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This briefing draws on over four decades of treating addiction in Washington, D.C,,
particularly among Black men and women with opioid use disorder, co-occurring mental
health challenges, and complex social determinants. Based on direct clinical experience,
community outcomes, and national data, the following addresses questions from the U.S.
Sentencing Commission on methamphetamine purity.

1. Are there any differences in chemical structure or pharmacological effects?
In my clinical population, methamphetamine—regardless of purity—produces identical
central nervous system stimulation, paranoia, and cardiovascular risk. The pharmacological
impact does not shift based on purity among chronic users.

2. Do individuals seek methamphetamine based on purity?

My patients, 100% opioid use disorder from low-income urban communities, purchase
opioids based on availability and price. Amphetamines and methamphetamine are
sometimes mixed into the opioids and purity is not a variable they can assess or prioritize.

3. Does higher purity increase potency or allow smaller dosages?

Yes—but in real-world use, most meth is already so pure that dosing behavior does not
significantly vary. Relapse and binging occur irrespective of purity of amphetamines and is
most closely associated with the perceived purity of the opioids.

4. Does higher purity raise health risks or dependence?

Yes, and we see this daily. Patients suffer strokes, psychosis, and severe insomnia from
potent meth. But again, these harms are now present across all use due to consistently high
potency of the associated opioid (HPSO).

5. Is meth purity considered in treatment planning?

No. Treatment is based on behavioral symptoms and damage, not lab-confirmed drug
metrics. My patients present with damage consistent with long-term poly substance use, not
just dose strength.



6. Are treatment approaches different for high vs. low purity meth?

No. With no FDA-approved medications, our options—CBT, matrix model, peer support—
are constant. The lack of pharmacologic treatment remains a critical disparity.

7. Does meth purity affect public health outcomes differently?

In communities of color, where opioid misuse is rising, the uniformly high purity of the
opioids is accelerating death rates in combination with other agnostic drugs like
amphetamines and cocaine . Purity of the amphetamines is not a differential variable—it's a
uniform threat.

8. Do trafficking patterns differ by meth purity?

No. In my community, meth arrives already pure from national supply chains. The
neighborhood seller mixing the drugs is typically not aware of any purity data.

9. Do trafficking organizations differ by purity?

No. Local-level actors are far removed from cartel-level production. There's no visible
distinction in who handles high-purity meth.

10. Does the role or criminal history of defendants correlate with purity?

No. Many of my patients are chronic nonviolent offenders arrested with high-purity
product—Ileading to enhanced penalties not reflective of role or risk.

11. Does meth purity correlate with violence or firearm possession?

Among my patients, violence is often linked to drug-induced paranoia—not drug purity.
Firearm involvement tracks more with neighborhood drug distribution dynamics than
chemistry.

12. How does meth differ from other drugs in danger profile?

[t destroys the mind. Unlike opioids, there's no 'reversal’ drug. Meth contributes to
psychosis, early dementia, cardiovascular collapse, and widespread social dysfunction.

13. How do meth cases differ from other drug prosecutions?

My patients—almost 100% Black, low-income men and women — serve more time for
nonviolent crimes associated with obtaining the money for purchasing drugs rather than
purity-enhanced cases.

Conclusion:

Our sentencing framework must account for real-world usage and impact. In Black
communities dominated by opioid use disorder, treatment for the primary OUD with for
MOUD (methadone and buprenorphine) often indirectly eliminates the associated agnostic
stimulant drugs like amphetamines and cocaine. A justice system grounded in clinical
treatment access, social determinants of health including education, housing and
employment is far more effective than punitive measures.
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This briefing addresses questions posed by the U.S. Sentencing Commission regarding
methamphetamine of varying purity levels, based on public health data, criminal justice
analysis, and treatment experience with individuals suffering from Methamphetamine Use
Disorder (MUD). As a clinician and policy advocate, I present the following evidence-based
responses.

1. Are there any differences in chemical structure or pharmacological effects?

No. All methamphetamine seized in the U.S. is chemically similar. Purity refers to
concentration, not chemical category.

2. Do individuals seek methamphetamine based on purity?

Rarely. Users typically have no access to lab data. Purchase behavior is driven by cost, form
(crystal vs. powder), and perceived potency.

3. Does higher purity increase potency or allow smaller dosages?

Yes, but it no longer distinguishes user behavior. Nearly all meth tested in federal cases is
over 90% pure.

4. Does higher purity raise health risks or dependence?

Yes. High purity increases overdose risk, cardiovascular events, and rapid onset of
psychological dependence. However, this now applies to nearly all meth use.

5. Is meth purity considered in treatment planning?

No. Treatment is based on behavioral symptoms and neuropsychological damage—not lab
purity levels.

6. Are treatment approaches different for high vs. low purity meth?

No. There is no pharmacological therapy for meth addiction. Treatment relies on behavioral
interventions such as contingency management and CBT, regardless of purity.



7. Does meth purity affect public health outcomes differently?

No. Because the meth market is now uniformly high purity, all meth use represents a severe
and uniform threat to public health.

8. Do trafficking patterns differ by meth purity?

No. All purity levels are typically imported from Mexican cartels. There is no distinct
trafficking structure for high-purity forms.

9. Do trafficking organizations differ by purity?

No. Nearly all high-purity meth is controlled by Transnational Criminal Organizations
(TCOs). Domestic production is rare and low-volume.

10. Does the role or criminal history of defendants correlate with purity?

No. Low-level couriers often carry high-purity meth and may be subject to harsher
sentencing due to outdated enhancement criteria.

11. Does meth purity correlate with violence or firearm possession?

Not significantly. Firearm presence (~25% of cases) appears unrelated to meth purity, but
rather to overall trafficking context.

12. How does meth differ from other drugs in danger profile?

Meth has no medical antidote (unlike opioids), causes neuropsychiatric deterioration, and
reduces life expectancy by 20-30 years—higher than most substances.

13. How do meth cases differ from other drug prosecutions?

Meth receives the longest average sentence (91 months). Uniform high purity skews
sentencing against low-level offenders more than for other drugs like heroin or fentanyl.

Conclusion:

The current sentencing system disproportionately penalizes low-level meth offenders due
to outdated assumptions about purity and culpability. As a clinician, I urge the Commission
to remove purity-based enhancements and shift focus to role in offense, community harm,
and access to evidence-based treatment.
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