07 < 0.001
Males 1.00 . . . . . . 1.00 . . . . . . 1.00 . . . . . . 1.00 . . . . . .

Age (yr) < 0.001 < 0.001 < 0.001 < 0.001
18–29 1.00 . . . . . . 1.00 . . . . . . 1.00 . . . . . . 1.00 . . . . . .
30–44 0.36 0.23–0.56 < 0.001 0.40 0.16–0.96 0.036 0.25 0.12–0.52 < 0.001 0.19 0.04–0.86 0.028
45–59 0.23 0.14–0.38 < 0.001 0.25 0.10–0.63 0.003 0.24 0.09–0.62 0.002 0.00 0.00–0.00 < 0.001
60–65 0.15 0.06–0.38 < 0.001 0.00 0.00–0.00 < 0.001 0.00 0.00–0.00 < 0.001 0.00 0.00–0.00 < 0.001

Education (yr) 0.025 0.085 0.121 < 0.001
0–11 2.21 1.24–3.95 0.006 4.71 0.57–39.00 0.142 2.37 0.73–7.71 0.142 884.79 381.70–2 050.93 < 0.001
12 1.34 0.67–2.69 0.396 2.50 0.27–23.09 0.411 1.53 0.35–6.59 0.561 220.13 25.44–1 904.51 < 0.001
13–15 1.18 0.39–3.51 0.766 0.87 0.04–17.23 0.925 0.35 0.05–2.66 0.302 0.45 0.28–0.73 0.001
16 or more 1.00 . . . . . . 1.00 . . . . . . 1.00 . . . . . . 1.00 . . . . . .

Marital status < 0.001 0.162 0.726 0.188
Separated/Widowed/

Divorced 2.28 1.27–4.10 0.005 1.85 0.60–5.70 0.276 1.15 0.39–3.40 0.795 3.50 0.54–22.69 0.179
Never married 0.57 0.35–0.93 0.022 0.59 0.28–1.25 0.161 1.36 0.63–2.94 0.424 0.37 0.07–1.92 0.226
Married or cohabiting 1.00 . . . . . . 1.00 . . . . . . 1.00 . . . . . . 1.00 . . . . . .

Employment 0.562 < 0.001 < 0.001 0.014
Student 0.68 0.29–1.61 0.371 0.20 0.03–1.55 0.116 0.36 0.11–1.15 0.079 1.55 0.15–16.15 0.710
Homemaker 0.76 0.33–1.73 0.500 0.52 0.10–2.70 0.429 1.20 0.43–3.38 0.720 1.80 0.28–11.44 0.527
Retired 0.93 0.27–3.22 0.908 0.00 0.00–0.00 < 0.001 0.00 0.00–0.00 < 0.001 2.21 0.88–5.59 0.086
Other 1.56 0.76–3.23 0.218 4.61 1.56–13.58 0.005 2.28 0.74–7.04 0.143 13.59 2.65–69.85 0.001
Employed 1.00 . . . . . . 1.00 . . . . . . 1.00 . . . . . . 1.00 . . . . . .

Geographic region < 0.001 0.434 0.109 < 0.001
Northwest 1.68 1.00–2.80 0.045 0.88 0.30–2.55 0.810 2.11 1.07–4.14 0.027 0.45 0.03–7.37 0.569
Northeast 0.53 0.35–0.82 0.003 0.92 0.38–2.23 0.844 1.20 0.51–2.82 0.677 2.15 0.40–11.51 0.363
Central West 1.10 0.68–1.78 0.702 0.94 0.40–2.22 0.881 2.09 1.05–4.16 0.032 0.74 0.09–6.08 0.777
Central East 0.53 0.32–0.86 0.008 1.06 0.44–2.52 0.887 0.79 0.23–2.70 0.705 2.85 0.61–13.32 0.174
Southeast 0.61 0.35–1.06 0.071 0.16 0.03–0.88 0.032 0.85 0.27–2.70 0.784 0.00 0.00–0.00 < 0.001
Metropolitan areas 1.00 . . . . . . 1.00 . . . . . . 1.00 . . . . . . 1.00 . . . . . .

a OR = odds ratio. The ORs are from multiple logistic regressions that adjusted for sex, age, education, marital status, employment, and geographical region.
b 95% CI = 95% confidence interval.



ers, occupational therapists), religious
counselors (e.g., ministers), self-help
groups, and traditional healers (e.g.,
herbalists, spiritualists). 

