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Abstract
Drug addiction in India has evolved from a peripheral social concern to a critical public health and criminal justice
challenge affecting millions. This comprehensive research paper examines the historical development of India's drug
control framework, beginning from the colonial period through contemporary legislative reforms, institutional
mechanisms, and policy implementations. The study critically analyses the efficacy of the Narcotic Drugs and
Psychotropic Substances Act, 1985 (NDPS Act), the cornerstone of Indian drug policy, alongside its three landmark
amendments (1989, 2001, 2014). India's geographical position between the Golden Triangle (Myanmar-Laos-Thailand)
and the Golden Crescent (Iran-Afghanistan-Pakistan) has established the nation as both a transit route and increasingly
as a consumer market for narcotics. Current epidemiological data from the 2019 National Survey reveals that
approximately 16.6 crore Indians consume alcohol, with 5.2% manifesting dependency; cannabis affects 3.1 crore
people; and opioid dependence impacts 2.06% of citizens, necessitating professional treatment for approximately 60
lakh individuals. This paper argues that while the NDPS Act demonstrates legal sophistication, it remains inadequately
effective due to over-criminalization, institutional implementation gaps, and insufficient integration of public health
approaches. The research explores the complex interplay between supply reduction and demand reduction strategies,
examines the role of international conventions in shaping Indian legislation, and evaluates contemporary national
action plans. Through critical analysis of judicial interpretations, enforcement mechanisms, rehabilitation infrastructure,
gender dimensions, youth vulnerabilities, socioeconomic determinants, and mental health comorbidities, this paper
proposes a balanced, evidence-based approach combining proportionate criminal enforcement with health-oriented
rehabilitation. The findings indicate that meaningful reform requires integration of treatment modalities, capacity
building for law enforcement, expansion of de-addiction infrastructure, gender-responsive interventions, socioeconomic
support mechanisms, and community-based prevention programs aligned with international best practices and
constitutional guarantees of fundamental rights.
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Introduction and Background
Drug abuse has emerged as a formidable public health and social challenge in India over the past three decades.[1]
Although India maintained historical associations with cultural and religious value systems that traditionally
discouraged intoxicants, contemporary patterns of substance use have undergone dramatic transformation. The
diversification and accessibility of drugs, coupled with socio-economic vulnerabilities and the nation's geographical
location between major opium-producing regions, have created unprecedented challenges for policymakers, legal
authorities, and healthcare institutions.[1]
India's geographical positioning deserves particular attention. The country occupies a critical juncture between the
Golden Triangle (Myanmar, Laos, Thailand) and the Golden Crescent (Iran, Afghanistan, Pakistan), both recognized
globally as the world's largest illicit opium-producing zones.[1] This strategic location has transformed India into
simultaneously functioning as a transit route for narcotics destined for international markets and increasingly as a
consumer market for both traditional heroin and emerging synthetic substances.[1]
The quantitative dimensions of India's addiction crisis are staggering. The 2019 National Survey on the Extent and
Pattern of Substance Use in India, conducted collaboratively by the Ministry of Social Justice and Empowerment
(MoSJE), the National Drug Dependence Treatment Centre (NDDTC) at AIIMS, and state-level institutions, provides
comprehensive epidemiological documentation.[2] Approximately 16.6 crore Indians consume alcohol, with 5.2%
manifesting clinical dependence; cannabis affects 3.1 crore people (2.8% of population); opioid dependence impacts
2.06% of citizens; approximately 1.18 crore people misuse sedatives without medical supervision; approximately 3.1
crore individuals abuse tobacco products; and approximately 8.5 lakh individuals engage in injection drug use, exposing
themselves to heightened risks of HIV and Hepatitis transmission.[2] The treatment deficit remains catastrophic:
approximately 60 lakh individuals nationally require professional intervention for substance-related disorders, yet fewer
than 5% receive adequate treatment, indicating a critical supply-demand gap in rehabilitation infrastructure.[2]
Despite the enactment of comprehensive legislation—the NDPS Act, 1985—drug addiction in India continues its
upward trajectory, necessitating critical interrogation of whether existing legal and policy frameworks adequately
address the multidimensional nature of addiction as both a criminal justice problem and a public health crisis.[1]

1. Epidemiology and Social Dimensions
1.1Gender Dimensions: Emerging Crisis Among Women
A critical and increasingly neglected dimension of India's addiction crisis involves the disproportionate emergence of
female substance abuse. While historical patterns characterized addiction as predominantly male-dominated,
contemporary research demonstrates accelerating female participation with distinctive epidemiological and psychosocial
characteristics.[3] A retrospective study examining substance users across North Indian de-addiction centres revealed
that among female users identified, opioid dependence accounted for 56.9% (compared to 45% among males), nicotine
dependence 8.92%, cannabis 4.3%, alcohol 3.38%, and benzodiazepine misuse 3.13%.[3]
Women substance users present distinctive clinical profiles compared to male counterparts, including higher prevalence
of depression, anxiety disorders, suicidal ideation, and significantly elevated lifetime and current emotional, physical,
