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Executive Summary  
 

Alcohol, tobacco and other drug use and abuse 

are among the most pervasive, disruptive and 

costly health issues in todayôs society.  The 

impacts of abuse touch every facet of private 

and public life.  From emergency rooms to 

court rooms to living rooms, alcohol, tobacco 

and other drug abuse erodes the well-being of 

individuals, families, communities, and 

society as a whole. 

 

The goal of the New Hampshire State 

Epidemiological Profile is to describe 

substance use and abuse patterns and 

substance use risk factors and consequences 

for our state with a view to supporting 

identification of priorities and development of 

policy for prevention and treatment.   To do 

so, the Profile draws upon a variety of data 

sources including State Sample Youth Risk 

Behavior Survey (YRBS), the Behavioral Risk 

Factor Surveillance System (BRFSS), the 

National Survey on Drug Use and Health 

(NSDUH),  Hospital Discharge Data, and 

New Hampshire Death Statistics, National 

Incidence Based Reporting System (NIBRS), 

the Behavioral Health Indicator System, and 

the National Highway Traffic Safety 

Administration (NHTSA).  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Findings  
 

Alcohol  
 

A statistically significantly higher proportion 

of New Hampshire residents in all age groups 

(64%) reported using alcohol in the past 

month compared with the nation overall  

(52%). Among 18 ï 25 year olds in 2008-

2009, New Hampshire had the highest rate of 

past month alcohol use of any state (75%). 
 

New Hampshire young adults aged 18 ï 25 

were significantly more likely to report having 

had five or more drinks in one day (ñbinge 

drinkingò) in the past month (51%) than their 

peers nationally (41%). 
 

The 2008-2009 NSDUH found that New 

Hampshire youth aged 12 ï 17 were 

significantly more likely to report having had 

5 or more drinks in 1 day (ñbinge drinkingò) 

in the past month (11%) than their peers 

nationally (9%).   
 

By contrast, the 2009 Youth Risk Behavior 

Survey of 9
th
 to 12

th
 graders found no 

significant differences in past 30 day binge 

drinking rates comparing New Hampshire and 

United States high school students.  While 

binge drinking among 12 ï 17 year olds in the 

United States has declined significantly over 

the past several years, both the YRBS and the 

NSDUH show these declines have not been 

observed in New Hampshire.   
 

In spite of New Hampshireôs higher rates of 

past month alcohol use and binge drinking 

among youth and young adults, there is no 

significant difference in the proportion of New 

Hampshire residents and United States 

residents in any age group reporting alcohol 

abuse or dependence as defined by the 

NSDUH. 

 

Corresponding to higher alcohol consumption 

patterns, New Hampshire residents in all age 



 

   

groups surveyed by the NSDUH have a 

statistically significantly lower perception of 

great risk of having five or more alcoholic 

drinks once or twice per week than do other 

United States residents.  In 2008-2009, youth 

aged 12- 17, about 1/3 (36%) perceive great 

risk in having five or more drinks, compared 

with 42% nationwide.  Less than ¼ of 18 to 25 

year olds (20%) responded that they perceive 

great risk of having five or more drinks once 

or twice per week, compared with 33% of 

individuals in this age group nationwide. 38% 

of New Hampshire adults aged 26+ and over 

reported perceiving great risk from having 

five or more drinks per day, compared with 

38% of adults nationwide. 
 

Marijuana  
 

According to the National Survey on Drug 

Use and Health (NSDUH), New Hampshire 

ranked in the top fifth of states for past month 

marijuana use among persons 12 or older. In 

2008 and 2009, the number of New 

Hampshire residents aged 12 and over 

reporting marijuana use in either the past year 

or past month was about 50% higher than 

United States estimates  (Past year - NH 15%; 

US 11%; Past month ï NH 10%; US 6%). 
 

The NSDUH finds that , in 2008 and 2009, 

New Hampshire had statistically significantly 

higher proportions of youth aged 12 to 17 

reporting marijuana use  in the past month 

than the nation as a whole(NH 10%%; US 

6%).  By contrast, the the Youth Risk 

Behavior Survey (YRBS) does not show 

statistically significant differences in past 30 

day marijuana use among students in grades 9 

ï 12.  The YRBS does show that more than 

25% of high school students reported 

marijuana use in the past 30 days in 2009. 