Only a small proportion of persons
with 12-month prevalence of abuse or
dependence received treatment, with

17.1% reporting receiving any health
care treatment in the last 12 months
(data not shown in tables). The most
common sources of help were mental
health specialists such as psycholo-
gists, counselors, psychotherapists,
mental health nurses, and social work-

ers in a mental health specialty set-
ting (14.8%). Psychiatrists (8.2%) and
general doctors (2.8%) were seen by
smaller proportions. Self-help groups
(2.8%) were not very commonly uti-
lized by those dependent on drugs. 

DISCUSSION

This study provided the first-ever
national data for the adult urban pop-
ulation of Mexico on drug abuse and
dependence and the proportion of per-
sons with these disorders who had re-
ceived treatment in the preceding 12
months. The survey response rate at
the individual level was 76.6%, well
within the international norms for
these complex surveys. Nonetheless, it
is necessary to acknowledge that diag-
nosis was based solely on a single
structured interview administered by
a lay interviewer. Furthermore, while
the reliability and validity of different
versions of the CIDI are documented
(19–23), studies have yet to evaluate
the reliability and validity of all sec-
tions of the Spanish-language version.
The prevalence rates and the age of
onset presented in this paper are based
on a retrospective self-report that is
subject to recall bias and the willing-
ness to disclose information truthfully.
The M-NCS excluded adolescents
under 17 years of age, whose rates of
drug use are noticeable (27). In addi-
tion, the M-NCS did not include rural
areas, where 24% of the population be-
tween 12 and 65 years of age and 16%
of the drug users reside, according to
the 2002 National Survey on Addic-
tions, which was conducted close in
time to the M-NCS study (6). Home-
less and institutionalized individuals,
who have a higher prevalence of sub-
stance abuse disorders, were also ex-
cluded from the M-NCS (28). Never-
theless, due to the small numbers of
institutionalized persons, it is not ex-
pected that this greatly influenced our
estimates of lifetime and 12-month
abuse or dependence. We consider our
estimates to be minimum prevalences,
which could have been higher if these
excluded groups had been part of the
sample. 
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FIGURE 2. Survival curves for lifetime drug use, by gender, according to the Mexican Na-
tional Comorbidity Survey, 2001–2002

FIGURE 3. Survival curves for lifetime drug abuse or dependence, by gender, according to
the Mexican National Comorbidity Survey, 2001–2002
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Prevalence

Our findings show that one in four
males 18–29 years of age living in
urban areas had used drugs in their
lifetime, and that 6.4% of this group
did so in the 12 months preceding the
survey. Marijuana was the most com-
mon substance used, followed by co-
caine. Recent-use and ever-use rates
were considerably lower among per-
sons 30 and older. Taken together,
these data suggest that drug use is a
phenomenon of the young, and that
drug use has increased in the country
in recent years. Consistent with the
first onset of the drug abuse problem
in Mexico in the late 1960s and early
1970s (9), these substance abuse disor-
ders were not found among the pop-
ulation 60 to 65 years of age in the 
M-NCS. When drug use expanded in
Mexico in the 1960s and the 1970s, the
persons who are now over 60 years of
age were then over the age of 25 and
had thus already passed the age of
major risk for drug use onset. 

We found large differences between
males and females, with drug use by
males being much more common than
among females. However, some data
indicate that that difference is shrink-
ing, with growing numbers of women
using drugs (3). This trend has been
shown in previous studies, most no-
tably among adolescents (10). Despite
the fact that more men than women
use drugs overall, it is still more com-
mon for females to use prescription
drugs illicitly, that is, without a doc-
tor’s authorization. This is especially
true for tranquilizers. These data sug-
gest the need to introduce a gender
perspective in treatment programs. 

Overall, only 0.4% of the urban pop-
ulation in our study met DSM-IV cri-
teria for abuse or dependence dur-
ing the preceding 12 months. This was
very similar to the rates that have
been reported for Mexico in the Na-
tional Survey of Additions studies,
such as the 0.38% for the urban popu-
lation in 1998 (5) and the 0.44% for the
urban and rural populations in 2002
(6). These rates are still much lower
than what has been reported in the
United States (29).