and sexual abuse—factors fundamentally complicating treatment engagement and recovery outcomes.[3][4] A
phenomenon termed “telescoping” characterizes female addiction trajectories: women progress more rapidly from initial
experimentation to severe dependence, manifesting more intense physiological withdrawal symptoms, accelerated
disease progression, and earlier treatment-seeking despite paradoxically facing greater systemic barriers to treatment
access and retention.[4]
Women substance users in India confront distinctive stigmatization and social exclusion mechanisms absent or less
severe for males. Gender-specific cultural contexts intersect with substance abuse to create compounded marginalization,
wherein societal labelling of women as "tainted" fundamentally compromises identity, healthcare-seeking behaviour,
and social reintegration prospects.[5] Female substance users face dramatically higher rates of spousal abandonment,
custody loss, and familial disownment compared to male counterparts, coupled with absence of gender-specific
treatment infrastructure, forcing women into mixed-gender treatment settings where sexual harassment, privacy
concerns, and inadequate gynaecological and reproductive health services persist.[5]

1.2Youth Vulnerabilities and Adolescent Susceptibility
Substance abuse patterns among Indian youth reflect complex interplay between developmental neurobiology, peer
influences, environmental stressors, technology-enabled access mechanisms, and socioeconomic vulnerabilities.[1]
Adolescents constitute a distinctly vulnerable population, with substance initiation frequency highest during ages 15-24,
representing critical developmental windows preceding adult neurological maturation.[1]
Contemporary risk factors facilitating youth addiction include enhanced access through online platforms and darknet
marketplaces, pharmaceutical retailers operating without prescription verification mechanisms dispensing psychoactive
compounds accessible to teenagers, peer influence and social conformity pressures intensified during critical
developmental periods, academic and educational stress, sleep deprivation particularly among medical and high-
performing students, and emerging mental health conditions co-occurring with substance experimentation.[1][6] Limited
parental involvement and family-based prevention programs, proximity of educational institutions to drug supply
networks, and economic disparities limiting legitimate opportunity structures significantly contribute to youth
vulnerability.[1] Research among rural Punjab youth revealed that younger respondents aged 16-25 years with high
impulsivity, family history of substance abuse, and neglectful parenting constituted highest-risk cohorts, alongside peer
pressure and easy accessibility to substances as primary precipitating factors.[7]
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1.3Mental Health Comorbidity and Psychiatric Dimensions
A critically underappreciated dimension of India's addiction crisis involves the substantial co-occurrence of substance
use disorders with primary mental health conditions.[8] The relationship between mental health and substance use
operates bidirectionally: individuals with primary psychiatric disorders frequently employ substances as maladaptive
self-medication mechanisms, while chronic substance use induces lasting neurobiological alterations predisposing
toward secondary psychiatric manifestations.[8]
Specific comorbidity patterns documented in Indian populations include: Major Depressive Disorder (40-50%
comorbidity with substance use disorders), anxiety disorders (30-35% comorbidity), Attention-Deficit/Hyperactivity
Disorder particularly among youth substance users (25-30% prevalence), personality disorders (15-20%), and psychotic
spectrum disorders (10-15% among opioid users).[8] Research among male injection drug users in Delhi revealed
extraordinarily high prevalence of psychological distress, suicidal ideation, depression, and quality-of-life impairment
among this socially marginalized population.[9] Critically, integrated psychiatric treatment remains unavailable at most
de-addiction centres, forcing individuals with comorbidities to navigate fragmented healthcare systems across separate
addiction medicine and mental health departments, perpetuating inadequate treatment and high relapse rates.[9]

1.4 Socioeconomic Determinants and Structural Vulnerabilities
Socioeconomic factors operate as fundamental determinants shaping both substance abuse initiation and treatment-
seeking capacity in India. Research systematically examining socioeconomic correlates of substance misuse among
young people attending primary health centres across 15 Indian states identified lower socioeconomic class,
unemployment, and lack of parental education as critical risk factors alongside male gender, urban residence, and
positive family history.[10] Among adolescents in rural Punjab, unemployment, lower socioeconomic status, peer
pressure, and easy accessibility emerged as strongest predictors of substance abuse intensity, with findings underscoring
importance of comprehensive strategies targeting high-risk individuals within disadvantaged communities.[7]
At the household level, parental substance abuse, mental health challenges, and financial hardships demonstrate strong
associations with adolescent drug initiation.[11] Parental education levels emerge as critical determinant, with lower
parental education linked to increased risk of drug use among adolescents.[11] Family dysfunction and exposure to
adverse childhood experiences (ACEs)—including abuse, domestic violence, and neglect—strongly associate with
substance misuse, particularly among adolescent and young adult males in India, with adjusted odds ratios of 6.6 and 2.0
respectively in population-level and individual-level analyses.[12]
At the community level, poverty and neighbourhoods’ disorganization play pivotal roles in adolescent substance use.