The NSDUH finds that one in four (28%) 

young adults aged 18 to 25 years reported 

marijuana use in the past month in 2008-2009. 

Almost half (42%) of young adults reported 

using marijuana in the past year in 2008-2009. 

 

The National Survey on Drug Use and Health 

reports that New Hampshire residents of all 

ages are significantly less likely to perceive a 

great risk from smoking marijuana once per 

month when compared to the nation for each 

age group surveyed. Consistent with this low 

perception of great risk, a  significantly higher 

proportion of young adults aged 18-25 report 

having initiated marijuana use (11%) 

compared to the nation overall since 2002 

(7%). 
 

Illicit Drugs  
 

According to the 2008-2009 NSDUH, New 

Hampshire had a statistically significantly 

higher proportion of individuals aged 18 ï 25 

reporting use of illicit drugs other than 

marijuana in the past month (12%), compared 

with the nation as a whole (8%). Additionally, 

a statistically higher proportion of individuals 

18 ï 25 (17%) in New Hampshire reported 

having used prescription pain relievers non-

medically
 
compared with the nation as a 

whole (12%).  One in ten of those aged 18 to 

25 report dependence on or abuse of illicit 

drugs (including marijuana).  
 

Crime  
 

Arrest data from the 2008 National Incidence 

Based Reporting System (NIBRS) indicate 

that arrests for alcohol and drug related crimes 

are highest among males in each age group 

with the highest rates usually found in the 18 

to 20 or 21 to 24 year age groups. For public 

drunkenness, the highest number of arrests per 

1,000 population are for individuals ages 18 to 

20 (12.1 per 1,000), with male (7.8 per 1,000) 

arrests almost double than female arrests (4.4 

per 1,000).  Males aged 21 to 24 have arrests 

rates for public drunkenness nearly as high at 

7.5 per 1,000. 

The two age groups with the highest number 

of arrests for Driving Under the Influence 

(DUI) in New Hampshire were those age 21 to 

24 (12.8 arrests per 1,000 population) and 



 

   

those aged 25 to 29 (10.5 arrests per 1,000 

population). Arrests for drug and narcotic 

violations are most prevalent in the 18 to 20 

year old category, with an arrest rate of 18.3 

per 1,000 population. This is nearly double the 

next highest age group, 21 to 24 year olds, at 

9.6 per 1,000. Males drug and narcotic arrests 

are nearly five times higher than female 

arrests in this same age group. 
 

Other behaviors often associated with 

substance use that lead to arrest are disorderly 

conduct, vandalism/property damage, and 

simple assault. These indicators follow similar 

patterns in terms of highest arrest rates among 

18 to 20 or 21 to 24 year old males and lower 

arrest rates among females in each age range. 
 

Fatalities  
 

From 2001 to 2006, between ӎ and İ (35% to 

over 45%) of motor vehicle crashes were 

related to alcohol consumption. New 

Hampshireôs alcohol-related motor vehicle 

deaths per 100,000 was 3.7, while the nation 

was 5.6. The New Hampshire rate appears to 

be below the national average, however, 

without confidence intervals this cannot be 

confirmed. 

 

Tobacco fatalities represented by Estimated 

Smoking-Attributable Mortality (SAM) are 

calculated to be about 272.4 deaths per 

100,000 between 2000 and 2004. The fatality 

rate for males was higher at 373.1 deaths per 

100,000. 

 

According to the New Hampshire Medical 

Examinerôs office, drug related deaths in New 

Hampshire has increased ten of the last fifteen 

years, with the number of drug related deaths 

(includes prescription related deaths) more 

than tripling since 2000 (2000 ï 48 deaths; 

2010 ï 174 deaths). Data on the age of 

individuals who have died as a result of drug 

use or abuse show a very different pattern in 

that adults between the ages of 41 and 50 had 

a higher incidence of drug-related death than 

other age groups between 2005 and 2010. 

More males than females died of drug-related 

deaths in New Hampshire between 2005 and 

2010. There are no trends over time by 

gender. The number of deaths involving 

intentional or accidental overdoses of 

prescribed drugs has almost doubled between 

2008 and 2009. 

 

By addressing the increases reported in 

prescription drug abuse, the New Hampshire 

Attorney Generalôs office has brought new 

attention to the accessibility of these drugs.  

