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tion
1.  Background

This is the first report emerging from ESDA (European Summary on Drug
Abuse) a project of the World Health Organization Regional Office for Europe.
ESDA was established early 1989 and aims, in general terms, to improve the
information base in the drug abuse arena to provide information on drug abuse
and the response to it at European regional level.

ESDA was initjated basically to complement the information collected by
the Regional Office within the framework of its monitoring of the progress of
the achievement of the regional health for all policy (HFA). It will be
recalled that the Regional Committee in 1984, along with the adopticon of the
regional health for all targets, also agreed to launch a system to monitor the
progress on the various targets. This system utilizes indicators for the
various subjects covered in the targets and provides for a regular update on
the health status of people in Europe in the form of Reports on Monitoring of
the Strategy for HFA by the Year 2000, issued by the Regional Office, at
three—year intervals. The regional EFA policy, as adopted by the Regional
Committee in 1984, encompasses a target which deals with the reduction of harm
resulting from excessive alcohol intake and from drug abuse (target 17).

The current general monitoring system operated by the Regiomal Office,
provides useful information on the consumption of alcohol and tobacco, but not
on the consumption of illegal druge, inhalants and non-medical use of
pharmaceutical products. Obviously drug abuse is a subject which, by its very
nature, is difficult to monitor. It has proven to be difficult, if not
jmpassible, to identify reliable and practical indicators on which information
could be collected for drug abuse in the way this was done for subjects in
other targets.

It was against this background that, in an effort to fill the drug abuse
information gap in the HFA monitoring, ESDA was initiated by the Regional
Office in comsultation with the Council of Europe, the Commiseion of the
European Communities and the Nordic Council.

Several jnternal and external consultatioms have heen held, and many
persong have contributed to this first report. In particular, we should like
to acknowledge the work of the national counterparts in this project, without
whose contributions this report would have been impossible.

After an initial consultation with gsome temporary adviesers a fairly loose
protocol was designed which was used in the actual data collection phase.
Subsequently counterparts were identified in all the Member States who were
asked to supply information to the Regional Office following this protocol.
The response to this request has been very positive; close to 80% of our
counterparts cooperated in the exercise. The original reports provided a
wealth of information which has been summarized into country profiles. On the
basis of these country profiles an overall summary has been produced.
Countries from which no information could be collected through counterparts,
other sources have been utilized for the development of this report. For a
number of countries both the report from the counterpart and other sources
have been utilized.
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2. (bjectives

Short term objective: To summarize existing information on drug consumption
trends, problems linked to consumption and social responses to drug abuse in

the countries of the European Region of WHO.

Long term objective: To promote harmonization or standardization of data
collection related to key aspects of the drug abuse phenomenon in the
countries of the Furopean Region of WHO.

Ihe overall objective: To collect and disseminate information at = European
level that will facilitate both improved momitoring of HFA progress in the
field of drug abuse and appropriate planning and evaluation of local, national
and international activities related to the problem.

3. Phases

ESDA combines two different approaches concerning collection of data
related to drug abuse.
The first approach (a) aims to sum up existing information in this field in
the countries of the WHO European Region. The second (b) is designed to
promote eollection of standardized data in participating countries.

The project is divided into three phases:

Eixst phase (19%0-1991): In all the European countries counterparts were

identified and, utilizing a fairly loose protocol, reported back to the
Regional Office. Thie information (approach (a)) from the first round has now
been analysed and brought into the format of this first report.

Second phage (1992-1994): A second round of information gathering will take
place according to approach (a) (summarizing existing information). At the
game time, the possibilities of standardized data collection (approach (b))
will be carefully studied, taking into account the initiatives of other
organizations in this field.

Third phase (from 1994): If approach (b) is considered feasible, standardized
collection of data on drug abuse will be established in participating Member
States of the European Region of WHO and the findings will be analysed
periodically. 1If approach (b) is not considered appropriate, only approach
(a) will be retained and summary reports of existing data will be produced
every three years, to coincide with the HFA monitoring exercises.

4.  Participants of the first ESDA

In most European countries counterparts were idemntified, often in
consultation with the Ministries of Health and, utilizing a fairly loose
protocol, were asked to report back to the WHO Regional Office for Europe the
existing information om drug abuse in the country. Twenty-eight Member States
responded pogitively and provided a report or some specific information for
the 1985-89/90 period. Other sources were used for the few remaining
countries.
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5. 11 j i
Time period congidered: This first ESDA report includes only information

relating to the period 1983-1989/90.

Drugs considered: As mentioned earlier "drug" refers here to any psychoactive
substance lisble to produce dependence, but tobacco and alcohel are excluded,
because quality information related to these two drugs is already availlable in
the WHO Regional Office or can be easily provided by Member States.

Soqurces of jinformation: Any relevant source could be used, if it provides
data useful for understanding the drug abuse situation in the country. This

could include policy documents; treatment evaluation studies; intensive
case-finding studies; police, customs and courts data; scientific joumrmals
and other sources of data. Concerning drug consumption, preference was given
to those sources that produce data regularly, in order to assess trends.

i f informati llect ized: At this stage, no effort to
produce new data had been proposed. Information was to be taken from relevant
published and wnpublished reports concerning three aspects of the drug abuse
gsituation in the country: drug consumption; problems linked to consumption;
and social responses to drug abuse. Information on time tremds, if available,
were preferred to isolated data.

Population and sampleg: Ideally, data should have been related to the whole
country. If national data of ascertained quality were not available, regional
ar local data were to be used; these data would also be included, if the
situation in a particular area within the country notably differed from that
in the rest of the country. Data could refer to the whole population or to
gspecific subgroups, such as schoolchildren or college students, prisoners,
addicts who contact treatment or rehabilitation services, those who have had
overdoses, or have died from drug-related causes, etc. In those countries
with a multi-ethmnic composition, data from each of the ethnic groups were to
be included if availahle.

6. Qther limitations

The data cellection for this report gtarted at a time when Europe looked
quite different from what it looks today. While currently a growing amount of
information on the new countries in the European region is available in the
Regional Office, this report refers to Europe as it was at the time of the
data collectiom.

7. W men &

This report draws heavily on the work of the collaberators in the
individual countries. We are extremely grateful for their tremendous support
and interest. We are also indebted to the temporary advisers who took part in
the consultations which laid the foundation for this project. And lastly, we
would like to thank the persons who have written the texts, notably
Dr H. Klingemann who has devoted so much time and effort to the difficult task
of analyzing all the material and to producing the final report.




by R.L. Hartnoll, Institut Municipal d'Investigacio Medica (IMIM),
Barcelona, Spain

Conclusions about the drug situation within a particular country
necessarily depend on the existence of reliable and relevant information. In
addition, comparisons between countries require at least a minimal level of
comparability both in the criteria used and in the way the data are
collected. A report such as this ig inevitably limited by the extent to which
the contributing countries were able to provide information that met these
conditions. The quality of the different country reports varied considerably
in terms of whether data relevant to different questions were available at
all, in terms of the sources of information and the type of informaticom
provided, and in terms of the basic criteria used. It ig therefore essential
to treat the comparisons implicit in this first ESDA report with cautiom.

Surveys of drug use, either in the general population or in school age
populations, usually find that (illegal) drugs apart from cannabis are used by
only a small minority. However, such surveys are very likely to understate
the true extent of more harmful patterns of drug taking, such as heroin use or
drug injection. And even though the level of such behaviours across the
population is generally low, in certain areas or amongst some subgroups,
harmful drug use patterns can be quite significant and carry important
consequences for the wider community. Thus surveys often fail to reflect the
problematic aspects of drug taking, and can give a misleadingly complacent
picture. This is particularly true of surveys of school age young people. As
noted in this report, the prevalence of drug use amongst this age group is
low. However,apart from solvent misuse, the development of more problematic
patterng of drug use usually takes place at a somewhat higher age. The
declining rates of drug use amongst adolescents, reported on the basis of
surveys, may give encouragement to prevention workers, but does not
necessarily mean that whatever preventive factors are involved will continue
to be effective in the longer term once they have left school.

The relatively more significant levels of gerious drug use such as heroin
dependence amengst older age groups, and the increaseg reported by some
counttries im drug-related problems such as deaths, support this warning
against complacency. However, indicators of the extent of problematic drug
use (registered addicts, treatment demand, arrests, deaths, etc.) and
indicators or the supply of drugs (e.g. seizures) should also be interpreted
with caution. This ig particularly true when trying to draw comparisons
between countries. All of these indicators are indirect, and all are strongly
influenced by the level of rescurces allocated to treatment or enforcement
services and asz well as by national and local policies and priorities.

Data on the total quantities of drugs seized can only be used as a very
crude indicator of supply In the European region. They canmot be used as an
indicator for individual countries unless there is good information on how
those seizures relate to illicit market structures at internatiomal, matiomal
and local level. Nor are data on quantities seized a useful indicator to the
level of consumption (prevalence) in any given country.

Data drug consumption patterns (for example Summary Table 1 often refer
either to treated drug users, arrested users, registered cases or to the
estimated number of "abusers'", "addicts". It is not possible to compare these
numbers since they are based on very different sources and criteria. They way
give a more reliable guide to trends within a country, but only if the
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criteria and sources of information remain consistent and only if changes in
policy and resources are taken into account. It is hard to tell how far these
conditions are fulfilled in the reports from the different countries.

Data on drug-related deaths are important, not because they are a
reliable guide on the prevalence of drug abuse (and certainly not when
compared between countries) but because they represent a wmiquely final
consequence and because the data are used, often in dramatic fashiom, as a
particularly high-profile indicator of tremds. It is thus important to stress
that although deaths may appear to be more clearly defined than any other
events recorded by information systems, the concept of "drug-related death” is
in fact highly ambiguous, and the criteria and methods used to record them
vary extensively between countries. Comparisons between countries, and
interpretation of tremds over time, thus require very careful analysis. By
themselves, the crude figures can be easily seriously misinterpreted, though
this is not to deny that the large increases noted in some countries are real.

Finally, the continuing seriousness of the consequences of drug use for
some users and for some communities underlines the importance of improving our
understanding of the phenomenon. The limitations mentioned above are not
intended to negate the value of collecting data, but on the contrary, to urge
for active attempts to improve the quality and comparability of information on
drug vse and its consequences.
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1. DRUG ABUSE IN EUROPE FROM 1985 TO0 19%0

AN OVERVIEW

by

H. Klingemann
Swiss Institute for the Prevention of Alcohol and Drug Problems (SIFA)
Lausanne, Switzerland

———
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Prug abuse in Europe fro t = an overview

L. Drug consumption

In most countries (except some eastern European countries, see chapter 3)
cannabig iz by far the most frequently used illicit drug. Official
trend-estimates are particularly wnreliable as primary cannabis abuse is
rarely registered, and deviate considerably from survey results (see, for
example, the Swigs country report). However, many cowmtries indicate a marked
decline in the recreational use of cannabis in the recent past (Sweden,
Finland, Italy, Norway) or a stable gituation (e.g., a minor increase in the
abuse of home-produced cannabis in the USSR gince 1987: declining seizures in
Switzerland).

Despite public concern, no signs of a cocaine epidemic can be detected,
although the supply of cocaine on the market has increased, at least
relatively. Police seizures indiecate strong growth in supply in 10 countries,
in the Netherlands an extreme ll-fold increase, during the reference period of
thiz report (see Summary Table 1). Yet, in absolute terms, cocaine is still
of minor importance although showing an upward trend in Italy and Spain.

Also, this trend in increasing seizures can probably be attributed, at least
in part, to changing control strategies of the police or customs (e.g. in
Norway) and improved cooperation between government agencies (e.g.
intersectorial appreoach in the Netherlands).

After cannabis, in importance ig heroin, particularly its intravenous
use, which is considered a very serious problem, especially because of its
association with AIDS. Primary abuse of heroin is typical of registered drug
addicts (treatment or police records) in most countries. Within-country
estimates of the development during the last five years are slightly more
reliable than attempts to determine the relative gsize of the problem. Whereas
an increage in heroin abuse has been observed in Germany, Italy, Luxembourg,
Switzerland and Yugoslavia (in Austria a rising tendency is expected, in view
of the falling price of herocin) it appears to have become relatively less
important in France (at least in its iv-use), Netherlands and Sweden. In the
other western Eurcpean countries, it seems to have gtabilized at a high level,
or no specific trend was reported. Except for Yugoslavia, heroin is not
available so far in the eastern European countries.

Other drugs, such as crack and ecstacy, which attract much public
attention, play a very minor role or are limited to small specific ETOUpS .
The few natiomal surveys or group—specific studies that have been conducted in
various countries show extremely low rates of lifetime prevalence for all
illicit drugs other than cannabis and (in some groups and age categories)
heroin. Changes over time can be attributed to sampling errors. This is also
true of volatile substances, at least in western Europe. Only episodic
occurrence in youth groups has been reported from Denmark; regular
glue-sniffing is rather rare (Norway) and seems to be practised typically by
children from the poorest strata of society (Portugal). Quite different is
the zituation in eastern Europe, where locally produced drugs are dominant and
the use of inhalants, especially among the youngest age groups, is quite
frequent (Poland, Romania, Hungary). Estimates of lifetime experience vary
between 57 and 10%.




Summary Table 1:

ES0A 1805-88/30: Orug Abuss
Agumotlion HPatterna Drug

iargete and Gangral Trends in

Eurons

Country/mill. population, 1985

a)Dominant drugs on the market{approx. life -
time prevalence of cannabis among younger age
groups)

b)Total number of drug abusers(year)/registered
or treated heavy users, mostly of heroin-most
recent estimates

¢} Drug specific consumption trends

d} General trend
.