Adolescents residing in economically disadvantaged communities face heightened vulnerability due to elevated stress,
reduced opportunity structures, and crime exposure, often resorting to illicit drugs as coping mechanisms for emotional
distress and social marginalization.[11] Furthermore, socioeconomic barriers directly impede treatment access and
retention: research among relapse treatment patients at a Kolkata de-addiction center revealed that financial hardship,
reliance on public assistance, unemployment, and lack of private insurance correlated with increased treatment dropout
rates, effectively creating two-tiered addiction treatment systems wherein economically disadvantaged individuals
receive substandard care or no care whatsoever.[13]

2. Historical and Legal Evolution
2.1Colonial Period Through Independence
Indian drug control legislation evolved from colonial revenue extraction mechanisms to post-independence prohibition
frameworks.[14][15] During British administration, narcotic substance regulation operated fundamentally as a revenue
extraction mechanism rather than a health intervention. The British colonial government maintained an exclusive state
monopoly over opium trade, positioning it as a primary revenue source for the colonial treasury.[14] The Bengal
Regulation IV of 1797 established initial operational frameworks, while the Opium Act of 1857 formalized control
structures, enabling colonial authorities to expand regulatory capacity and suppress unauthorized cultivation and
trafficking that threatened state revenue monopoly.[14]
The Opium Act of 1878 represented the most significant colonial legislative intervention, introducing comprehensive
controls over opium production, manufacture, transport, and export.[15] Provincial authorities received empowerment to
regulate commerce more rigorously and penalize unauthorized cultivation or trafficking. Critically, these legislative
frameworks functioned primarily to protect the colonial government's monopolistic opium trade rather than curtail
consumption or address addiction as a public health concern, rendering colonial drug legislation fundamentally
extractive rather than protective in nature.[15]
India's independence in 1947 initiated fundamental reorientation of drug policy from revenue maximization toward
prohibition and regulatory control. This philosophical shift reflected both emerging international consensus on narcotic
control and domestic recognition of addiction's devastating social consequences. The “Dangerous Drugs Act of 1930”,
enacted during the twilight of colonial administration but substantially elaborated post-independence, marked India's
initial consolidation of drug control beyond opium regulation.[16] This legislation brought cannabis, coca derivatives,
and synthetic preparations under regulatory purview, criminalizing possession, manufacture, and distribution without
valid licenses, though implementation suffered from significant limitations across provincial jurisdictions.[16]
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2.2NDPS Act, 1985 and Amendment Framework
The Narcotic Drugs and Psychotropic Substances (NDPS) Act of 1985 represents India's primary consolidated
legislative response to international treaty obligations and evolving domestic drug challenges.[17] The Act employs a
dual classification architecture distinguishing between Narcotic Drugs (natural or semi-synthetic derivatives including
opium, morphine, heroin, cannabis, coca products) and Psychotropic Substances (synthetic compounds affecting central
nervous system functioning including amphetamines, benzodiazepines, barbiturates, hallucinogens).[17]
The Act prescribes progressively severe criminal penalties calibrated to offense quantity, ranging from 1-year
imprisonment for small quantity possession to 20-year imprisonment for commercial quantities, with capital punishment
provisions introduced through 1989 amendment for specified repeat offenses.[17] Critical structural features include
reversed evidentiary burden (accused must demonstrate legitimate purposes once possession established), extensive
police powers enabling warrantless searches and arrests, property forfeiture mechanisms targeting criminal asset