Age of onset 

The M-NCS data on the age of on-
set in Mexico are in line with findings
in other countries (30). In Mexico the
onset of drug disorders begins around
17 years of age, while alcohol abuse or
dependence and nicotine dependence
tend to start around 25 years of age
(14). The great majority of people who
become dependent on drugs do so dur-
ing late adolescence or in their early
20s. However, there are other periods
of increased risk along the life span,
such as between 25 and 30 years of age.
There is also in a spike in the onset of
abuse around age 52, but our sample
size did not allow for a more detailed
analysis of this. The late onset of abuse
or dependence may be related to the il-
licit use of prescription drugs. This is
suggested by the 2002 National Survey
on Addictions, which found that 0.99%
of those 35 to 65 years old were abus-
ing tranquilizers, compared to 0.66% of
those 18 to 35 years of age (6). 

Treatment

Our data indicate extreme underuti-
lization of treatment services. Only
17.1% of those with 12-month abuse or
dependence sought treatment in that
same period. Contrary to what has
been observed for alcohol disorders
(31), only 2.8% of persons with 12-
month drug abuse or dependence were
enrolled in self-help groups. These low
rates of treatment utilization contribute
to increased severity as well as greater
long-term impact, given the early age
of onset of dependence. 

The main components of the health
system in Mexico are the Mexican In-
stitute of Social Security (Instituto
Mexicano del Seguro Social), which pro-
vides services for insured workers in
the private sector; the State Workers’
Social Security and Services Institute
(Instituto de Seguridad y Servicios So-
ciales de los Trabajadores del Estado); and
special services for other workers,
such as those in the oil industry
(PEMEX). These health services pro-
vide treatment for the complications
of addictions (e.g., HIV) but not for the

addictions themselves. In 2000, these
institutions together provided services
for only 39 million of the 100 million
people living in Mexico, according to
the National Institute of Statistics,
Geography, and Informatics (26). The
Government of Mexico is in the pro-
cess of establishing a health insurance
program for the most disadvantaged,
but addictions will not be covered.
Similarly, private insurance compa-
nies do not cover treatment for addic-
tions. When it occurs, treatment for
persons with these disorders takes
place in specialized centers. Centers
funded by the federal and state gov-
ernments charge low fees, but using
private centers often involves cata-
strophic out-of-pocket expenses. 

For youth who have developed a
drug use disorder, Mexico has a net-
work of more than 90 specialized
Government-funded treatment cen-
ters located around the country. These
centers are operated by a civic group
known as the Youth Integration Cen-
ters (Centros de Integración Juvenil). The
Centers offer services at low fees, or
free of charge for people who cannot
afford to pay. Only two of the cen-
ters are residential ones. During 2002,
17 978 persons were treated in these
facilities. An additional 12 370 persons
were treated in that same year in the
public sector (including services pro-
vided by union organizations and non-
governmental organizations), the pri-
vate sector, and the social sector (11). 

Residential services are scarce. Al-
though there are 30 000 beds available
for those with an addiction, 60% of the
beds are occupied by persons whose
main addiction is alcohol. With the ex-
ception of residential services, the
overall available capacity is greater
than the demand (11). This suggests
that stigma prevents those with serious
addictions from seeking treatment. 

The role that stigma might play in
the small number of people seeking
help is supported by findings com-
ing from general population surveys.
These studies have shown that the
general public believes that addictions
are both a disease and a vice. Further,
it appears that the public do not un-
derstand that persons with an addic-
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tion require treatment to overcome the
illness (32).

The data in this article suggest that a
noticeable number of Mexicans have
developed a drug disorder, but de-
mand for treatment is limited. This
limited demand is especially true
among Mexicans with fewer years of
schooling. 

Our results indicate an urgent need
to organize services for persons with
drug use disorders according to the
differences in the prevalence of depen-
dence on the various substances, and
the differences in prevalence by re-
gion. Our results also highlight the
need to restructure the available treat-
ment, to introduce a gender perspec-
tive into the treatment programs, to in-
clude programs that treat the drugs
that are now consumed in the country,
and to develop special strategies to in-
crease the proportion of the affected
population who utilize the services
that are already available. 