Albania/

a) lllicit psychoactive substances are not
produced, distributed or offered.

t) 4 morphine addicts in 26 districts

¢) {+) anxiolytics

but toxicomania is rarely seen.

d} Psyechoactive drug use is not cogsidered as a
problam

Austrial? 6

a)Cannabis{20-25%)

bj4474 offenders against the Narcotics Act
(1989)

ci(++)bathiturales(-)opiates
{+)cocaine{+)multiple drug use

dVncrease in herpin abuse expected

Belgium/g.9:

aiMarinuana and hashish / b) -
c){+)Pharmaceuticals/analgesics, (+)multiple
drug use

diDecregse of drug abuse among high-school
students

Bulgaria/g.9

a)Tranquilizers, poppy products. inhalants,
barbiturates

b)1276 registered drug addicts (1989) ¢) -
dHigh growth mte expected

CSFR/MS5.4

afinhalanis, home grown cannabig; codeine

derivatives, multiple drug use

tocal production due to lack of hard currency
b) 8500 registered cases {30%iv)

¢) (+) multipte drug use

d)Stable since 1985, but increase expected

Denmark/5.1

a)Cannabis, (15%) chaotic multiple drug use
b)Estimated number of drug abusers: 10'000;
3000 addicts in treatment

¢) (+)amphetamines

d) Increase in ilegai sales of pharmaceuticals
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Finland/4.9

a) Cannabis(11%)

b)About 200 drug abusers in hospitals
c)(-) cannabis/recreational use
d)Stable situation

France/55.1

a)Cannabis, hergin

b)120'000-150'000 (estimate) drug abusers
(1990),34'213 registered by the police
c){-)heroin iv abuse, (+) multiple drug use,
{+}spread to rural areas

o) upward trend being assumed

Germany/® 1 (without former GDR)

a) Hashish, marihuana (26%) heroin,
cocaine,amphetamines

b} 63'CQ0-80°000 "hard drugs addicts”
(1988)/cocaine: 20'000-50'000, amphetamines:
10'000

c){++Jamphetamines amaong younger
{+}cocaine, heroin older clients

diDecreaging life-time experience among
Juveniles

Greecersg.9

a) Analgesics, codein products, tranquilizers,
haghish(15%)

D)4Qr000-50'000 drug dependents

{1990 estimata)

¢) (-)misuse of pharmaceutical drugs

€} Decrease of drug abuse ameng vounger
teens. concern about fulure increase among
young people

Hunagary/10.7

a} Tranquilizers, hydrocodin/codein products,
inhalants, muttiple drug use

b) 3000 addicts, frequent use; 100000 addicted
to tranguilizers {(1986)

&) (-} arnphetamines; (-
Jsolvents;(+)benzodiazeping derivatives
(+)home grown poppy products

d) Relatively stable situation

\reland/a.s
a) Heroin, multiple drug use, among {realed
patients

b)3515 addicts presenting for treatment (1985-
a0)

¢} (+} multiple drug use noted by general
practitionars;

dj{+)attendances at clinics

Israal/4. 1

&) Fharmaceutical drugs, hashish, opium,
hergin, B) - o) -

dincrease in drug consumplion estimated at
100% every year.

itaiy/56.8

a) Heroin , cannabis, psychotropic
drugs(lreatment dala)

h) 100'000-200'C00 daily herom users /estimate;
60'000 drug abusers in treatment (1989)
Citreatment data: (++) multiple drug abuse
{(+)Yheroin(-yall other drugs; other
estimates:(++)cocaine /(d) -




Luxembaurg/0.44.

ajCannabis, herain

b} 1200-1500 drug addicts /otfical estimates
c) -

d) Decreasing Hlicit drug use among young
teens, stable number of registered drug
abusers: general evaluation: slight upward t
trand.

Malta/0 38

a) Cannabis, heroin, no signs of cocaine
apidermic

b)--

c) -~

d) Negative trend expected

Netheriands/14 4

a) Cannabis {249%)

b) 22'000-24'000"hard-drug™ users (1989}
¢} (0f-)herain,

d) Decline of drug-related offences

Norway/4 .1

aYCannabis, heroin .
b)4000-5000 iv drug abusers {1990)

c)(--) heroin, (0/-) cannabis, (+) amphetamines,
Benzodiazepings. (+jcodeine products. (0)
solvepts

o} (+) rultiple drug use including alcohol

coland/36.6

1)Home made obiates extracted from poppy
straw (mainly iv use); multiple drug use
(diazepine groups)

) About 20'000 drug abusers registered /palice
records-Minstry of Education (1989)

¢) (+) valatile substances amaong young people
d) "Atter a peak between 1981-83, the drug
problerm is gradually decreasing ' less younger
people in treatment

Portugalf10.1

a} Canpabis, heroin

BiALout 5'000 in treatment

¢) Hergin continues to be the most serious drug
problem

o) Aging of drug abusers

Bomania/zz, 7

a) inhalants, tranguillizer hypnotics

b) 122 hospitalized drug addicts in 1888 (mosily
foreigners)
cY(+)hypngticsAranguillizers/inhalamts among
the young

d} An increase of hospitalizations and of drug
abuza,

San Marino/

a) Cannahis

b) 22 drug abusers (1950); 97 accused in 1580
{mostly foreigners)

¢) cannabis

d) An increase in court trigls since 1988

Spain/38.2

a) Cannabig, opiates, cocaine

) 18'823 in treatment for abuse of opiates or
cocaing (1389)

¢} {+)cocaine

d} The ageing of cocaine and herain users;
perceptional a cocaine problem (+) treatment
admissions, but hergin is stilf the principal
prablem drig.

Sweden/8.3

aj)Cannabis, amphetamines, tranquilizers,
hetoin

b) 10'000-14'000 heavy drug abusers {1'500-
2'000 daily injecting)

¢} {-Yhergin,(--)cannabis, {+)amphetamines
{dimultiple drug use

@) Number of hard core addicts has remained
relatively stable, decrease in illigit drug use
among the young. but a slight increase in ariug-
refated convictions,

Swilzertand/B 5

a)Hashish, (25%), marihuana, heroine, cocaine
b}28'000-56'000 chronic drug abusers {1990)

c) {+)heroin/cannabis offica! estimates

d) Qceasional use of illicit drugs among young
people has remained stable/declined increasing
muitiple drug abuse, rising age

Turkey/

a) Opiates, cannabis

t) 597 cases in treatment (1990Q), 1308 current
users (aprox, 40% heroin)

¢) (+) troated cases

d) Strictar controls of prescriptions

since 1965 led to significant decrease of cerain
drugs.

United Kingdom/55.7

a) Cannabis, heroin, methadaone

BY14'800 addicts notified by 2 doctor to the
home office (1989)

¢} (+)amphetamines

d)n the late'80s drug misuse in Britain seems lo
have stabilized, though al much higher levels
than in previous years, cocaine still minor
component of drug misuse

USER/276.3

a) Marihuana, opium, poppy straw,

by) 60'000 drug addicts

¢) (+)new synthetic drugs/osychotropics
d)Almost all indicators point towards increasing
seriousness of the problem (registered addicts,
offences, seizures), but decline of nonmedical
use of drugs among school-children.

{Yugoslavia/22.9)

a)Heroin

b)2125% drug addicts registered until 1950 in
Belgrade.

) (+) heroin

d) Increasing heroin abuse accomparied by &
shift from oral drug sbusge to iv-use of herom,
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The abuse of licit pharmaceutical drugs is of major concern in most
countries. In Sweden, for example, the abusze of benzodiazepines is estimated
to be 10 times higher than the abuse of narcotics. The consumption of
amphetaminesl increased in Germany (among younger people; estimated at
10 000 addicts in 1989), Denmmark, Norway, SwedenZ and the United Kingdom. In
Hungary, the situation changed only when the industry stopped production after
the so-called "Gracidin-epidemic"”. Augtria, Norway, Hungary and Romania
report rising abuse of barbiturates/benzodiazepines and Belgium also of
analgesics. In Israel and Greece in particular the abuse of pharmaceuticals
(codeine derivatives, tranquillizers, analgesics) traditionally seems to play
a more important role than in the other European countries.

Of course these substance-gspecific estimates do not necessarily relate to
separate groups of addicts and cannot therefore be added up to obtain total
numbers of addicts. Most statistics do not provide figures according to
"primary addiction' but rather contain multiple entries for one individual who
uses various drugs. To point this out is even more important, because a
distinct trend towards increased multiple drug use can be noted. Such a
development is explicitly mentioned by Italy (47% of drug users were multiple
drug users in 1986 compared with 717 in 1989), Austria (especially between
1985-87), Belgium (52% of drug patients in 1988), Hungary (30% of registered
cases}. Czechoslovakia, France, Ireland, Norway and Sweden. Most heroin
addicts practise multiple drug use (e.g. cocaine, methadone, and, to ease
withdrawal, benzodiazepinesz). Other typical patterns are "barbiturates and
alcohol” (Austria), "cannabis, amphetamines and alcohol" (Denmark and very
typical in Sweden), "sedatives, hypnotice and alcohol" (Hungary), "cannabis,
benzodiazepines and codeine and alcohol" (Norway). In the eastern European
countries, multiple drug use simply represents the adaptation of the addict to
the ever-changing supply of illicit drugs on the market. Given that the
supply of all drugs has increased considerably in the other countries during
recent years and prices seem to have dropped, increased risk-behaviour must be
assuwed as an alternative explanation. The temporary alternating use of drugs
in times of short supply may have been replaced by a more "chaotic multiple
drug use" (Denmark).

2.  Drug users

Age: Among the demographic characteristics of drug abusers, increasing
average age ig the strongest trend reported by almost all countries.

Mostly based on surveys of school children (especially the WHO collaborative
study "Health Behaviour of School Children"), a decrease in the abuse of
illicit drugs was reported from France, Greece (ages 13-16), Luxembourg (e.g.
arrests in the 15-17 age group dropped by 5%), Netherlands (e.g. the average
age of treated addicts rose from 27 years/1981 to 3 years/1987 and a declining

1 The clagsification of amphetamines as a licit pharmaceutical drug may he
gquestionable. In international comparison, however, the degree of
control over the prescribing of amphetamines varies considerably. The
digtribution between licit and illicit iz blurred, loopholes exist and
exceptions for therapeutic use are more or lasg frequent.

2 In Bweden iv-use has decreased and oral use slightly increased.
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number of young methadone patients can be noted), Poland (pupils registered :
for drug abuse went down by 15%, 1985-89). Portugal (decrease of 127 in .
numbers in drug abusers under 20 years old since 1986). Spain (average age of

treated population increased from 24 years in 1987 to 25 years in 1989).

Sweden (e.g. among students aged 16, illicit drug use dropped from 14%/1982 to
67/1989), Switzerland (average age of abusers registered by the police in

1986:26 years, in 1989:28 years) and the USSR (decrease by 15% in non-medical

uge of drugs among school children). Belgium, the United Kingdom, Finland and

Germany indicate stable proportions of young drug abusers or a slight decline

for specific subgroups. (Summary Table 1).

In describing these trends and changes in the younger age groups it
should not be forgottem that the prevalence of abuse of illicit drugs among
gehool children is very low to begin with, and the attempt to depict changes
over time is very often hampered by sampling errors and changing survey
schemes. Only the sporadic use of hashish or marihuana is finally
gquantitatively somehow significant; recreational use, very much as in the
USA, is following a downward trend. Even the use of cannabis is no longer a
youth phenomenon; it is carried into adulthood; e.g. in Norway the average
age of cannabis abusers was 27 in 1989, There are indications from some
countries that the number of firet-time users also seems to have dropped (e.g.
in the USSR 1987-89 by 40%, but also in the United Kingdom (increase in
treatment re-admissions) as well as in Sweden) and that the group of
registered recividists is becoming increasingly important (e.g. In
Switzerland, about 50% of registered heroin caseg). At the same time, the age
of first time use seems to be dropping in Belgium, Bulgaria, and
Czechoslovakia and has remained stable in Spain. Comparable data from other
countries are missing, but changing enforcement strategies by the police may
decisively influence in particular the proportion of registered flrst-time
offenders. High rates could be the expression of the belief that deterrence
ig most effective at an early stage of addiction, and low rates again might be
the result of riging tolerance or early warnings (not appearing in any
official statistics).

What is the explanation for this positive development in the under
20-years—age group (with some exceptions, such as abuse of inhalants in
eastern European countries) in times of substantially increased objective
(seizures) and subjective (perceived access) availability (e.g. according to
the 1990 HBSC survey in Switzerland) of illicit drugs? This trend might be
partly attributed to successful prevention programmes aimed at youmg people.
Surveys in Germany, for example, have shown that the majority of teenagers
with negative attitudes towards illicit drugs has even increased during recent
years; the creation of "Youth to Youth programmes" (e.g. in Portugal, Malta,
Ireland) or such movements as "Young people against drugs' in Norway may have
had some impact.

At the same time, the abuse of pharmaceuticals, especially of stimulants,
gaining ground among young adults, but also older teenagers, has to be
considered. Amphetamines are looked at as the "new fashion drug" for youmg
people in Denmark (partly also in Norway); in Germany the spread of
amphetamines in the age group 21-25 has been noted, and in Israel the abuse of
stimulants among school children is even higher than in the general
population. The question to which extent a shift from illicit drugs to
pharmaceuticals has taken place in these age groups would entail a more
systematic collection of survey data.

]
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A look at the other age categories shows that the abuse of illicit drugs
is a serious problem and increasingly frequent in the 25-35 age group. In the
Netherlands 75% of registered drug clients were between 31 and 34 years, in
the USSR about 68% of registered addicts belonged to the age category 21-35;
in Greece the proportion of arrested drug abusers in the age—group 21-40
tripled since 1985; Luxembourg reports a 9% increase in accused drug abusers
aged 20-29; the proportion of addicts above 30 years in treatment
institutions in Poland rose by 10%, and in Norway the number of offenders
older than 29 years doubled in recent years. Heroin abusers, typically about
25 years old, are seeking treatment in their late twenties. First use of
cocaine and treatment admissions occur at a higher age than in the case of
heroin; the Austrian example shows that, over 40 years of age, it is mainly
cocaine abuse which continues, according to police statistics.