accumulation and money laundering, establishment of Special NDPS Courts processing exclusively drug-related cases,
and crucially, Sections 64A and 71 rehabilitation provisions.[17]
Section 64A provides immunity from prosecution for individuals charged under Section 27 (personal consumption) or
minor possession offenses conditional upon voluntary initiation of medical treatment for de-addiction at government
healthcare facilities, philosophically recognizing addiction as a health condition meriting medical intervention rather
than exclusively criminal sanctions. Section 71 empowers governments to establish de-addiction centers and
rehabilitation facilities where individual’s dependent on narcotic drugs or psychotropic substances may voluntarily
undergo treatment and rehabilitation under medical supervision. However, these progressive rehabilitation elements
remain substantially dormant in practical implementation.[1]
The “1989 Amendment” substantially fortified punitive dimensions through introducing death penalty for repeat
offenses involving specified large quantities, expansion of enforcement officer authority, and restriction of bail
availability under Sections 37-39.[1] The 2001 Amendment, represented significant philosophical reorientation toward
proportionality and fairness, introducing three-tier punishment frameworks based on drug quantity, enabling judicial
discretion and ensuring first-time offenders and casual users were not subjected to penalties equivalent to organized
traffickers.[1] The 2014 Amendment, addressed critical medical access gaps through introducing Essential Narcotic
Drugs (ENDs) concept—including morphine, fentanyl, and methadone—ensuring availability for pain management and
palliative care while maintaining abuse prevention mechanisms through centralized regulation.[1]

3. Institutional Mechanisms and Enforcement Infrastructure
India's drug law enforcement operates through sophisticated multi-agency coordination structures established
progressively to optimize inter-institutional efficiency and facilitate data-driven enforcement. The Narcotics Control
Bureau (NCB), established in 1986 under Section 4(3) of the NDPS Act, functions as the apex national drug law
enforcement agency operating under Ministry of Home Affairs supervision.[17] Critical NCB functions encompass
coordinating enforcement activities across central and state agencies, analysing and disseminating drug trafficking
intelligence, implementing international treaty obligations, facilitating foreign law enforcement cooperation and
extradition procedures, and chairing inter-agency coordination committees.[1]
The Narco-Coordination Centre (NCORD) mechanism, introduced in 2019, establishes four-tier coordination structure
extending from national to district levels through centralized digital portal integration, theoretically enabling real-time
data sharing, integrated operations, and coordinated monitoring of anti-drug initiatives across governmental tiers.[1]
Every State and Union Territory maintains an Anti-Narcotics Task Force (ANTF) led by senior police officials,
responsible for executing NCORD directives and monitoring operational implementation at state and district levels.[1]
The Directorate of Revenue Intelligence (DRI), operating under Ministry of Finance supervision, focuses on preventing
drug smuggling through customs enforcement mechanisms, investigating narcotics concealed in imports, exports, and
courier parcels, with particular emphasis on airport, seaport, and border checkpoint interdiction.[11] The Central Bureau
of Narcotics (CBN), headquartered in Gwalior and operating under Department of Revenue, supervises legal opium
cultivation regulation, licensing, production, and export while preventing diversion of licit opium into illicit
channels.[12]
NCB data from 2024 indicates 25% quarterly increase in drug seizures since 2019, reflecting intensified enforcement
operations.[1] However, approximately 30% of seized drugs remain untraced regarding origin and distribution channels,
indicating serious data management and coordination deficiencies.[1]

4. Critical Analysis and Reform Recommendations
4.1Over-Criminalization and Implementation Gaps
A fundamental efficacy limitation of India's drug control framework involves over-criminalization of addiction as illness.