Data from the New Hampshire Medical 

Examinerôs Office shows the source of drugs 

involved in overdose deaths.  According to 

this data, the number of deaths involving 

overdoses of prescribed drugs has almost 

doubled between 2008 and 2009.  
 

Mental Health an d Substance Use/Abuse  
 

Findings of a 2009 study of Medicaid claims 

data, indicates that 10.8% of all Medicaid 

members have a mental health condition with 

secondary substance abuse disorders or co-

occuring disorders. Of these, the depression 

categories such as Major Depression, Bipolar 

& Other Affective Psychoses and Depression 

NEC, when combined, comprise the greatest 

percentage (41%) of Medicaid recipients with 

secondary substance abuse disorders.  

 

 

Inpatient Hospital discharges for all New 

Hampshire patients, regardless of payor, for 

Substance Abuse Related Mental Health 

conditions are statistically significantly 

highest for adults aged 45 to 54 years (716.7 

per 100,000) and also those aged 75 to 84 

years (707.3 per 100,000). 
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Introduction  

 
Alcohol, tobacco and other drug use and abuse are among the most pervasive, disruptive and 

costly health issues in todayôs society.  The impacts of abuse touch every facet of private and 

public life.  From emergency rooms to court rooms to living rooms, alcohol, tobacco and other 

drug abuse erodes the well-being of individuals, families, communities, and society as a whole. 

 

Efforts to adequately and effectively address such a pervasive and often stigmatized health 

concern are challenged not simply by limited budgets but also by the issueôs complexity. 

 

Substance use is difficult to prevent and treat because it is rooted in individual choice. But the 

individualôs choice to use and abuse is impacted by a constellation of factors such as media, 

family communication, unrecognized or untreated mental and emotional health conditions, 

community norms, genetic influences, self-esteem, trauma history, and many other factors. 

 

The first step in addressing substance use and abuse in New Hampshire is to construct an 

epidemiological profile that outlines the scope and severity of substance use and abuse and their 

consequences.  This New Hampshire State Epidemiological Profile draws upon a variety of data 

sources to describe substance use and abuse patterns and substance use risk factors and 

consequences for our state. The Profile provides a baseline for state agencies, community 

networks and coalitions, practitioners within the field of substance use and mental health 

services, as well as individuals and institutions who are impacted by and play a role of potential 

influence in the prevention and treatment of mental, emotional and behavioral health. These 

sectors of impact and influence include primary care, public safety, business, government, and 

education.  It is expected that future iterations of this profile will incorporate new data sources 

and provide new insights to guide New Hampshireôs prevention and treatment efforts. 

 

The profile begins by providing basic information about the demographic and cultural context of 

the state ñcommunity.ò 

 

Demographics and Culture  
 

New Hampshire is located in northern New England and bordered by Vermont to the west, 

Maine to the east, Massachusetts to the south and Canada to the north.  New Hampshire is 

known as the ñGranite Stateò for the geology of its White Mountain region and for the self-

sufficiency of its approximately 1.3 million residents. New Hampshireôs population has become 

more diverse over the last several decades, with people from many different races, ethnicities and 

countries of origin moving to the state, particularly the southern tier, for educational and work 

opportunities. 
 

Major industries in New Hampshire include tourism, hospitality, lumber/logging, electrical and 

plastic manufacturing, agriculture, machinery and technology.  Generally, much of New 

Hampshireôs business and industry involves locally owned small businesses and cottage 

industries. 
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According to the 2010 Census, New Hampshireôs most populated cities/towns are Manchester 

(109,565), Nashua (86,494), Concord (42,695), Derry (33,109) and Dover (29,987).  New 

Hampshire has ten counties and strong local governance at the municipal level. 

 

NHôs 2010 Census indicated that 37.8% of the population lives in rural areas while 62.2% lives 

in urban areas. New Hampshireôs population is 95.3% white, 1.4% black, 0.3% American 

Indian/Alaska Native, 2% Asian, 1.1% multi-racial, and 2.8% Hispanic or Latino.  Less than 

0.1% is Native Hawaiian or Other Pacific Islander. 

 
Below is a table showing demographic changes from the 2000 Census. 
 