Sex: The assumption that the relative proportion of female addicts of illiecit
drugs is on the rise cannot be supported., Summary Table 2 shows that in most
countries the general ratio of about 2:1 men/women remained stable for the
reference period. In Italy and Luxembourg, even a slight increase in the
proportion of (older) male drug abusers has taken place. This proportion
changes by type of drug and the statistical source to which one refers. For a
given year, the share of women seems to shrink in proceeding from survey data
to patient statistics to police records and finally to judicial figures of
accused and sentenced drug abusers. It seems plausible to assume that women
are systematically underrepresented among registered drug abusers. Compared
with general estimates, women are less frequent among injecting drug abusers
(e.g. 1:3 in Netherlands and in Norway). However, treatment data from Germany
suggest an increase of 1%% (1988-89) in opiate addiction emong women, which
goes along with a decrease in the use of marihuana, hashish and LSD abuse.
Taking pharmaceutical drugs into consideration, of course, changes the
picture. Not surprisingly, survey data (also from Spain and Greece) clearly
show that the abuse of tranquillizers/sedatives and hypnotics/psychoactive
drugs is higher amomg woman than among men.

Socioeconomic status. ethnic zroupg: Even in countries with relatively
well-developed reporting systems, information on occcupational status, school
education and income is rather scarce, or coded in very broad categories (e.g.
in Austria). In many countries a great majority of registered drug abusers
belong to the lower strata of society. This is the case for treatment
populations in Denmark and Netherlands; 75% of French drug addicts between
18-22 are unemployed and come from broken homes; in Hungary drug abuse
(connected with crime) is more prevalent amemg perscns with low educational
background; a high prevalence of illicit drug use is found in youth wards
with juveniles of low socioeconomic status in Israel; according to police
data, in Poland 71%Z of addicts are from working-class families and 652 are
unemployed; 38% of the callers of a drug information telephone counselling
service in Portugal were without occupation (1988/89, including students);
high unemployment rates in Spanish cities are considered to contribute to drug
addiction among youth, and in Yugoslavia 827 of registered drug abusers were
unemployed. The few trend data from Luxembourg and the USSR point to a
growing nunber of disadvantaged drug addicts. In Luxembourg am increasing
share of accused drug abusers in 1989 were unemployed (41%) or workers (36%;
1985:25%): in the USSR the proportion of students among drug abusers dropred
from 18% in 1985 to 3% in 1989, while that of unemployed drug abusers rose
from 28% to 34%.

0f course the pattern "drugs lower-class, broken home" among registered
addicts reflects also a certain selection bias and must therefore be treated
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Country Male drug abusers/female drug abusers, 1989/90 (type of data) (trend)

Austria
Belgium
Czechoslovakia
Denmark

France

Germany

Greace

Hungary
Italy
Luxembourg
Malta
Netherlands
Norway
Poland
Portugal

San Marino
Spain
Sweden
Switzerland:
Turkey
United Kingdom
USSR

Yugoslavia

4:1 (stable/+older male addicts)
majority maleg

2:1 (Prague 1:1)}(+female; levelling out)
2:1 (patients) (stable)

2:1

2:1

9:1 (registered); 4:1 (national survey); 2:1 (school survey
incl. pharmaceutical drugs)

4:1 (aged 18-30; codeine derivatives)

4:1 (+ male)

9:1 (accused abusers: +male); 2:1 (treatment)
4:1

3:1 ("hard drug" users)

3:1 (injecting drug abusers)

4:1 (users of opiates and volatile substances)
4:1 (treatment); 11:1 (police records) (stable)
2:1 (heroin); 8&:1 (cannabis)

4:1 (stable)

3:1 (stable)

3:1 (4:1 police records) (stable)

19:1 (stable); ( about 10% women in treatment 1983-87)
2:1

10:1

3:1

#*(No information on the sex ratio from Albania, Bulgaria, Finland, Ireland,

Igsrael, Romania)
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with caution. Survey data and estimates of treatment professionals lead to a
more differentiated wview. In Bulgaria, the abuse of illiecit drugs is reported
to be rather a middle class behaviour, and survey data from Greece have shown
a moderate positive correlation of drug abuse and socioceconomic status. Some
types of drugs seem to be class-specific. Cocaine abuse is an upper-class
phenomenon in Denmmark and Sweden while in Switzerland cocaine seems to have
“"reached the street users". In Hungary and Portugal the use of volatile
substances occurs mainly in the lower socioceconomic strata. No class-specific
distribution in the c¢onsumption of amphetamines has been observed in Norway.
Sporadic informationm on the background and the family situation of "hard-core”
addicts completes the picture. Intravenous heroin abusers in Ireland, quite
different from mzny other countries, have frequent contacts with their
families and many still live at home. In Switzerland, iIntravenous drug
abusers have a lower occupational status than their peers but are socially
well integrated and have a relatively good achool education.

3. - t 1

AIDS: A comprehensive and detailed review of the developments in Europe
regarding AIDS among drug abusers can be found in the Bremner/Goos report of
1991 (26), which reflects the situation in March 1990. This information and
additional elements from the ESDA country reports have been taken into
consideration in the various country profiles (see Part II, Country Profiles,
"AIDS/HIV seroprevalence"). From 1985-89/90 the following countries have
reported an increase in drug-related AIDS cases: Austria (proportion of
addicts among AIDS cases: +5%, 1985/1990; increase in HIV infection since
1987); Spain {(the proportion of intravencus drug users of all registered AIDS
cases: +13%7 1986-91); Switzerland (drug usersy of all AIDS cases: +11%,
(30%2~41%/1987-90)):; Poland ('sharp increase of iv-drug users among HIV
infected persons (from 0% in 1985 to 70% in 1989)). In Ireland the rate of
serpprevalence decreased from 19% to 14% (1987/1990, treated addicts),

Trend estimates are extremely difficult, because testing is not
compulsory and there are great regional differences (e.g. in Austria, France
and Italy). It can be cautiously concluded that, despite of massive
prevention efforts in sgome countries, intravenous drug abusers continue to be
a major AIDS risk group, changing its behaviour perhaps less readily than
homosexuals for instance.

Deaths: Most countries report a steep increase in drug-related deaths between
1985 and 1989/90 (Summary Table 3, graphical display). The highest growth
rates are reported from Germany (991 cases 19891=4205% since 1985), Italy

(841 cases in 1989=+1887% since 1986), France (+176%), and Switzerland

(+133%; n=280 in 1990).

Standardized by population size, Switzerland has by far the highest death
rate (4.3/100 000 population), followed by Denmark (2.6/100 000 population) and
the United Kingdom (2.1/100 000). Thiz means that the situation is worsening
evenn in countries that have already reached a high level of morhidity.
Deviating from this general trend are only the Netherlands (-31% in
Amsterdam), Luxembourg (minimal case number: 3-2), and Sweden (changing
ICD-recording practices)}. Drug-related deaths have occurred in recent years
more frequently among older addicts (e.g., in Germany 73% were older than 25;
in Switzerland the average age of addicts dying from overdoses rose from 26 in

1 Thiz trend continued with 1226 cases in 8/1991.




page 16

Summary_Table 3:
ESTA 1285 .

8¢ Dric-Balaiad
Problema - Rat
gnd Trers= of Daatha
i d to Drigs®
o rmEs

Country/mill.popul. 1285
a)Most recent year:nurmber
of drug-related deaths
b)Death rates in 1985 or
close to 1985

¢)Change between b)-¢) in
pergent

d10rug related

] deaths/100'000 Eogulation

Austria/7.6
a}1988:86
by19587:49
C)+45%

dyt

Bulgaria/g.g
n=12

13

CSFR/15.4
n=35

2.3
Denmark/s.1
1989135
1985125

+8%
2.6

Finland/4.9
n=-3

0% stable annual rate
.03

France/55.1
1990:350 (86% heroin)
19851127

+176%

.6

West-Germany/61
1989:991

1985:324

+200%

1.6

Hungary/10.7
=5

0.05

Israel/4.1

1987 61(autopsias)
198541

+48% (not representative)
1.5

Itaiy/56.8
1989:841
19868292
+188

1.5

Luxembourg/0.44
19882

1985:3

-33%

)

Metherfands/14 .4
1986:.42

168761

-31% (Amsterdam)
3

Norway/4.1
1990:75
1985:33
+128%

1.8

Poland/36.6
n=100 {police estimate)

0% stable annual rate
27

Portugal/t0.1
198941
1985:23

+74%,

4

San Maring/

1990:0
19880

Spain/3g.2

1990:455

1985:143

+223% (autopsies from 6
cities))

1.2

Sweden/s.3

1988:48

198561 (changing 1CD rec.)
21%

B

Switzeriand/8.5
1990:280
1985:120

+133%

4.3

United Kingdom/55.7
1988 1"177

1988. 1’2060

reference period too short
2.1

"(No death statistics were
reported by Albanis,
Belgium, Greece, Malta,
Romania. Turkey, USSR and
Yugoslavia )
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1986 to 28 in 1989) and are mainly due to intravenous heroin abuse

(e.g. France, 86% in 1990) except in eastern Eurcpean countries, where
inhalants are the most dangerous (in 1990 for example, 10 of 35 deaths in
Czechoslovakia were due to inhalants). Emergency room data from Ireland hint
at higher rates of intentional overdoses among women than among men, and in
Czechoslovakia a category "drug-related suicides” ig recorded. This
exemplifies the difficulties in interpreting mortality rates as "drug-related'
in a country comparison. It is often not clear whether AIDS cases, related
diagnoses on death certificates ('ecirculatory cellapee'), accidents and
suicides are included in the reported statistiecs, or whether autopsies, police
records, medical certificates or insurance records are uszed as evidence.

However the upward trend in national growth rates is undeniable, despite
thege methodological difficuities. As previously discussed, this phenomenon
can hardly be explained by a rising number of hard-core intravenous users.
Apart from drug-related AIDS cagesz, either or both of two factors may be
operating: (a) changes in the purity of substances or of substances, or the
appearance of new drugs of unknown composition (e.g. designer drugs) on the
market for illicit drugs, may be leading to overdoses, or (b) a break—down of
support within the subcultures of addicts may lower chances of survival in
dangerous situations. The hypothesis that countries with large-scale
maintenance programmes (including the prescription of opiates), low—threshold
treatment facilities, needle-exchange schemes, and high tolerance of personal
consumption have lower death rates than those with a more restrictive,
abgtinence-oriented drug policy can only be partially supported. A comparison
between Germany and the Netherlands shows the expected differences, whereas
the divergent developments in Switzerland, Sweden and Austria, for example, do
not fit this pattern. A more plausible reason for the increased death rates
may be the reported strong increage in multiple drug use and the constitutiom
of a multiple-risk group of older male addicts reaching a late stage in their
drug abuse career. Low-threshold survival programmes could increase the
risk-behavicur, notably experimenting with multiple drug use, and thus
eventually explain riging death rates even under relatively favourable
conditions.

Crime: In countries with a relatively high level of drug abuse, rates of
crimes connected to drug abuse are declining (1981-87 in the Netherlands) or
remain stable. In Switzerland no signs of increased aggressiveness of addicts
can be found in recent years; the rate of abusers registered by the police
for drug~related crimes has remained stable at about 10%. However,
age-specific trends can also be detected: increasing crime rates among older
age groups are reported from Germany (25-30 years of age) and Sweden, whereas
a marked reduction in juvenile crime has been observed in Austria and Sweden.
The rising proportion of (older) drug addicts among prison and treatment
populations {(though in Portugal, the number of young female addicts seeking
treatment are reported to be rising) are supplementary signs of such a trend.

"Classic" drug-related crimes such ag burglaries in pharmacies or
hospitals, property crimes, and the forging of prescriptions, as well as an
increase in organized gang crime, are typical during the "take—off phase", as
can be seen in some eastern European countries, especially Czechoszslovakia,
Hungary, USSR and Bulgaria. More detailed statistics from France for example
show that this pattern seems to be changing in western European countries.
Drug trafficking with larger quantities of heroin to finance personal
consumption seems to have replaced drug-related property crime in recent
years. In France a 28% decrease in drug-connected property crime was observed
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in 1987-88, while trafficking increased. In Portugal offences including
trafficking and consumption have risen by 150% since 1985. In Israel the
number of court caseg related to drugs has remained stable between 1985 and
1987, but again there is a clear worsening of crimes related to drug
trafficking ~ almost all cases of murder involving criminals in Igrael are
attributed to the drug trade.

b4, i T t r

Legislation, law enforcement: From 1985 to 1990 significant legal changes

were reported from 20 vountries, in 12 of whieh the changes came into force
only during the last three years (Summary Table &4 (a)). Most new or modified
laws made it possible to deal more effectively with the increasing supply of
illicit drugs and organized c¢rime, strengthen prevention efforts, and provide
for more flexibility in the prosecution of personal drug abuse, including
involuntary commitments. Money laundering has been a special concern. The
convention of the Council of Europe includes among other regulations the
configcation of proceeds of traffic in drugs, increased cooperation, mutual
information and the lifting of bank secrecy. 8Since November 1990, 15 countries
have signed this convention (Austria, Belgium, Denmark, France, Germany, Great
Britain, Ieceland, Italy, the Netherlands, Norway, Portugal, Sweden,
Switzerland, Spain and Cyprus). ‘

Harsher sentencez for drug dealerg, the re-criminalization of individual
consumption (Italy) and emphasis on coercive treatment-measures point to a
more restrictive drug policy, at the same time stepping up prevention
efforts. This is illustrated also by a number of specific measures in some
countries, which eventually could have implications for civil rights. The law
revision of 1984 in Ireland also provided for the prohibition of books
promoting drug abuse. In Israel the Ordinance on Dangerous Drugs entitles the
police te conduct searchers without a warrant; the need for an intelligence
gathering centre for drugs is stated in the country report from Malta; in the
Netherlands a new law passed in 1988 authorizes urine tests in prisons; in
Portugal random tests are performed in the army and in the navy; and ‘'tips
telephones' have been installed in Norway, Sweden and in Malta to encourage
people to report on suspicious individuals (smugglers).