At present, addiction is not consid-
ered a disease that gives the affected
persons the right to treatment. In order
to ensure treatment for those affected,
there is an urgent need to reorganize
treatment services and integrate them
with an adequate referral system.
Community mobilization programs

and educational initiatives aimed at
informing people about the benefits of
treatment and at reducing stigma
could increase the proportion of peo-
ple with substance abuse or depen-
dence disorders who seek help. 

Further studies are urgently needed
to evaluate the reasons for this low
proportion who seek help. An assess-
ment of the referral systems within
different levels of attention within the
health system and in the workplace
could provide valuable information on
better ways to organize transfers for
treatment. Gaining information on
how people perceive their problems
and possible ways to cope with abuse
or dependence could guide programs
aimed at informing the population
about the disorders and strategies for
overcoming them, including treat-
ment. The role of stigma requires fur-
ther studies aimed at understanding
the mechanisms that prevent those
who have developed an addiction
from seeking treatment. Service provi-
ders need to be better able to identify
those with abuse or dependence dis-
orders and to refer them for adequate
services in a timely manner. Studies
assessing the costs related to addic-
tions and the benefits from different
interventions could help lead to in-

creased public investments in the
treatment of addictions. 
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Objetivo. Describir la prevalencia de tastornos relacionados con el consumo de dro-
gas, sus factores asociados, y la utilización de servicios terapéuticos especializados por
usuarios de drogas en la población urbana de México entre los 18 y 65 años de edad.
Métodos. Los datos se reunieron en 2001 y 2002 mediante la Encuesta Nacional de Epi-
demiologia Psiquiátrica de México. El muestreo se llevó a cabo por estratificación proba-
bilística de seis regiones geográficas del país en un proceso polietápico que comprendió,
en orden sucesivo, áreas censuales, manzanas urbanas, grupos de domicilios, e individuos.
Los datos se ponderaron teniendo en cuenta la probabilidad de selección y el porcentaje
de respuesta. La información se recogió mediante una versión computadorizada de la edi-
ción de la Entrevista Diagnóstica Internacional Compuesta usada para la Encuesta Mun-
dial de Salud Mental. El porcentaje de respuesta ponderado para individuos fue de 76,6.
Resultados. En general, 2,3% de la población declaró haber incurrido en el consumo ilí-
cito de drogas durante los 12 meses anteriores a la encuesta; la marijuana y la cocaína
fueron las sustancias consumidas con mayor frecuencia. La baja escolaridad mostró una
asociación significativa con el consumo, el abuso y la dependencia de drogas. El con-
sumo de cualquier tipo de droga tuvo una frecuencia significativamente mayor en per-
sonas pertenecientes al grupo de edad más joven (18–29 años), en varones, o en habi-
tantes de la parte noroccidental del país. De la muestra en general, 1,4% había abusado
o dependido de las drogas en algún momento de la vida, y ello ocurrió con mucha más
frecuencia en varones (2,9%) que en mujeres (0,2%). La prevalencia del abuso o de la de-
pendencia de drogas en el transcurso de los 12 meses anteriores a la encuesta fue de 0,4%
en general (0,9% en varones y 0,0% en mujeres). La tasa de tratamiento durante los 12
meses anteriores a la encuesta entre quienes cumplían los criterios de abuso o depen-
dencia durante ese período fue de 17,1%; 14,8% fueron atendidos en centros de trata-
miento especializados, y 2,8% dijeron haber asistido a grupos de autoayuda.  
Conclusiones. Un número apreciable de mexicanos tienen un trastorno relacionado
con el consumo de drogas, pero la demanda de un tratamiento es poca, en parte debido
a temor al estigma. Según nuestros resultados, urge organizar los servicios especiali-
zados para personas con trastornos vinculados al abuso de sustancias en función de la
prevalencia de la dependencia de las diversas sustancias y de la variación que muestra
esta prevalencia en las distintas regiones del país.

Trastornos relacionados con sustancias, conducta adictiva, servicios de salud mental,
necesidades y demanda de servicios de salud, México.

RESUMEN

Prevalencia de trastornos
vinculados con el consumo 

de drogas y factores
relacionados con ellos,

en México 
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