Figure 1  

Population Comparison by Race  (2000 & 2010) 
 

Race alone or in combination with  
one or more other races 

2000 
Population Percent 

2010 
Population Percent 

White 1,186,851 96.0 1,261,735 95.3 

Black or African American 9,035 0.7 18,114 1.4 

American Indian & Alaska Native 2,964 0.2 3,848 0.3 

Asian 15,931 1.3 25,931 2.0 

Native Hawaiian & Other Pacific Islander 371 0.0 538 0.0 

Other race or more than one race 20,634 1.7 14,409 1.1 

TOTAL 1,235,786 1,324,575 

Hispanic Origin 

Hispanic or Latino (of any race) 20,489 1.7 36,867 2.8 

Not Hispanic or Latino Total 1,1215,297 98.3 1,287,708 97.2 

Source: U.S. Census Bureau  

  

New Hampshireôs median household income was $60,734 in 2009, varying across counties and 

population areas from a low of $40,835 in the stateôs most northern and rural county, Coos, to a 

high of $70,196 in Rockingham County, on the stateôs seacoast.  Unemployment rates also vary 

across the state.  New Hampshireôs unemployment rate for 2009 was 6.3%, ranging from a high 

of 8.1% in Coos County to a low of 5.2% in Grafton County.
 
 Fewer than eight percent (7.8%) of 

all New Hampshire residents live below the poverty level, compared to the national rate of 

13.2%.  

 

Substance  Use Services History and Context  
 

The state government of New Hampshire plays a critical role in the study of and intervention in 

substance use and mental health disorders. All state agencies in New Hampshire deal with 

mental, emotional and behavioral health. For example, state police address the public safety 

hazards of drinking and driving on a daily basis; correctional facilities house individuals with 

acute and chronic addictions as do housing and homeless agencies; schools address truancy, drug 

dealing, low academic achievement, and other fallout of substance abusing teens; and behavioral 

health agencies work with clients with co-occurring mental health and substance use disorders as 

well as those emotionally and physically abused or neglected by family members with mental 
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health and/or substance use disorders.  These are just a few examples of the far-reaching effects 

and costs of substance use disorders. 
 

Because mental, emotional and behavioral health issues have such a profound impact across so 

many community domains, the State of New Hampshire maintains a Bureau of Drug and 

Alcohol Services (BDAS) within its Department of Health and Human Services (DHHS) to fund 

evidence-based programs and strategies across the spectrum of prevention, intervention, 

treatment and recovery. The BDASôs funding strategy relies largely on private non-profit 

organizations to deliver evidence-based programming across the continuum of care, including 

local coalitions, social service agencies, mental health agencies, treatment facilities, and 

community-based organizations. These service providers deliver evidence-based practices to 

target populations including youth, elders, individuals re-entering from correctional facilities, 

multiple Driving While under the Influence (DWI) offenders, veterans, trauma victims, and low 

income individuals.  Other state agencies also contribute significantly to the prevention and 

treatment of substance use disorders, including responsible server trainings through the New 

Hampshire Bureau of Liquor Enforcement, educational and intervention programs promoted by 

the New Hampshire Department of Education, re-entry programs to support recovery for 

individuals leaving state correctional facilities, intervention programs for service men and 

women and their families supported by the New Hampshire National Guard, and enforcement 

strategies such as the Enforcing Underage Drinking Law initiative promoted and supported by 

the Attorney Generalôs office. 
 

Many of these initiatives in New Hampshire are supported by federal grant programs, state 

allocations, and private foundations such as the New Hampshire Charitable Foundation that 

maintains a specific and significant fund to support the prevention and treatment of substance use 

disorders.  The Foundation is a co-funder of BDASôs technical assistance center to support 

program and strategy implementation, evaluation and quality improvement.  In addition, the state 

maintains a training institute and two credentialing boards to ensure workforce development and 

licensure.  The BDAS also maintains a clearinghouse and lending library of media, curricula and 

other materials in relating to alcohol and other drug services; contract management functions; 

information technology specialists; accounting; two web-based data systems for funded 

providers; a resource and development team; and a 24-hour help line.
1
   

 

An important contextual factor in the stateôs substance use services is the establishment of the 

Governorôs Commission on Alcohol and Other Drug Prevention, Intervention, and Treatment
2
 by 

the New Hampshire State Legislature in 2000.  The mission of the Governor's Commission is to 

significantly reduce alcohol and drug problems and their behavioral, health and social 

consequences for the citizens of New Hampshire by advising the Governor regarding policy, 

funding and the delivery of effective, efficient, coordinated alcohol and drug abuse prevention 

and treatment services. Representatives from a wide range of state agencies and perspectives 

(please see Appendix B: Governorôs Commission Membership) serve on the Commission that 

meets bi-monthly in service to the stateôs overarching strategy to prevent and reduce substance 

abuse and its negative consequences. 