Several national laws and administrative decrees provided for the better
coordination of drug policies. Intra-governmental bodies (network approach)
have been set up, e.g. in Israel ("Law on Anti-Drug Authority"), Malta
(Interministerial Committee), Norway (National Narcotics Advisory Board),

San Marine {("Permanent Council Commiggion on the Prohlem of Drug Abuse”), Spain
(Commission interministerial and conference sectorial), Portugal (Nationmal
Drug Programme-Project VIDA) and Polandl.

No major impact of the AIDS epidemic on legal change could be noted so
far. Omly in Austria has public debate on new regulationg for maintenance
treatment led to the passing of the Methadone Act in 19872.

1 The Polish Commission is formally affiliated with the Ministry of Health,
but includes representatives from other ministries and has therefore an
intersectorial character.

2 However law makers are not only reacting. Since June 1991 the purchase
of 46 substances has been under control in Switzerland to prevent an
ing¢rease in the production of designer drugs.
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Summary Table 4

Malsr a~a-=—an

o Drug Adbuse In Furazs
G m@m Tmaﬁmwi gng M@mmnwg

a) Important legal changes occured in 20 countries {year):

Albania (89);Austria(B5,87); Belgium(B88); C3FR(B9); Finland(85),
France(86,87,80),Germany(86),Greece(87);Hungary(87);srael(87 88,89} Haly(85,90):Luxembourg(89):
Malta(90); Netherlands(85,88); Poland(85); Romania (91); Spain{88,80); Sweden(88);

Turkey{85 86),3witzerland(90,91); United Kingdom (85,86,87); USSR(90).

| {Country, year(s) of legai

$inliveimlin i AT

b) Major changes in prevention efforts occurred in 14 countries (keyword):

Finland {increased government funding }; France ("Comitées d'environement social"), Germany
(Rauschgiftbekdmptungsplan 1990%, Greece (school health education programme); Hungary (Mational
programme for haalth education); Italy {major increase in funding); Luxembourg (campaign "gutt liewen
ouni Brogen”); Malta ("Chernical Abuse Awareness Unit" 1989); Norway (New National Programme on
Drugs1989), Poland ("Fund for preventive acitivities"); Portugal (VIDA-Life -National Interministerial Drug
Program {1987), Switzerland (increased funding, National Conference 1591); United Kingdom {"Drug
Wise"), Yugoslavia (15 new projects in 1980,

b1) Target groups/specific actitivities mentioned;

Professionals (information, training): Bulgaria, Frange, Germany, Greece, Ireland, italy, Malta,
Portugal, Switzerland, UK, Yugoslavia

School children: Belgium, Bulgaria, CSFR, Denmark, France, Hungary, Israel, taly, Luxembourg,
Netherlangs, Norway, Portugal, San Maring, Sweden, Switzerland, Turkey UK. USSR, Yugosiavia.
Young people in genera | (incl 'Youth to Youth” programmes): Belgium, Luxembourg Malta, Norway,
Portugal, Switzerland, USSR, Yugoslavia,

iv-drug abusers/AIDS-risk-group: Austria,Bulgaria, Denmark, France, Greece, Ireland, ltaly,
Matherlands, Norway, Poland, Switzerland, Yugoslavia,

Parents (including "Parents to Parents” programmes).; Belgium, Germany, Ireland, Porugal, Sweden,
Teachers: Belgium, Germany, Ireland, Luxetnbourg, Poland, Portugal, Sweden, U.K, Yugosiavia.
General public: Belgium, italy, Partugal, Spain, Switzerland.

Prisconers: France, Luxembourg, Poland, Portugatl.

Drug addicts with children: Denmark, Germany, Luxembourg Netherlands, Ireland, Portugal, Spain
Military/conseripts: Germany, ltaly, Netherlands, Portugal, Sweden, Switzetland,

c) Indicatars for increased treatment efforts were observed in 16 countries:
Austria{+); CSFR({+); Finland(+); (+)France, (++)Germany; (+)Greece; (+)Hungary, (+)lreland; (++)italy;

{++) Luxembourg; (++)Maita;
(+)Narway; (+)Portugal; (+++)Spain; (++)Sweden; (+)Switzerland

|{Changes in funding and the number of specialized institutions: "+ strong relative increase)

£1) Importance/perception” of methadone, maintenance programmes :

Austria(++); Belgium (+); Bulgara (0); CSFR (0); Denmark (+); Finland(+); France {+); Germany (-); Greace
{0}, treland(+/-); Israel (0); Israel (+);italy (+); Luxembourg (-); Malta {0); Netherlands(++); Norway (-},
Foland (0); Portugal (+)}; Romania (0); Spain(+); Sweden {+), Switzerland (++); Turkey (-};U.K. (+); USSR
{0); Yugoslavia {0).

"(0:No programmes reported; +: rather restrictive; ++; accepted/arge scale; - not geeepted, /under
gvaluation )

d} Monitoring exercises are carried out or being planned in 12 countries:

Belgium (™cross-community monitaring system™ HBSC); Denmark (*project of the Council on Alcohol and
Narcaties"/HBSC); France (SESI;, OCRTISMHBSC); Germany (EBIS, treatment data); Israel (regular
surveys”): itaiy (Statistical Survey System by the Ministry of HealthAreatment data); Norway ("national
reporting system being planned by the MNational Directorate/HBSC) Portugal (* monitoring project based on
recommendgations of the EC-Health Ministers); Spain (8.E.1.T./HBSC). Sweden (CAN, Swedish Council),
Switzerland (statistics of specialized clinics; "Swiss Health Survey): UK. ("Regional Data Bases"},
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Prevention: Thirteen countries reported major inecreases in prevention efforts
in 1985-90 (see overview in Summary Table 4(b)). Particularly in Italy,
Finland, Poland, Switzerland (Germany and the Netherlands, funding has been
considerably increased, with a focus on the prevention of ATDS. In Italy, for
example, a new law has provided LIT 10 billion ammually for anti-drug campaigns
starting in 19903 Germany has budgeted Ust 5 million for 19901,

School children and young people in general are still the target groups for
prevention in most coumtries. However, specific information and training
programmes have gradually also been offered to professionals and mediators
such as pharmacists, pgeneral practitiomers, teachers and youth workers. The
philosophy of prevention campaigns and school programmes has shifted in many
countries from an anti-drug-specific approach to an integration of drug
prevention with gemeral health education, emphasizing positive alternatives to
drug abuse {(country reports from Belgium, Denmark, Greece, Hungary, Israel,
Luxembourg ("gutt liewen ouni Drogen"), Malta ("healthy lifestyle
programmes"), Portugal and the Netherlands). However, preventive efforts by
law enforcement authorities (e.g. in France and Switzerland) are usually much
more drug-specific.

The aging of the drug scene has drawn attention to new target groups,
such as the children of drug abusers. In Germany the number of children of
drug abusers has been estimated at 25 000 in 1990 (with a first comsultation
centre to be opened in Hamburg); in Denmark the number of drug abusers has
steadily increased (from 528 pergons with 697 children in 1985 to 757 addicts
with 992 children in 1988)3 37% of drug abusers in inpatient treatment in
Luxembourg have children: in Ireland a special programme for pregnant opiate
addicts has been established, and the Centro das Taipas in Lisbon< offers
help for pregnant drug abusers. Military conscripts, young male adults, have
also been gradually included in preventive efforts (indications from Germany,
Italy, Netherlands, Portugal, and Sweden, and plamned in Switzerland).

Innovative types of preventive action have been developed which do not
rely only on better information. Voluntary community actiom, and
Youth-to-Youth and Parents-to-Parents programmes are explicitly mentioned in
the reports f£rom Denmark (local coordinating groups and 55PP-committees),
Ireland (several Youth-to-Youth projects), Malta ("Youth for Drug-Free
Youth"), Norway ("Young people against Drugs/FMH"), and Portugal
(Parent-to-Parent and Youth-to-Youth programmes since 1989).

Information and counselling telephone lines have been very successful in
Portugal and in Poland ("poppy hot-line"), and the introduction of a VIDEOTEXT
answering service ("Ciao") in Switzerland has proved very attractive to young
people used to new technologies.

Given the high proportion of intravenous drug users among AIDS cases,
prevention efforts have been stepped up considerably in many countries (see
Summary Table 4), sometimes to the extent that the treatment and prevention of
drug abuse itself sezems almost to become secondary, as the country report from

In 1991 the Government of Switzerland increased funding for prevention
and drug research,

The Centro das Taipas is a drug treatment centre, which offers cutpatient
counselling, daytime occupational therapy, an emergency department and a
desintoxication unit, and has also established a special consultation for
pregnant women and mothers of new-borm babies in collaboration with a
large maternity hospital in Lisbon.
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Ireland states. The exchange and distribution of syringes hag been practised
on a large scale in Switzerland (since 1988), England (about

100 syringe-exchange schemes), Netherlands (41 exchange programmes), Denmark
(dispensers and sale in pharmacies since 1986), Luxembourg (since 1989),
Norway (vending machines, sale in pharmacies, local exchange schemes), and
Poland (since March 1989). Most other countries have no legal restrictions on
the purchase of needles and syringes in pharmacies but do not actively promote
their distribution (e.g. in France legal sales in pharmacies since 1987).
Regional pilot projects have begun in Germany and (1986} in Sweden. These
programmes are politically highly controversial, particularly in countries
with a federal structure (Germany and Switzerland).

Ireatment and rehabilitation: Crude estimates of the size of drug-specific
treatment in different countries are included in Summary Table 5. As far as
data are available from the country reports, Switzerland, Germany, the
Netherlands and Austria have a rather extended treatment gystem, whereas
Belgium, Italy, Malta and Spain report, on an average, fewer treatment
facilitiea. In the eastern Eurcpean countries, no or very little
drug-specific treatment iz available. Besides the obvicus need for more
detailed information on the treatment system, it is often difficult to
categorize programmes (in psychiatry or general health care) as
"drug-sgpecifie', particularly if treatment facilities are dealing also with
other types of addictiom such as alecholism (e.g counselling agencies in
Germany, Netherlands and some Nordic countries with temperance histories).

Between 1985 and 198%9/90 drug-specific treatment expanded, according to
16 country reporta, partly connected with the legal changes described above
(Summary Table 4(c)). Expenditure on new treatment facilities has increased,
egpecially in Southern Europe: in Spain, the number of therapeutic
communities has at least doubled since 1985; Italy increased funding
considerably, based on the 1990 law to establish more public services and to
support private treatment institutions; Maltaz has opened several institutions
since 1985, including rehabilitation facilities; in Greece, the opening of
33 consulting centres is planned for 1990/91.1

Some changes in the treatment system of other European countries are of a
more specific nature and fuelled by worries about the AIDS epidemic. The
numper of low-threshold facilities has increased in Denmark, Ireland,
Netherlands, Germany and Switzerland; outpatient treatment iz becoming more
common (e.g. in Spain), and psychiatric treatment is playing a smaller part
{e.g. in Denmark). Maintenance/programmes have hbeen accepted gradually,
although they contradict the guiding principle of a drug free society adopted
in some countries. In Austria (Methadone Act 1987), Netherlands and
Switzerland, methadone treatment is widely practised and most countries have
programmes at treatment facilities under strict regulations. Againgt stronmg
political resistance in Finland, Germany and Luxembourg, pilot projects have
been set up. In Spain the Real Decreto 75/1990 facilitates the treatment and
maintenance with opiates, previously much restricted. In Norway where
methadone treatment is not accepted,? efforts have been undertaken to

L Fortugal has planned to allocate more state funding to the private
treatment sector starting in 1991.

2 Although a pilot project is being carried out in Osle in which drug users
who show symptoms of AIDS are being prescribed methadone (17a).
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control the prescription of methadone by general practitiomers. Similar
conflicts between the '"liberal prescription" in private practice and strictly
superviged c¢linical programmes are reported from Ireland and Denmark (''New
guidelines on Methadone™ issued in 1988).1 1In Turkey substitution therapies
are illegal.

However, treatment systems must not only adapt to the consequences of the
AIDS epidemic, Other challenges are the increasing age of chronic abusers and
the critical situation of multiple-rigk groups. Assistance to drug-addicted
parents has already been mentioned. In most countries the proportion of clder
drug addicts among the prison population is high and rising (France: 56&;
Swaden 4223 Netherlande 327 of all prigoners). France has already reacted
and created 16 interdisciplinary teams to assist imprisoned addicts (antennes
toxicomanie); Luxembourg undertook a pilot project, and Portugal intends to
set up special wnits to treat addicted prisomers. Also in Poland, there are
detoxication and rehabilitative unite in penitentiaries. Finally the
overvhelming majority of drug abusers, at least in inpatient treatment, are
heroin addicts. Cocaine abusers, frequent cannabis users, and young
multiple—drug users do not seem to seek treatment, From this perspective,
treatment institutions are alsoc under pressure to adapt their specifice
programmes to these client groups.

Another important development that has continued from 1985-89/90 is the
increase in lay-help and self-help and in non—governmental treatment
activities. The changes In eastern Europe have not only created social
problems, but alse encouraged non-govermmental activities (see the following
chapter by A. Jablensky), the voluntary organization MONAR in Pecland and the
programme '"Save children from drugs” supported by the trade unioms of the
USSR, exemplify this tremnd. Also the increase in specialized treatment for
drug addietion in Italy, Portugal and Malta is mainly due to private
initiatives., Ttalian therapeutic communities were initially set up by
volunteers, kept their non-—profit status, and have just recently received more
state subsidies. Caritas, as a church organizaticn, is the main treatment
provider in Malta, and a number of private/church initiatives are reported
from Portugal as well. GSelf-help groups such as Narcotics Anonymous are well
integrated with the treatment system in Ireland and the United Kingdom and
have greatly increased in number in Portugal. In Norway, after—care
institutions are run by the voung people’s branch of the National Association
Against Drug Abuse (IM5). Rising costs of inpatient treatment for drug
abusers and AIDS cases have contributed to this trend.