The NDPS Act adopts fundamentally criminal justice approaches rather than public health paradigms, frequently
conflating individuals requiring treatment with organized traffickers demanding punishment.[1] Although Section 64A
theoretically permits immunity for voluntary treatment-seekers, this provision remains drastically underutilized. Law
enforcement agencies rarely inform accused individuals of this right; consequently, individuals struggling with addiction
undergo criminal prosecution, conviction, and imprisonment rather than accessing therapeutic interventions.[18]
Empirical data from the National Bureau of Crime Records demonstrates that harsh punishment severity has failed to
reduce NDPS case volumes despite escalated penalties post-1989 amendment.[19] Restrictive bail provisions under
Sections 37-39 create additional injustices: bail is granted only when courts determine reasonable probability that the
accused is not guilty and will not commit future offenses—an extraordinarily high standard at preliminary stages,
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resulting in extended pre-trial detentions violating fundamental rights under Article 21 guaranteeing personal liberty.[20]
This systemic detention produces profound socio-economic consequences for marginalized accused, their dependents,
and families, perpetuating cycles of poverty and disadvantage.[20]
Sections 64A and 71—theoretically progressive rehabilitation elements—remain substantially dormant. Most arrested
individuals never receive medical assessment for addiction; courts routinely prefer imprisonment over rehabilitation
referral.[1] The critical constraint involves infrastructure inadequacy: fewer than 400 functional Integrated
Rehabilitation Centres for Addicts (IRCAs) nationwide must serve potential millions requiring treatment, resulting in
severe geographic and access disparities particularly affecting rural populations and economically disadvantaged
communities.[7]

4.2Evidence-Based Reform Framework
Meaningful reform requires balanced approaches combining: proportionate enforcement against organized trafficking
networks while decriminalizing individual addiction; health-oriented rehabilitation featuring expanded treatment access
including opioid substitution therapy and mental health service integration; evidence-based prevention through school
curricula and community engagement; technology-enhanced coordination enabling inter-agency intelligence sharing;
and crucially, gender-responsive interventions recognizing distinctive challenges confronting female substance users and
youth populations.[1]
 Gender-Specific Treatment Programs
Establish dedicated facilities incorporating female-centered therapeutic approaches, trauma-informed care addressing
abuse histories, reproductive health services, childcare provisions enabling maternal participation, and specialized
personnel trained in gender-specific addiction manifestations and recovery needs.[5] Such facilities must implement
confidentiality protections and security mechanisms addressing privacy concerns and harassment risks inherent in
mixed-gender settings.[5]
 Youth Prevention Infrastructure
Deploy school-based programs with peer-led education models emphasizing developmental appropriateness, digital
literacy regarding darknet risks and technology-enabled substance access, family engagement initiatives addressing
parental monitoring and communication, vocational training providing legitimate opportunity structures, and workplace
substance abuse prevention programs in corporate and industrial sectors.[1][6] Particular emphasis must be directed
toward rural youth populations experiencing elevated substance abuse vulnerability yet minimally reached by existing
prevention infrastructure.[7]
 Integrated Mental Health Services
Establish psychiatrist and psychologist presence at all major de-addiction centers, enabling simultaneous assessment and
treatment of comorbid conditions rather than fragmenting care across separate addiction medicine and mental health
departments. Trauma-informed care protocols must recognize that majority of female users and significant proportions
of male users experience abuse histories, requiring specialized therapeutic approaches integrating trauma recovery
principles into addiction treatment.[8][9]
 Socioeconomic Support and Opportunity Creation
Recognize that economic opportunity and meaningful employment substantially reduce substance abuse vulnerability.
Development of vocational training, skill enhancement programs, employment guarantee schemes, and microfinance
initiatives for post-treatment individuals addresses root socioeconomic drivers while facilitating sustainable recovery
and social reintegration.[7][10]
 Legislative and Criminal Justice Reforms
Strengthen judicial training in proportionate sentencing guidelines differentiating user-possession from trafficking
quantities; mandate police information provision regarding Section 64A immunity rights; modify bail provisions
permitting reasonable bail based on individualized risk assessment rather than categorical presumptions; and enable
post-conviction record erasure for individuals successfully completing rehabilitation, facilitating post-release
employment and eliminating permanent stigmatization.[20]

5. Conclusion
India's drug addiction challenge demands nuanced, evidence-based policy responses transcending simplistic prohibition
paradigms. While the Narcotic Drugs and Psychotropic Substances Act of 1985 demonstrate legal comprehensiveness,
practical implementation suffers from over-criminalization, institutional capacity gaps, inadequate public health
integration, insufficient attention to gender-specific dimensions, and failure to address underlying socioeconomic
vulnerabilities perpetuating substance abuse initiation and treatment barriers.
The path forward necessitates fundamental transformation of drug policy from exclusively criminal justice frameworks
toward balanced public health-criminal justice models. This transformation recognizes addiction as fundamentally a
health condition meriting treatment while maintaining proportionate punishment for organized trafficking. Only through
integrated, compassionate, evidence-grounded, and gender-sensitive approaches—combining proportionate enforcement
against trafficking networks, expanded treatment access with comprehensive psychiatric and social support, community-
based prevention emphasizing socioeconomic opportunity creation, and youth engagement strategies—can India
effectively address the urgent challenge of substance abuse while respecting constitutional guarantees of fundamental
rights and human dignity for all individuals.
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