 

                                                 
1
 See Appendix A to review the complete NH BDAS Logic Model. 

2
 Referred to as the Governorôs Commission in the remainder of the report.  
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One of the tasks of the Governorôs Commission is developing and revising as necessary a 

statewide plan for the effective prevention of alcohol and drug abuse, particularly among youth, 

and ensuring a comprehensive system of intervention and treatment for individuals and families 

affected by alcohol and drug abuse.  The most recent plan titled, Overcoming the Impact of 

Alcohol and Other Drug Problems: A Plan for New Hampshire
3
 was published in 2007 and is 

currently under revision to reflect the New Hampshireôs transformation to a resiliency- and 

recovery-oriented system of care. The Commission maintains several task forces that provide 

oversight to state-wide initiatives, including a prevention task force, a treatment task force, a 

public education and awareness task force, and State Epidemiological Outcome Workgroup that 

serves as the Commissionôs statutorily required data and evaluation task force.  Task forces meet 

monthly, include representatives from communities and providers, and provide updates to the 

full Commission every other month.  

 

Additionally, the BDAS has developed a regional network system for alcohol and other drug 

abuse prevention that ensures data-driven, community-based decision making; resource 

development; prioritization; and environmental prevention planning.    

 

This regional network system covers every town in the state through 10 regional contracts to 

fiscal sponsors who employ a full-time coordinator for their respective regions. Additionally, the 

stateôs strategy included the funding of approximately 27 prevention providers who were 

delivering evidence-based direct prevention and early intervention services to selective and 

indicated populations through June 30, 2011.  Contracts with 26 of these 27 providers ended 

June 30, 2011, due to state budget reductions and prioritizations. The state has continued 

contracts with 18 of 20 treatment providers who are using evidence-based assessment and 

treatment planning in the provision of outpatient, intensive outpatient and inpatient treatment but 

with significant contract reductions due to state budget limitations.  

 

Advocates of prevention, intervention, treatment and recovery services in New Hampshire have 

requested that data be collected in the coming years to assess the impact of these service 

reductions, particularly in the area of prevention.  

 

SEOW History and Context  
 

New Hampshireôs first State Epidemiological Outcomes Workgroup (SEOW) convened between 

2006 and 2008 to analyze data and determine priorities for the stateôs Strategic Prevention 

Framework (SPF).  Membership at that time included the New Hampshire Medical Examiner, 

the New Hampshire Division of Public Health Services, the New Hampshire Department of 

Safety, the University of New Hampshire, primary care facilities, the New Hampshire Office of 

Alcohol and Drug Policy and other stakeholders and contributors.  Between 2006 and 2008, the 

SEOW met bimonthly to determine relevant data sources, select indicators, and develop a state 

strategy for a redesigned prevention delivery system to be implemented with community level 

decision making, data interpretation, and resource sharing. 

 

In January 2011, the New Hampshire SEOW was reformed to meet the next level of data needs: 

expanding data analysis to include the range of mental, emotional, and behavioral (MEB) health 

indicators to support data, planning, and service integration at the state and regional level.   

                                                 
3
 See Appendix C to read Overcoming the Impact of Alcohol and Other Drug Problems: A Plan for NH. 

http://www.nhcenterforexcellence.org/pdfs/OvercomingImpactNH.pdf
http://www.nhcenterforexcellence.org/pdfs/OvercomingImpactNH.pdf
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The SEOW remains a multifaceted and multidimensional research, assessment, and evaluation 

workgroup, and is now composed of two subgroups; one risk-focused and the other resiliency-

focused.   

 

SEOW leadership determined a reconfiguration of functional levels moving forward, adding a 

community level for the purpose of community asset development as both an input and output. 