Planning and research: National monitoring exercises are carried out or being
planned in 12 countries and represent valuable rescurces of bases for future

efforts to harmonize data collection for pelicy planning at the intermatiomal
level. Many new initiatives and improvements In existing statistical
recording systems (see Summary Table 4) can be obgerved during the reference
period of this report. In Belgium recently a convention has been signed to
establish a cross—community monitoring system. Germany plans the elaboration
of its treatment client statistics (EBIS=Einrichtungshbezopgenes
Informationssystem) and a more differentiated recording of drug-related deaths

1 For more detalled information gece the WHO review of methadone
programmes: 'Options for the use of methadone in the treatment of drug
dependence', WHO/Geneva 1989, WHO/MNH/DAT/89.2, 1l pages.
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{also intended in Finland). The Italian law of 1990 provides for extended and
more centralized collection of treatment data in the framework of the
"statistical Survey System in the Drug Abuse Sector of the Italian Ministry of
Health" and in Spain the SEIT (State Information System for Drug Abuse) is
operational since 1987.1 In Norway a national reporting system is being
planned by the National Directorate. Portugal intends to implement a
monitoring project based on the recommendations of the EC health ministers.
Switzerland will reorganize the client statistics of drug coumnselling agencies
in the near future.?

National representative up-to—date surveys not limited to registered
addicts and with a sufficient sample size have not been carried out in every
country. However, the WHO collaborative project on the Health Behaviour of
School Children (HBSC), as a group-specific momitoring exercise, has been
adoptgd by a growing number of countries in recent years (Suwmary Table
5d)).

The Swiss Federal Statistical O0ffice is planning a regular Swiss health
survey with large population samples, which will include guestions on the
abuse of lieit and illieit drugs. In addition to increased efforts to collect
epidemiclogical data and improve treatment statistics, evaluation research has
been promoted, in particular (e.g., in respect of maintenance programmes,
including prescribed opiates in Austria, Luxembourg, Germany and Switzerland)
and AlDS-prevention research. The creation of new resgearch wnitsg iz mentioned
only in the Augtrian country report.

1 SEIT includes data from six major cities, on treatment, emergency cases
and, since 1989, on drug-related deaths (autopsies from Madrid,
Barcelona, Valencia, Sevilla, Bilbao, Zaragoza). This information is
published in an annual report which is widely distributed in Spain.

2 In the United Kingdom a comprehensive recording system - the regional
data-bases were expected to be in operation by 1991
3 In 1991, seven European countries/regions applied for project membership

(the three Baltic Republics, Germany, Greece, Czechoszlovakia,
Northern Ireland).
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2. CHARACTERISTICE OF CURRENT SUBSTANCE ABUSE PATTERNS
IN COUNTRIES OF CENTRAL AND EASTERN EUROPE

by

A, Jablengky, M.D., DMSc, FRCPsych
WHO Collaborating Centre for Research and Training in Mental Health,
Sofia, Bulgaria
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terigtj f nt tt
trd ntral and eastern Europe

The situation concerming substanc¢e abuse, its prevention, treatment and
consequences in the countries of central and eastern Europe (CCEE) is changing
rapidly. The rate of change has increased significantly in the wake of the
political and social events of the past two years; therefore any attempt at
its assessment at a given point in time would amount to aiming at a moving
target. Nevertheless, on the basis of information provided by ¢ountries in
1990-91, in the framework of the European Surmary on Drug Abuse (ESDA), it
should be possible to carry out a provisicnal situation analygis and to
outline & tentative profile of the current substance abuse patterms in this
part of Euraope.

1. There are good reasons to regard substance abuse as an emerging serious
public health and social problem in the majority of the CCEE. Not only is its
prevalence in some of these countries already high, but there is clearly a
potential for further spread. Current evidence suggests that drug abuse is
becoming an important vehicle for HIV transmission in at least two countriesa;
other countries may soon be similarly affected. Furthermore, the majority of
the CCEE have not yet developed a capacity for a timely and effective response
to the combined drug abuse/HIV transmission problem.

The following features of the substance abuse situation are worth noting:

— since 1980, in most of the CCEE a significant upward trend has been
recorded, as regards the number of registered and treated cases of
gsubstance abuse and dependence and their corollaries, such as
drug-related deaths and accidents;

~ drug abuse in the CCEE is increasingly a youth problem, with a
progressive lowering of the age at onszet and the vast majority of known
users falling into the age group 21-30;

-~ there are marked variations among the CCEE with regard to the official
statistics and the estimated size of the drug problem (e.g. a single
known case in Albaniaj; 1,276 in Bulgaria; 8,500 in CS8SR; 3,000 in
Hungary; 2,648 in Poland, 126 in Romania, 64,210 drug dependent persons
and a further 44,261 "users™ in the USSR; and 1,830 in Serbia,
Yugoslavia). In some instances the discrepancies between figures and
estimates produced from different sources are of the order of three— to
fivefold (e.g. 12,624 drug users in Hungary, according to a general
practice survey). Most certainly, a large part of the variation is due
to differing case definitions, underreporting effects, and delays in
registration; hence the limited value of such figures;

— the majority of the CCEE are also facing a serious licit drug abuse
problem, typically illustrated by the per capita consumption of
benzodiazepines, which may be as high as 40 DDD per year (CSSR data);

- substance abuse in the CCEE, as elsewhere, should be seen in the wider
context of risk- and health-damaging behaviour (including smoking); it is
part of the more general problem of the critical changes in social
values, perceptions of health, and lifestyles which the CCEE are
experiencing in the current transition to a different socioeconomic and
political order.
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2. At present, in the majority of the CCEE, a characteristic cluster of risk
factors is emerging, which is likely to affect especially the younger segment
of their population making it vulperable to a further spread of drug abuse.
This cluster of risk factors includes:

— the inereased population mobility across national borders, which creates
new opportunities for the diffusion of drugs, behaviour patterns
agsociated with drug-taking, and related problems, such as HIV infection;

— the collapse of many of the structures and mechanisms of social contrel
which existed under the previous political system;

- the rising unemployment, particularly among the youth;

— the increase in prostitution, delinguency, and street crime, as well as
the harbingers of organized crime with across-border comnections;

- the emergence of youth subcultures, some of them with a marked
Yeounter—-culture"” taint.

However, it should also be noted that the current social changes in the
CCEE do not only entail increased risks; they also bring with them new
opportunities for prevention. For example, the newly acquired freedom of
association and the emphazi= on personal liberties and autonomy, should
facilitate the growth of citizens alliances, self-help and mutual aid
movements, and other NGOs; and the demecnopolization of the state as the single
provider of health care should lead to a diversification of the prevention and
treatment services.

3. Domestic drug markets in the CCEE exist and are likely to expand, but
they are not yet integrated within the intermational illicit drug market and
trafficking. However, with the opening of the borders and the tramsition to
currency convertibility, the first warning signs are now appearing that this
kind of integration may occur soon. Certain amounts of raw materials (e.g.
poppy straw) and of pharmaceutical products (e.g.stimulants) are already known
to be exported illegally from CCEE, but the "underground' market in these
coumtries is not yet lucrative enough to attract significant imports of "hard”
drugs from international illiecit suppliers. This is likely teo change, and a
drop in the domestic black market price of hercin in any one of the CCEE may
be an early predictor of an impending epidemic.

4. From a public health point of view, the most importamt group of
substances of abuse in the CCEE at present are the opiates and thedr synthetic
analogues (opioid-type analgesics), which also appear often in the context of
polydrug abuse. For example, the proportion of opiate users among all known
drug users is over 80% in Poland and Hungary, over 60% in Bulgaria, and over
50%Z in the USSR. In the majority if the CCEE, the chief szources are domestic
production (poppy decocts, codeine extraction, etg.) and misappropriation from
licit channels such as pharmaceutical production and delivery. Stimulants and
tranquilizers play a less prominemnt role, and the extent of cannabis and
cocaine use iz minor to negligible (with the exeception of hashish use in parts
of the USSR). There is, however, incipient heroin abuse (e.g. in Yugoslavia),
and a significant increase of the heroin problem throughout the CCEE is a
distinct possibility.
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5. Intravenous drug users, the "hard core” of the problem, constitute
varying proportions of the total population of substance users in the
different CCEE, and probably no country possesges an entirely valid estimate
of their number. Indirectly, the severity of the problem may be approximately
estimated from the annual number of reported drug-related deaths, which range
from 12 in Bulgaria and 35 in CSSR to 110 in Peland. On the basis of all
available evidence it could be concluded that the number of intravenous drug
ugers ic smaller than in some other countries in Europe but not negligible.
This observation should not lead to an underestimation of the urgent need for
prevention and control measures; on the contrary, it should serve as an
encouragement to the development of such measures, as it suggests that the
problem is still containable.

6. In the majority of the CCEE (seroprevalence data are available from
Bulgaria, CSS5R, Hungary and USSR), HIV is not yet inserted within the
intravenous drug users community (or has not yet been detected). However, in
at least two countries (Poland and Yugoslavia) HIV seroprevalence among drug
users is very high, and the evidence there indicates that the two populatioms
of drug users and HIV geropositive persons are already overlapping to a great
extent., For example, 71% of all HIV-positive cases in Poland, and 84% of all
the HIV-positive cases in Belgrade, Yugoslavia, are intravenous drug users.
0n the other hand, survey data indicate that up to 20% of the drug users in
Warsaw, and as many as 56% of the drug users in Belgrade, are HIV carriers.
These data point to the same order of geroprevalence among drug users as in
the European countries most severely affected by the HIV/AIDS epidemic. They
also indicate the very real potential of intravenous drug abuse to become soon
a major accelerator of HIV transmission in the CCEE.

7. With the exception of Pcocland, and to some extent Yugoslavia, the CCEE
have not yvet developed an adequate capacity for a comprehensive and vigorous
response to the drug abuse problems threatening them, especially when theae
problems are geen in the context of the HIV/AIDS epidemic. In particular, the
constraints on the capacity for response lie in:

~ the lack of clear and up-to-date policies; so far the emphasis in drug
abuse prevention activities in these countries haz been heavily o the
supply and availability control side, with few effective measures aiming
at demand reduction and harm curtailment;

- outdated or ineffective legislation and law enforcement practices,
resulting, on the one hand, in unnecessary criminalization of certain
aspects of the problem (e.g. provisions for compulsory treatment of
uzers), and excesgive medicalization on the other hand (e.g. drug abuse
being conceptualized as a “disease'" to be treated by the speciality of
*narcology');

- the lack of a clear definition of the respengibilities, ineffective
coordination and absence of congistent leadership in relation to the
implementation of drug abuse policies;

- inadequate or incomplete services infrastructure to cope with the
different ramifications of the drug abuse problem, especially as regards
the interfaces and continuity between prevention, early treatment and
rehabilitation;

~ the limited scope of public education on drug abuse problems, and the
insufficient involvement of the press and the mass media as tools of
attitude change;
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~ the insufficient number of adequately trained staff, in particular social
workers, psychologists, community workers, and also the lack of
up-to-date knowledge and skills related to drug abuse problems among
medical doctors, including general practitioners;

- the absence of advanced research programmes, with either a behavioural or
biological focus, that could attract scientists and generally contribute
to the prestige of the problem area as a professional field:

— the still limited role and activities of NGOs and self-help
organizations, although in some of the CCEE (Poland) their presence and
level of engagement is becoming comparable to the rest of Europe.

8. There are sericus deficiencies in the epidemiological database and the
information systems that should provide a basis for prevention. With a few
exceptions, the methods and instruments available for epidemiological research
are not up to present-day standards. For such reasoms it is practically
impossible, in the majority of the CCEE, to answer important epidemioclogical
questions such as:

- what are the extent and patterns of needle/syringe sharing among drug
users?

- what is the "natural history" of drug abuse in the CCEE (e.g. is
inhalant abuse a precursor of more serious forms of drug abuse)?

- what is the significant co-morbidity accompanying drug abusge in the CCEE
(e.g. hepatitis B, psychiatric disorders)?

- what are the follow-up results of different forms of treatment of drug
abuse and dependence?

Unless adequate measures are taken to upgrade epidemiological research
and Information systems, the development of programmes to prevent drug abuse
problems in the CCEE would be seriously hampered.

In conclusion, it appears timely for WHO to initiate a range of
activities to promote and support a critical review of drug abuse prevention
policies and strategies in CCEE. This should be followed by specific actionm,
to be negotiated and defined with each country individually, aiming at
different aspects of the problem and ultimately achieving both goals of
improved drug abuse prevention and HIV transmission containment.

oy
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ALBANIA (population 3.14 rmill,)

O. Data base: Country Report, ICP/ADA 528/5 0338n, 1 May 1991. This report was
prepared for the WHO Workshop on Drug Abuse Policies and Programmes in South
Eastern European Countries, Sofia, 27-31 May 1991, (29)

1. Drug consumption

Most recent estimates: Psychoactive drug use is not considered a problem. Illegal
psychoactive substances are not proguced, distributed or offered. Legal psychoactive
drugs are under strict medical control and have limited indications. Data available only
from patients hospitatized in psychiatric hospitals. In 26 districts, only 4 morphine
addicts are known. Meperidine is used by 832 cancer patients. Only 1 kg. cocaine is used
annually for otolaryngology and ophthalmologic purposes. Benzodiazepines are used in
limited amounts.

Irends: The use of anxiolytics has increased but toxicomania is rarely seen, Over a 3
year period, consumption is noted as follows: 100-150 kgs of meprobamate, 50 kgs
diazepam and 10 kgs chordiazepaxide. As a result of a Health Ministry "Orientation” in
1989, use of merperidine decreased up to 50%.

2. Drug users
No information available.
3. Drug-related problems

AIDS/HIV prevalence: Not a single case diagnosed. No study carried out on viral
hepatitis.

Number of deaths linked to drugs: No information available.
Delinquency: No information available. |

4. Social response to drug abuse

Legislation/drug policy: Penal code (No. 23) pfovides for punushment for production,
distribution or unlawful giving of psychoactive substances, especially opiates. Item No.
83 of labour code deals with therapeutic application of psychoactive substances that are
contrary to Health Ministry rules and administrative measures against transgressors. In
1989, the Ministry of Health issued an "Orientation” on usage of opiates and cocaine;
setting further indications, dosage, documentation of use.




Prevention/Information: Work is proceeding through education approaches using
printed media, radio, television and films. Plans are in process to provide information on

use of psychoactive drugs to physicians,

Treatment and rehabilitation: The psychiatric hospital is used as resource but no figures
are available.

Research: No information available.




page 37

AUSTRIA (populiation 7.6 mill.)

0. Data Base: Original country report, 9/90 and supplementary material (1-1e, 26, 27), if not
indicated otherwise: source = 1 (Prof.Dr. A. Springer, Director LBI Suchtforschung,
Mackgasse 7-9, 1237 Wien, Austria).

1. Drug consumption

Most recent estimates: According to the last national survey (1984a) (age 15-40), the
frequent consumption of opiates and cocaine was reported by approximately 0,7% of the

respondents; between 1,5% /2% were frequent users of LSD /other non specified drugs; 20-
25% had tried cannabis at least once, 7% were more frequent users; tranquillizer misuse by
6% of the general population (1984b survey); no significant solvent abuse (1a). 4474 offenders
against the Narcotic Act registered in 1989 (police records; 1.carmabis-2.heroin-3.cocaine ). A
pattern of multiple drug use is typical for the Austrian drug subculture.

Trends: While the total number of offences decreased from 1984 to 1989 (5053 to 4474) and
the misuse of opiates decreased by about one third, the number of cocaine users almost
doubled. Continning increase of cocaine seizures since 1985 (from 5 kg to 21 kg); other
official records confirm this trend ("Suchtgiftiiberwachungsstelle”). Multiple drug use has also
risen remarkably, especially between 1985 and 1987: the strongest trend (indirect evidence),
according to the reporters, is the increased misuse by young people of barbiturates (including
benzodiazepines) combined with alcohol . An increase in heroin consumption, due to falling
prices is being expected.

2. Drug users

Age: Cocaine and heroin misuse is typical for older addicts; over 40, only cocaine misuse
continues (16%). According to official records illicit drug use is the most serious problem and
increasingly frequent in the age-group 25-35 years. The percentage of young offenders (18-20)
is also on the rise,

Sex: A relatively stable percentage of 80% male addicts, with an increasing proportion in the
older age-groups.

Class:No reliable data available owing to official coding procedures. Drug misuse is typically

an urban phenomenon.
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3. Drug-related problems

AIDS/HIV seroprevalence: No compulsery testing; regional differences: in Vienna 10 to
309, in the western regions 70-80%. Tyrol and Upper Austria are regions of high risk (1a,

1d). An increase in HIV infection among drug abusers has been noted since 11/1987. HIV-
infected drug abusers account for 44.5% of all seropositives (26); the proportion of addicts
among all AIDS cases has increased from 23% (1985 to 28% (3/1990).

Number of deaths linked to drugs shows a sharp increase from 1987 (n=49) to 1988 (n=86).

Delinguency: A remarkable decline in drug-related juvenile delinquency.

4, Social response to drug abuse

Legislation: Narcotic law from 1951; modified in 1971/77/80/85. Treatment instead of

punishment is possible (1,27). Though the 1985 legal changes include harsher sentences,
police and court records show a rising tolerance (early closing of cases) . Resolution of the
banks for better control of money laundering, June 1989. The Methadon Act of 1987
represents a deviation from abstinence as the aim of treatment (15/990:1234 clients on this
programme) (1,1d). Decriminalization is not a political issue.

Prevention/Information; Major focus on AIDS; no specific school-prevention programmes,
on the assumption that such programmes would stimulate consumption (1b).

Treatment and rehabilitation: Seven specialized inpatient treatment units provide 516 beds
for addicts (slight increase from 445 in 1985); 89 outpatient institutions. Methadone
programme and low-threshold programmes as a response to AIDS (1d) . There is a
specialized prison (Sonderanstalt) for drug offenders, where treatment is available for those
offenders who have been condemned to a sentence not longer as 2 years of imprisonment.
The treatment takes place in the institution itself, which is structured as a prison. No special
training for professionals available. Minor role of self-help and lay help: Eight groups and the
“junkiebond" (1989).

Research: Clinical research at specialized institutions; Ludwig Boltzmann-Institut; continuing
evaluation of the methadone programme. A research unit will be established at the University
of Innsbruck.
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0. Data base: Original country report of 9/90 (2); supplementary material (26) if not
indicated otherwise: source =2 (Professor J. Casselman, University Psychiatric Clinic, St.-
Kamillus, Krijkelberg 1, B-3043 Bierbeek, Belgium).

1. Drug consurption

Most recent gstimates: In comparison with other European countries, Belgium can be
characterized by a very high level of use of psychoactive pharmaceuticals and a very low level
of of the abuse of illicit drugs. Specific surveys: The prevalence of cannabis use in a sample of
Belgian soldiers abroad in 1989 was 2.2% (urine tests); the analysis of health insurance
records in 1986 showed that 319 of women aged 30 or older used psychoactive
pharmaceuticals on the day of the interview. According to police seizures in 1988, marihuana
and hashish have been the dominant drugs on the market, cocaine and heroin being of minor
importance. Multiple drug use is very common (52% of drug patients in specialized treatment
in 1988).

Trends: The number of muitiple drug users has increased over the last decade; the average
age of first contact is lower than 10 to 15 years ago. Between 1985 and 1988 seizures of
cocaine have risen from 62kg to 403kg. No clear trend for the other substances. High-school
students (16-18 years old) report a decrease in the abuse of illicit drugs (5%/1978; 4.1%/1986)
and an increase of 10% of pharmaceuticals without prescription (mainly analgesics; 45% to
68%).

2. Drug users

Age: School surveys show a year prevalence of 2.8% of use of illicit drugs and 21.8% for
psychoactive pharmaceuticals in provineial settings (1988, provincial school, 14-19-years old).
Life prevalence of cannabis was up to 7.8% (opiates 1%, LSD 0.8%, tranquillizers 20.7%,

stimulants 14.4%) among high-school students (16-18 years ¢ld) in an urban environment.

Sex: of illicit drugs, more male than female users; of psychoactive pharmaceuticals, more
females than males; no exact ratio reported.

Class: no data.

3. Drug-related problems

AIDS/HIV seroprevalence: 1985/86 12% of iv-drug abusers treated in specialized services
and 6.8% of imprisoned abusers were seropositive (2). 3% (n=22) of the AIDS cases
reported by 3/1990 were drug abusers (26).
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Number of deaths linked to drugs: not reported.

Delinquency: The day-prevalence of drug abusers in all Belgian prisons in March 1985 was
9,65% (n=636).

4, Social response to drug abuse

Legislation/drug policy: Law of 24/2/1921, modified by the Law of 9/7/1975, completed by a
regulation of 7/1976; the Royal Decree of 31/12/1930 modified several times; the Royal
Decree of 2/12/1988. Belgium signed the Single Convention of 1961 but not the Conventiion
of 1971 concerning the psychotropic substances. No differention between types of drugs, drug
consumption and drug trafficking and the substitution of therapy for sentences.

Prevention/information; Preventive activities are coordinated by two non-governmental
agencies: CCAD in the French community and VAD in the Flemish community. The general
perspective has changed during the *80s from anti-drug campaigns to a pesitive orientation
within the framework of global health education. Target groups (young people, parents,
teachers, general public) are typcially reached by mass media campaigns; the inclusion of
keypersons and opinion leaders has high priority.

Treatment and rehabilitation: Qutpatient care is provided by psychosocial centres, mental
health centers and private practitioners; only a few methadone maintenance or withdrawal

programmes are conducted by private practitioners or outpatient centres. A number of drug-
free therapeutic comumunities as well as specialized or non-specialized hospital units are
operating. Help-seeking is observed typically among opiate abusers (67% of the drug abusers
under treatment in 1988); the great number of abusers of pharmaceutical drugs seldom ask
for help in specialized treatment centres. No data on treatment capacity or changes within the
reference period.

Research. /planning: Problems arising from the decentralization and regionalization of the
political structures have been tackled during the reference period. The first interministerial
convention has been signed recently to establish a cross-community monitoring system
providing information on the use of alcohol and other drugs, the problems related to these
psychoactive substances, and prevention, treatment and rehabilitation. A special need for
evaluation research is being expressed (related to preventive activities and treatment
programmes).
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BULGARIA (population 8.9 mill.)’

0. Database: Original country report for ESDA (3), report for the workshop on training on
AIDS and drug abuse for health and welfare personnel at Budapest 1990 (3a); if not
otherwise indicated, source = 3 (Dr Filip Lazarov, Head, Psychiatric Clinic No. 4 for Drug
Dependences, Medical Academy, 1762 Sofia-Suhodol, Bulgaria).

1. Drug consumption

Most recent estimates: 1989: 1276 registered drug addicts of whom 627 hospitalized (3a).
Among these hospitalized addicts, more than 50% were multiple drug users (3a: polydrug
users) (377 persons, for used substances see below), with opiates as main addictive substance
(130 persons s. 3a). Most substances are taken orally, and come from state pharmacies
(tranquillizers, psychostimulants, barbiturates), since international drug traffic does not touch
Bulgaria yet, because of non-convertible currency. Other drugs used are inhalents and poppy
products, the latter mostly grown in the south of Bulgaria,

Trends: "1. A high rate of growth of registered drug users and addicts. 2. Expected explosion-
like incidence which can, up to a certain extent, be considered to have begun. 3. An abrupt
decrease in age of onset of drug abuse practice” (3a). The mean age for starting drug
experiences decreased from 18.2 in the 70s to 13.5-14.5 in the mid 80s (3).

2. Drug users

Age: First experiences occur at increasingly younger ages (s.a.); apparently for sniffers first
experiences at ages under 10 years of age are not very uncommon. "Medicines abuse includes
a broad spectrum of ages.” Polydrug addiction (multiple drug abuse) most common for
persons under 30 years of age, whereas tranquillizers and soporifics are more frequent among
the over 30-years

(3a).

Class: (defined by status) 7% come from high social position families and more than 60%
belong to middle class families; apparently drug-taking is not a poor-class phenomenon.

Ethnic groups: apparently overrepresentation among gipsy population, especially for
mhalants.
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3. Drug-related problems

AIDS/ HIV seroprevalence: So far in Bulgaria no cases of infection have been found in
connection with drug abuse. Disorders in the socialization process are important
consequences of drug abuse, including rejection of the addicted by all social structures, even
by the addicts’ own families. Disturbances in the demographic balance are another
consequence, including a higher rate of suicide and of premature deaths.

Mortality: 12 deaths/year due to drug abuse and addiction (cf. Jablensky).

Crime: Especially burglaries in pharmacies, hospitals, public health services and
pharmaceutical factories; and forging of prescriptions. Apparently, no prostitution related to
drugs yet (3a).

4, Social response to drug abuse

"The policy of sanctions and the limited medical model of drug addictions are inherent in the
social-political system.”

Legislation: The UN Conventions of 1961 (narcotics) and 1971 (psychotropic substances)
were ratified. Several laws and regulations exist "oriented to create a regimen of prohibition
and restriction”. These laws originated in the early 70s; they were passed mostly in 1974.
Apparently no recent amendments.

Prevention: Efforts from several government agencies, all considered "uneffective” by the
author of the report. The "programme for prevention of drug abuse among pupils” by the
Ministery of People’s Education, and supported by the Medical Academy is judged to be the
only effective effort. Three training programmes were run in Bulgaria concerning drug abuse
and HIV/AIDS (3a).

Treatment and rehabilitation: The drug abuse treatment system is closely associated with
general psychiatric institutions. In total, there are 14 psychiatric hospitals, three of which are
specialized in addiction (alcohol and drug addiction). Also, there are 15 psychiatric
dispensaries with specialized drug-abuse consulting rooms (again for alcoholics and drug
addicts; so far all information on treatment from 3a). Generally, the medical service is judged
to be insufficient, because of centralization, lacking specific education and with limited
personnel capacities. No lay care. A methadone maintenance programme for opiate drug
addicts is expected to be implemented in the near future.

Research/Planning: Currently less research undertaken because of time of transition and
redefiniton of scientific research.
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CSFR (population 15.4 mill,)

0. Data base: Original country report for ESDA (4); report of the workshop in Budapest on
training in AIDS and drug abuse for health and welfare personnel, ( 1990/4a); if not otherwise
indicated, source =4 and 4c (Dr. J. Pres), Head. Centre for Addiction Cure, Strediscko |
Drogovych Zavislosti, Apolinarska 4, 128 00 Prague 2, Czechoslovakia).

1. Drug consumption

Most recent estimates: 1989: 8500 registered persons dependent on or abusing non-alcoholic
drugs in Czechoslovakia, 6500 in the Czech Republic (including 3500 in Prague), and 2000 in
the Slovak Republic. True number is estimated to be 5 to 15 times as large. Substances:
because of non-convertability of currency, mostly locally produced drugs: "Brown" (mixture of
codeine derivatives), sedatives, hypnotics, stimulants and other psychotropics, home grown
cannabis, and very important - especially for young people- inhalants. At least 70% of
registered drug users administer the drug intravenously(4a). 50% of registered drug users
practise sniffing (4a). Only a few use cocaine and hallucinogens, Multiple drug use very
common (mostly because of ever-changing supply). At present, total drug dependence
amounts 10 1/12 of the prevalence of alcohol dependence.