Therefore, the New Hampshire SEOW operates on three levels: 
 

SEOW Leadership 
 

Members include the epidemiologists from the New Hampshire Bureau of Drug and Alcohol Services and the Division of Public 

Health Services; the New Hampshire Administrator for Prevention Services, the New Hampshire Administrator for Behavioral 

Health services; the Director of the New Hampshire Center for Excellence, a technical assistance center for alcohol and drug 

services; and representatives from the Governorõs Commission on Alcohol and Other Drug Abuse Prevention, Intervention and 

Treatment. 

 

SEOW-MEB (State Epidemiological Outcomes Workgroup for Mental, Emotional, and Behavioral Health) 
 

Members include data analysts from the New Hampshire Department of Safety, New Hampshire Department of Motor Vehicles, 

the New Hampshire Bureau of Behavioral Health, New Hampshire Department of Education, and the University of New 

Hampshire. 

 

SEOW-CAD  (State Epidemiological Outcomes Workgroup for Community Asset Development) 
 

Members include ten Regional Network Coordinators and Leadership Team chairs of the New Hampshire Regional Network 

System for alcohol and other drug prevention and mental and emotional health promotion. 

 

This three-tiered structure is designed to redress preexisting analytical and data flow models that 

did not lend themselves to analysis but rather to data delivery. It was determined that a 

downstream analytical group was needed to review, in totality, all of the data summarized by the 

other two groups.  Whereas the SEOW-MEB and SEOW-CAD workgroups which provide the 

sorely-needed summarized and analyzed data for specific indicators, are by design, not populated 

by high-level policy analysts or administrators with the capacity to summarize the data across 

domains, or to discuss and report the implications of that data.  

 

To this end, SEOW Leadership determined that a higher analytical level was needed to serve 

with Leadership and ultimately responsible for SEOW activities of the SEOW-MEB and SEOW-

CAD. Members of the current SEOW Leadership will now be augmented by analysts extracted 

from the extant SEOW-MEB and SEOW-CAD workgroups, and with administrative personnel 

from Bureau of Behavioral Health, the Division of Public Health Services, and the Bureau of 

Drug and Alcohol Services.   

 

Consistent from previous iterations of the SEOW are the mission, vision, and primary objectives.    
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 SEOW Mission Statement

 

 

 

 

 
 

 

The NH SEOW promotes analytical thinking and methods in support of 

improved mental, emotional and behavioral health in NH.  
 

 To collect, analyze and interpret data to determine the scope and extent 

of substance use and behavioral health risk and related problems, both 

statewide and locally. 

 To collect, analyze, and interpret data to characterize protective factors 

for mental, emotional, and behavioral health, and assets vital to the 

delivery of prevention, treatment, and recovery services. 

 

 To facilitate the establishment of a web-accessible database of 

substance use and mental health indicators to enable analysis of 

prevalence, trends and impacts at the state and regional levels. 

 To develop and disseminate data products to targeted audiences in the 

education, health, government, business and safety sectors to address 

questions of direct policy relevance and increase awareness and shared 

responsibility. 
 

 To provide input into New Hampshireôs priorities for its Substance 

Abuse Prevention and Treatment (SAPT) Block Grant Application. 

 

2 
OBJECTIVE 

 

1 
OBJECTIVE 

3 
OBJECTIVE 

 

4 
OBJECTIVE 

 

5 
OBJECTIVE 
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Data Sources  

 
The following tables show the data sources included in this profile and where data was accessed. 

  

Data Sources References  Ac cess 

US Decennial Census http://factfinder2.census.gov 

State Sample Youth Risk Behavior Survey (YRBS-SS) http://www.education.nh.gov 

Behavioral Risk Factor Surveillance System (BRFSS) Behavioral Health Indicator System (BHIS)  

National Survey on Drug Use and Health (NSDUH) Behavioral Health Indicator System (BHIS) 

Fatal Accident Reporting System (FARS) Behavioral Health Indicator System (BHIS)  

National Incident-Based Reporting System (NIBRS) NH Department of Safety 

National Vital Statistics System (NVSS) Behavioral Health Indicator System (BHIS) 

NH School Safety Reports NH Department of Education 

NH Special Education Data NH Department of Education 

NH Community Mental Health Data NH Bureau of Behavioral Health 

NH Client Event Data System (CEDS) NH Bureau of Drug and Alcohol Services 

NH Death Statistics NH Medical Examinerõs Office 
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Use, Dependence  and Perceived Risk of Use of Alcohol, 

Tobacco and Other Drug s
 

This section presents data on consumption, dependence and perceived risk of substance use for 

New Hampshire residents overall as well as for youth, young adult, and adults. Data are 

presented for the top four substances of abuse in New Hampshire:  alcohol, marijuana, tobacco, 

and illicit drugs (including prescription drugs used non-medically). 