Trends: After a sharp increase between 1963 and 1985 (4), no changes took place between
1985 and 1989 in total numbers of registered drug users, deaths "caused” by drugs (35-45
cases/year), suicides related to drugs (17-27 cases/year), or drug-related robberies of
chemists (4a). However, since the average age of onset becomes contiously younger, an
increase in drug addiction is expected in the future.

2. Drug users

Age: First experiences - mostly inhalants - are made at increasingly younger ages (s.a.), about
12-14 years.

Sex: Ratio men/women is about 2:1 (Prague 1:1). Trend of levelling out.

Urban/rural distribution: Tendency for concentration in the larger cities.

3. Drug-related problems

AIDS/HIV seroprevalence: 8o far, no cases of infection found in connection with drug abuse.




Criminality: Burglaries and robberies in pharmacies; gangs to control production and
distribution, which commit some criminal offences; steeply increasing prostitution partly
related to drugs; drug problems in prisons.

Mortality: Among the 35 deaths due to dependence on or abuse of non-alcoholic drugs,10
were due to inhalants.

4. Social response to drug abuse

Legislation: All in all, according to the report, the attitude towards drug abuse and addiction
can be judged rather "benevolent”. The key law concerning “alcoholism and other types of
toxicomania" was amended in 1989 (still under the socialist regime). "In particular, the law
fails to draw a distinct enough line between alcoholism and non-alcoholic drug addiction.”
Maximum sentences: production, imports, exports, possession: two years; if person benefits
from these activities or causes grave bodily harm to persons: 8 years. No penalisation of
possesion for consumption !! Lack of training for members of the judiciary and police

concerning treatment of addicted.

Prevention: Unsystematic efforts on several levels, including school. One problem consists of
the negative general attitude towards drug-addicted persons, which prevails even in their own
families.

Treatment and rehabilitation: Few specialized outpatient clinics. One specialized inpatient
clinic has been launched recently with 20 beds for juvenile drug addicts. Otherwise, alcohol
and other psychiatric stations have to treat drug addicts, Specialized organizations like
DROGASTOP and MONAR are planning inpatient centres for drug addicts and are drafting
social programmes. No facilities for rehabilitation yet.

Research/Planning: Lack of research and lack of relevant epidemiological statistical or
sociological data.
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DENMARK (population 5.07 mill.)

0. Data base: Original country report 5/1990 (5); supplementary material (5a, Sb, 26,27); if
not indicated otherwise: source= 5 (Ms Anne-Marie Sindballe, Administrative Officer,
National Board of Health, Amaliegade 13, Postbox 2020, 1012 Copenhagen K, Denmark).

1. Drug consumption

Most recent estimates: The total number ofdrug abusers is estimated at 10°000 (treatment
data); in 1989,13'039 criminal charges under the Euphoriant Substances Act were recorded.
Cannabis is by far the most commonly used drug;"chaotic multiple drug use" is the dominant
consumption pattern. The recreational use of cannabis and amphetamines, combined with
alcohol is presumably most frequent in the age group 18-25 years, 1989 ; the prevalence of
cocaine use is very limited. 122 hospitalizations related to amphetamines were recorded; 1943
methadone prescriptions by general practitioners and treatment institutions in 1989.
Treatment population: about 3000 patients. Only local school children surveys available.

Trends: Between 1986 and 1988 an increase in the supply of all drugs can be noted (seizures).
The illegal sale of various pharmaceuticals (e.g. benzodiazepines) plays a more important
role.

2. Drug users

Age: Regional school surveys show that the recreational use of cannabis varies between 6%
and 15% (age 13-16), and 1-3% of young people between 12 and 20 years old reported trying
amphetamines. No indication of regular consumption; alcohol the most used substance.
Episodes of solvent-sniffing occur occasionally in local youth groups but are very limited (5a).
Average age of treated abusers in treatment institutions is 28 years and has remained stable
since 1986; abusers registered for maintenance are older. At the same time it is being
assumed that the average age of drug abusers has risen in general.

Sex: 33% of treatment clients are women (stable share).

Class: Cocaine consumption is of minor importance and supposed to be an upper-class
phenomenon; clients of treatment institutions are typically of lower socio-economic status.

3. Drug-related problems

AIDS/HIV seroprevalence:  The prevalence of HIV among treated iv drug abusers in
Copenhagen is estimated to be between 109 and 20%, with a higher percentage among
prisoners and the homeless (about 25%) (5). One study indicates a seroprevalence of 18%, In
Copenhagen 200 iv drug abusers are seropositive (26). Of 518 AIDS cases in 1989 only 18
were 1v drug abusers.

Number of deaths linked to drugs: A slight decline of deaths (mostly over-dose) among drug
abusers can be noted (1985:150; 1989: 135); the mortality rate is estimated to be 20 times
above normal for this age.




Delinguency; A marked increase of drug-related crimes between 1986 and 1988 (31% of serious
drug-related crime). In 1988, 26% of all prisoners were drug abusers (1985:734 =23%).
Speculations about growing violence and organized crime,

Children of drug abusers have been recognized as a major risk-group, because the number of
drug abusers with children has steadily increased (1985:528 with 697 children/1988:757 with
992).

4, Social response to dimg abuse

Legislation/drug policy: Law of 1951, revised in 1969/71/82. Distinction between serious drug
-related crime (section 191 of the Danish Penal Code, maximum sentence 10 years) and
milder violations of the Euphoriant Substance Act (maximum sentence 2 years). Cannabis
cases are considered under the Penal Code only in the case of commercial distribution and
quantities above 10kg. Supply oriented approach by fighting drug trafficking and adopting at
the same time "an easy line" toward the drug abusers. Control policy has become a public
issue; increase of control measures, concern about the legal drug supply (methadone
‘prescriptions),

Prevention/informatign: AIDS: Free distribution of condoms, needle and syringes (dispensers
and pharmacies since 1986 (27)). Information on drugs and alcohol are part of general health
eduction primarily in school grades 7 to 9. Nomn-specific approach, but also more attention to
amphetamines as a new fashion drug and parents as an important target group. Support by
alcohol and drug consultants in the counties (one per county). Local SSPP-committees, i.e.
coordinating groups with representatives from the schools, the social sector and the police.

Treatment and rehabilitation: Declinig importance of psychiatric treatment, greater emphasis
on out-patient treatment, low-threshold options as a response to AIDS, or greater use of non-
specific care institutions (shelters etc.). New Guidelines on Methadone in 1988, which is
intended to be distributed by the treatment centres under therapeutic supervision, has
triggered a marked increase in "uncontrolled" prescriptions by general practitioners between
1985 and 1989 (from 897 to 1913) can be attributed to this policy. In all regions
interdisciplinary teams or special units (Copenhagen /Aarhus)work with pregnant drug-
abusers and abusers with children.

Research./planning: The Council on Alcohol and Narcotics has undertaken a project which is
to provide better nationwide information.
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FINLAND (population 4.9 mill.)

(. Data base: Original counfry report 11/90 (6), supplementary material 1/91 (6a); if not
indicated otherwise: source =6 (Kari Pylkkanen, The National Board of Health,
Siltasaarenkatu 18 A, PB 220, 00531 Helsinki, Finland).

1. Drug consumption

Most recent estimates: Cannabis is the most frequently used drug in Finland. According to
hospital discharge statistics the number of drug related diagnoses has been about 200 during
the last few years (10% opiate users); treatment professionals at substance abuse clinics
estimate a number of 100 opiate users in South-Finland /Helsinki Metropolitan area alone.

Irends: Overall stable situation for the reference period. Downward trend: Recreational use
of drugs, mainly cannabis, was twice as common in the early *70s as now (see also 2.).

2, Drug users

Age: The surveys show that about 5% of school leavers have at least tried cannabis. After
school, prevalence rises to about 10%. According to the KISS-study (1988, youths aged 13),
hashish misuse was highest with 6% among boys in the metropolitan area of Helsinki
(inhalants between 1% and 4% according to region (6a}). 1986 - 1989 no change in the
prevalence of use of drugs among adolescents. Opiates are seldom found among young people.
Studies on drug use by conscripts show that about 10% of men have experimented with some
drugs before their 20th birthday. However the regular use of cannabis is confined to a very
small group of conscripts. Between 1985 and 1987 the ever use of cannabis among this group
of young men also dropped from 11,0% to 8,5% (6a).

Sex: Lower prevalence of cannabis and inhalents among school girls (KISS studies).

Class: no data; The Finish drug problem is mainly urban.

3. Drug related problems

AIDS/HIV seroprevalence: 8/1990 345 HIV seropositive cases were registered, of which 16
were drug addicts (6a),

Number of deaths linked to drugs: Stable number of 0-3 cases a year (6a).
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Delinquency; no data reported.

4. Social response to drug abuse

Legislation/dmug policy: Use and possession of drugs are illegal, In 1985 the Act on the Care
of Substance Abusers was passed, aimed at the integration social welfare and health care for
substance abusers. Involuntary treatment possible under strict criteria. The effects of the
rather strict control policy are being evaluated (Drug Control Project, by the National Board
of Health and the National Board of Social Welfare). Heated public debate on maintenance
treatment programmes in 1990; problem amplification by voluntary associations and
parliamentary initiatives.

Prevention/information: In 1989 Parliament allocated social funds for preventive campaigns
against drugs.

Treatment and rehabilitation: The mid '80s brought new treatment approaches. Several
treatment units were opened with government financial support, but these are only few
facilities for drug abusers only (Helsinki University Hospital, therapeutic communities in
Kisko and in Central Helsinki; a maintenance programme is being planned for opiate users
30-40 years old in the Helsinki area). While no changes in the professional service structure
can be observed during the last few years, voluntary organizations have been very active and
opened new care units for young drug abusers.

Research/planning: Changes in the statistical recording of drug- related deaths are intended
in the near future,




FRANCE (population 55,1 mill.)

0. Data base; Original country report 10/90 (7d) and supplementary material (7, 7a-7¢). (Dr.
M. Jeanfrancois, Ministére de la Solidarité, de la Santé et de la Protection Sociale, Direction
Générale de la Santé, Sous-Direction de la Maternité, Enfance et Actions Spécifiques de
Santé, Bureau 2D - Vanves, 75700 Paris, France).

1. Drug consumption.

Most recent estimates: The number of drug abusers in 1990 was estimated at120°000-150°000
(7,7a). 34’213 cases had contact with the legal system because of consumption of illicit drugs
(5200 drug trafficking offences) . Cannabis is the most important drug (69%), followed by
heroin (27%), cocaine (1.8%) and psychotropes are relatively unimportant (police records). In
1987, 16’014 cannabis users were offically recorded (27). Heroin is considered the most
dangerous drug. In 1988, 71°000 clients in rrearment (7a) mainly for heroin addiction (61%)(7,
7a).

Trends: Police seizures increased since 1985, especially for cocaine (doubled from 1989 to
1990), but also for heroin and cannabis (7, 7b). This greater supply is reflected in rising
numbers of drug abusers requesting treatment: +42% between November 1987 and
November 1990. In 1987, heroin was the main substance for 57% of drug abusers seeking
treatment. In 1990, this percentage rose to 61.7%. Cocaine users requesting treatment
between 1987 and 1990 ; 2%. In 1988 a light decrease of iv-heroin abuse was noted (27). On
the other hand, a general upward trend, particularly in multiple drug use and in rural areas, is
reported by govermmental commissions for the reference period 1985-1989 ("Mission
interministérielle de lutte contre la toxicomanie - Rapport au Premier Ministre"1989 (7b)).

2. Drug users

Age: School surveys show that ever use of drugs among youth aged 11-20 years was reported
by10%; 2.3% of these indicated misuse of over-the-counter drugs (7b). Presumably, misuse of
cannabis and inhalants is more frequent among children and adolescents; young adults tend to
misuse heroin, and adults stimulants and psychotropes (7a). The average age of drug abusers
is increasing (7b).

Sex: About a third of drug abusers are women.

Class: According to police statistics individuals with a lower socioeconomic status (SES) are
overrepresented among drug abusers (27). At age 18 only 16% of drug abusers still attend
school (compared with 75% in the general pop.); between the ages of18 and 22, 75% are
unemployed, the job situation later is also unstable; broken home (7a).
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3. Drug related problems

AIDS/HIV seroprevalence: On 31 December 1990, 19.6% of all AIDS cases were drug
abusers (7.5% in 1985). 30 - 40% of iv drug abusers are seropositive, with great regional
differences - Provence, Alpes, Céte d’Azur and Ile de France being the two regions with the
highest percentages (7d).

Number of deaths linked to drugs: 350 in 1990 (86% related to heroin misuse) (7); overdose

deaths n=318 in 1989 (7a). A strong increase since 1985 (n=172; (27)).

Delinquency: Permanent increase of the share of drug abusers among the prison population
(27). In 1988, 8'887 drug abusers in prison (=56% of the total prison population) (7a). A 1986
survey of the Institut National de la Santé et de la Recherche Medical (INSERM) showed
that 36% of the treated drug abusers had been in prison. Drug trafficking with larger
quantities of heroin to finance presonal consumption seems to have replaced in recent years
drug- related property crime, and thefts of prescription forms and of drugs from pharmacies
or treatment facilities (decrease of 28% of these crimes between 1987 and 1988)(7b).

4, Social response to drug abuse

Legislation/drug policy: Law of 1970, complemented in 1986 and 1987 (harsher sentences for
drug trafficking). For first-time offenders the sentence can be suspended in favour of
treatment . Ratification of the convention of Vienna of 1988 at 12/31/1990 after the adaption
of the national law (law of 11/14/1990 legalizing confiscations of drug profits); new law of
7/12/1990 to deal with the laundering of drug money.