 

Alcohol  Use, Dependence and Perceived Risk of Use  in New Hampshire  
 
FIGURE 2  

Alcohol Use in Past Month (2008 -2009)  

 

 

 

 

 

 

 

 

 

 

 

 
 
Source: National Survey on Drug Use and Health  (2008-2009) 
 
FIGURE 3   

Binge Alcohol Use in Past Month (2008 -2009)   
 alcohol use as drinking five o  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

According to the 2008-2009 

National Survey on Drug Use 

and Health (NSDUH), a 

statistically greater proportion 

of NH residents in all age 

categories reported using 

alcohol in the past month 

compared with United States 

residents. 
 

Source: National Survey on  

Drug Use and Health (2008 -2009) 

Source: National Survey on Drug Use and Health  (2008-2009) 
 

The NSDUH defines binge 

alcohol use as drinking five or 

more drinks on the same 

occasion on at least one day in 

the past 30 days.  

 

The figure to the left shows 

self-reported binge drinking by 

age for New Hampshire as 

compared to the United States. 

Overall, New Hampshire has 

similar rates as the United 

States for those aged 12 and 

over and also for those aged 26 

and over.  

However, in the age categories of 12-17 years and 18-25 years, New Hampshire rates are 

statistically higher than United Statesô rates. More than half of young adults aged 18-25 report 

binge alcohol use in the past month. Over 11% of those aged 12-17 report binge alcohol use in the 

past month. 
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The NSDUH includes a series of questions to assess the prevalence of dependence on or abuse of 

alcohol in the past 12 months.   There is no statistically significant difference in the proportion of 

individuals in each age category reporting characteristics consistent with alcohol abuse or 

dependence in the past year in New Hampshire compared with the nation overall. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Specifically, for marijuana, hallucinogens, inhalants, and 

tranquilizers, a respondent was defined as having 

dependence if he/she met three or more of the following 

six dependence criteria:  
 

1)  Spent a great deal of time over a period of a month 

 getting, using, or getting over the effects of the 

 substance.  
 

2) Used the substance more often than intended or was 

 unable to keep set limits on the substance use.  
 

3)  Needed to use the substance more than before to get 

 desired effects or noticed that the same amount of 

 substance use had less effect than before.  
 

4)  Inability to cut down or stop using the substance every 

 time tried or wanted to.  
 

5) Continued to use the substance even though it was 

 causing problems with emotions, nerves, mental 

 health, or physical problems.  
 

6)  The substance use reduced or eliminated involvement 

 or participation in important activities.  

7) For alcohol, cocaine, heroin, pain relievers, sedatives, 

 and stimulants, a seventh withdrawal criterion was

 added. A respondent was defined as having 

 dependence if he/she met three or more of seven 

 dependence criteria. The seventh withdrawal criterion 

 is defined by a respondent reporting having 

 experienced a certain number of withdrawal 

 symptoms that vary by substance (e.g., having trouble 

 sleeping, cramps, hands tremble). 

 

For each illicit drug and alcohol, a respondent was defined 

as having abused that substance if he or she met one or 

more of the following four abuse criteria and was 

determined not to be dependent on the respective 

substance in the past year: 
 

1) Serious problems at home, work, or school caused by 

 the substance, such as neglecting your children, 

 missing work or school, doing a poor job at work or 

 school, or losing a job or dropping out of school.  
 

2) Used the substance regularly and then did something 

 that might have put you in physical danger.  
 

3)  Use of the substance caused you to do things that 

 repeatedly got you in trouble with the law.  
 

4)  Had problems with family or friends that were 

 probably caused by using the substance and continued 

 to use the substance even though you thought the 

 substance use caused these problems. 

Dependence and abuse questions are based on the criteria in the Diagnostic and Statistical 

Manual of Mental Disorders, 4 th edition (DSM -IV) (American Psych iatric Association [APA], 1994)  