Prevention/information: Focus on school programmes and youth (new “Comités
d’environnement social” and “drug counsellors/Personnes ressources/adultes relais” Special

training being offered to general practitioners since 1988, information for pharmacists being
planned. Police forces also undertake preventive tasks (7). Since 1987 syringes can be legaily
sold by pharmacists (27). Since 1989 needle exchange programmes in specialized centres.

Treatment and rehabilitation: In 1988, 26’000 drug abusers were treated in specialized centres
employing 1277 full-time staff members: 145 outpatient units/centres d’acceuil (detox,
therapy, prevention, rehabilitation), 5 specialized hospital units (62 beds), 58 after-care
units/CHRS (678 beds) and 218 family-care options. 55°000 drug abusers were treated in the
general health care system (7,7a). Maintenance treatment only in hospitals, no large-scale
methadone programmes. Since 1987, 16 interdisciplinary teams provide care for the rising
share of imprisoned drug abusers ("antennes toxicomanie™)(7a, 27).

Research./planning: Annual treatment statistics by SESI, INSERM surveys, police and
customs information ¢entralised by QCRTIS.




GERMANY (population 61.3 mill. without East Germany) page 51

0. Data base: No original country report. "Nationaler Rauschgiftbekdmpfungsplan"1989 (8) as
a recent core document; supplementary material (8a - 8d, 26,27); if not indicated otherwise:
source =8 (Jutta Kiinzel-Béhmer, Dipl.-Psych., Institut fiir Therapieforschung, Parsivalstrasse
25, 8000 Miinchen 40, Germany).

L. Drug consumption

Most recent estimates: Overall estimates for 1989; 60°000-80°000 "hard drugs" addicts
(including probably 20°000-50°000 abusers of cocaine and 10°000 of amphetamines according
(27)).1989: 9837 new addicts ("hard drugs") were reported by the police and 4766 opiate
misusers/1280 cocaine addicts appeared in outpatient care statistics (EBIS
(Einrichtungsbezogenes Informationssystem)-monitoring, but police estimates for Munich
alone amount to 300-400 cocaine misusers).

Trends: Based on new admissions to out-patient agencies, rising misuse of heroin and cocaine
is noted among older clients (8). A strong increase of amphetamines among 21-25-years-old is
being assumed (27).

2. Drug users

Age: All indicators show an increasing average age of addicts and a stabilization or downward
trend among juveniles. Comparing surveys in 1986 and 1989 (12years-25years old) the ever
use of illicit drugs has remained stable at 17% (14-17 years:7%/18-20 years 179 /21-25 years:
26%). Drug misuse was amost exclusively restricted to sporadic use of hashish or marihuana
(only 10% of these 17% had experimented with cocaine or heroin, Negative attitudes towards
drugs have been strengthened. In 1989, 53% of first users and 73% of drug-related deaths
were in the over-25-years population (police records).

Sex: Approx. 30% women; distinct reduction of marihuana, hashish and LSD misuse (-7%)
among young females between 1988 and 1989 but increase of opiates (+18.6%) (treatment
data). '

Class: no data reported.

3. Drug-related problems

AIDS/HIV seroprevalence; A study in 1988-89 found a prevalence of 19.4 % seropositives
(8). Berlin (West) 26%; treatment centres :15% (26). 14% of all AIDS cases are drug abusers

(8) (12% in 3/90 according to (26)).

Number of deaths linked to drugs: Since 1985 the pumber has almost quadrupled (324 to 991

in 1989, to 1226 in 8/1991).

Delinquency: As 2 multiple-risk group (prostitution, HIV-tisk) with also high crime-rates,
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chronic abusers between 25 and 30 years-old are identified. 70°000 investigations of offences
against the drug law in 1989 (30’000 under trial/accused)(27).

4, Social response to drug abuse

Legistation/drug policy: Law (Betiubungsmittelgesetz) of 1981, revised in 1984 and 1986 with
"the substition of therapy for punishment” as a guiding principle (8a); no differentiation
according to drug categories; the use of small quantities for personal use may not be
prosecuted. The adaptation of the narcotic law to the requirements of the UN agreement of
12/20/1988 is being debated. More severe sentences (currently 2 maximum of 4 years for
average drug-crimes) and a new law concerning drug trafficking as well as organized crime
are subjects of parliamentary hearings,

L .

Preveption/information: The National Drug Strategy for 1990 has budgeted 5 mill, US$ for
prevention, 50% to be used for a national information campaign; various activities of the
Bundeszentrale flir gesundheitliche Aufklirung. As future target groups for prevention the
national plan lists: school personnel, young people, conscripts, young adults, parents and
mediators (youth centres, churches, sports associations etc.). Total abstinence and a drug-free
society are the dominating perspectives; differences between the Lander with varying

" political structures. Free access to syringes (e.g. exchange-programs) after long debates is
mostly guaranteed,

Treatment and rehabilitation: 1000 counselling agencies (also alcohol problems) and 3000
beds for inpatient treatment are reported (8); 200 therapeutic communites in 1991 (8b). In
1986, 70% of all inpatients had some form of judicial order to undergo therapy (8a). The
adaptation of treatment programmes to the new age structure (main target group 25-30-year-
old) is a major focus. Increased funding for federal pilot projects in 1990: 14 outreach
programmes for chronic abusers, efforts in 34 residential treatment centers to decrease high
quota of treatment drop-outs (70%), 18 specialized counselling units for HIV drug-addicts,
low threshold/booster programmes. No regular methadone programmes (a few pilot projects
under strict regulations). Self-help organization JES (junkies, ex-users) founded in 1989.
Assistance for drug addicted women and their children is a future concern according to the
resolution of the Lander of 1990. The number of children of drug abusers is estimated at
25’000 in 1990; first programme (Palette) to be opened in Hamburg (8b).

Research./planning: A new survey study with a sample of n=20"000 for the age category 12-
39 is scheduled for 1990 as a joint project of the Federal Ministry of Health, the Linder (East
and West) and the Bundeszentrale fiir gesundheitliche Aufklirung, Epidemiological research
on HIV infection among addicts, which started in 1987, has been integrated with a
comparative framework within the EC and WHQ. Elaboration of the EBIS treatment
monitoring system and a more detailed analysis of drug-related deaths are future options for
1990/1991.
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GREECE (population 9.9 mjll.)

0. Data base: Original couﬁtry report 1990; supplementary material (9a-9d, 26): if not
indicated otherwise: source= 9 (Dr. A. Kokkevi, Department of Psychiatry, Athens University
Medical School, Egnition Hospital, Athens, Greece).

1. Drug consumption.

Most recent estimates: 40°000-50°000 drug dependents in 1990 (26). The last national general
population survey (12-65 years) of 1984 reports a life-time prevalence of use of illicit drugs in
the 18-24 age group of 15.7% (males)/4.1% (females); 16.2% of the females and 6.7% of the
male indicated use of pharmaceuticals without 2 medical prescription. Hashish was the main
ilicit substance used. 9689 cases of drug addiction (mainly opiates and tranquillizers) were
treated/recorded in 1983 for a ten year period, 1973-1983. A, study of imprisoned drug
addicts/treatment admissions (1988/89) showed frequent multiple drug use, with heroin being
the main substance (95%/81%). In 1989, police seizures amounted to 787kg cannabis, 35kg
opiates and 3kg cocaine; 2'649 arrests (1144 involving heroin abuse), \

Trends: Governmental concern with presumably expanding drug abuse in the last few years,
mainly among young age-groups.School surveys ( 1984/1988) however showed that ever use of
illicit drugs had even decreased in the 13-16;-years age group; the total increase from 6.5% in
1984 to 8.1% in 1988 was attributed mainly to older male teens. However, early warning signs
might be the higher rates of current (past month) use. A significant drop of the misuse of
pharmaceutical drugs can be noted (9.9a,9¢). Police arrests of drug abusers have tripled since
1985 (n=954), with a slower growth rate since 1987; seizures show no consistent trend for the
reference period, the relative importance of drugs remaining stable (cannabis, opiates,
cocaine). No significant change in cocaine indicators.

2. Drug users

Age: The use of licit psychotropic drugs without a medical prescription is much more common
among students than the use of illicit drugs. The 1988 school survey (ages 12-18 ) showed low
prevalence rates for illicit drug use (life-time): cannabis 3.9%, hallucinogens 1.1%, cocaine
1.6%, heroin and other opiates 1.5%. 39% of pupils took pain relievers, 25% took codeine
and 10% took tranquillizers without a prescription (multiple answers). Use of both licit and
illicit substances increases significantly with age. High rates of illicit drug use were observed
in males of the older age group (14.5%, 1988 survey (9a)). - The mean age of an imprisoned
sample of drug abusers in 1988/90 was 30 years and of a treatment-seeking sample 27 years.
While the percentage of arrested drug abusers between 21 and 40 years old has tripled since
1985, in younger groups it has declined.

Sex: the female/male ratio is estimated to be at: ] /9 (police arrests confirmed by 1983 10
year retrospective study of treated and recorded cases); 1:4 (general population survey 1984);
1:2 (school survey 1984 and 1988, including over-the-counter drugs).
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Class: According to the 1988 school survey rates of illicit use increased with socioeconomic
level; although differences were not significant ( 9a).

3. Drug related problems

AIDS/HIV seroprevalence: 2.1% of a sample of 288 imprisoned intravenous drug abusers
(1986) ; seroprevalence was zero in a hospitalized sample (1988). No data on street users,

Among all cases of AIDS reported up to 1/1990, only 3.2 % were iv-drug abusers (n=9).
Low HIV seroprevalence is attributed to delayed invasion of the virus and not to low-risk
behaviour of the iv-drug abusers (9,9b).

Number of deaths linked to drugs; not reported.

Delinquency: Extensive criminal activity was noted among officially registered abusers,
according to the 1983 retrospective study, as well as the 1988/89 survey ("multiple arrests and
convictions"). 686 drug abusers had been accused of other crimes in 1989 (1985: n=325) a
number which has remained rather stable since 1986,

4. Social response to drug abuse

Legislation/drug policy: New law in 1987 (1729/87) which provides for harsher sentences (10
years/life-time imprisonment) for traffickers and confiscation of proceeds of drug-related
crimes. Distinction between personal use/drug trafficking and non-dependent
user/dependent users. Compulsory or voluntary treatment for dependent users. The drug
dependent is seen as an invalid and not as a criminal,

Prevention/information: Seminars for health professionals and teachers organized by the
MiniStry of Health; participation in a pilot Health Education Programme in two secondary
schools and the community of Hymettus -since 1989 in 21 schools; community prevention
(mobile unit "Pegasus” an the "Aegean Educational Institution” DIATY). - No legal restrictions
of purchasing needles and syringes. No methadone programmes reported.

Treatment apd rehabilitation: Only one detoxification centre up to 1983. Only 10 specialized
services existed in 1990, including an emergency hot-line centre, counselling agencies, physical
detoxification facilities, therapeutic communities and a social rehabilitation programme.
Client load not indicated. A further exparsion of treatment services is under planning for 1991-
1992 (e.g. 33 consulting centres, but not solely for drug problems).

Research./planning: Process and outcome evaluation as part of the Health Education
Programme; major projects /surveys conducted by the Department of Psychiatry of the
- Unaversity of Athens, with financial support from The Ministry of Youth.




HUNGARY (population 10.7 mill.)

0. Data base: Original country report for ESDA (10), telephonic amendments to this report
upon request from WHO (Dec. 1990; 10a); if not otherwise indicated, source =10 (Dr Edit
Sandor, Ministry for Social Affairs and Health Republic of Hungary, Arany Janos utca 6-8, H-
1361 Budapest).

1. Drug consumption

Most recent estimates: 1986: the number of people regularly consuming drugs with narcotic
effects was estimated to be 3000, of whom 2500 consumed hydrocodin or codeine products
without medical indication, while about 300 consumed morphine, depridol or dolargan. An
estimated 100’000 persons addicted to tranquillizers. High number of persons with a multiple
addiction pattern (sedatives, hypnotics with alcohol), Multiple-addicted persons make up 30%
or more of the cases registered by the police. Inhalants play an important role at younger
ages, especially for the under-14-year-oids. Apparently, the proportion of persons in this age
group who have at least tried inhalants, i$ in the percentage range of 5 to 10% (survey with
small sample size; higher for special populations such as youth welfare homes). Few cases of
marihuana, cocaine, heroin addiction. Little drug traffic yet, Home-grown poppy extractions
in the south.

Trends: Trends are difficult or impossible to estimate (10a). However, decreasing solvent

abuse and organic solvent abuse (10a), increasing use of home-made poppy extractions in the
south (10a), increasing use of outpatient facilities (10a). The use of amphetamine derivates
went sharply down after the pharmaceutical industry stopped the production of these drugs
after the so-called "Gracidin-epidemic". An increase in the use of benzodiazepine derivatives
between 1977 and 1987,

2. Drug users

Age: First experiences with inhalants are made when about 13-14 years old.

Sex: Ratio men/women for opiates (codeine derivatives) among the 18-30 age group about
4:1; for inhalants more females have tried sniffing at least once (latter result based on survey
with srnall sample size).

Social clags: No general trend: "Drug problem - unlike crime - is not a phenomenon linked to




a certain class". However, the combination drug/crime (especially connected with narcotics) is
more prevalent for persons with low educational background, broken family background
(alcoholic or divorced parents) and gipsy origin. Inhalant addicts characteristically also belong
to lower social classes. Tendency to use drugs in groups.

Urban/rural distribution: Tendency for concentration of drug problemrs in the larger cities,
especially Budapest. -

3. Drug-related problems

Criminality: Forging presciptions (groups).

Morsality: apparently 4-5 young people die each year due to use of inhalants,

4. Social response to drug abuse

Legislation: Hungary does not have a comprehensive law on drugs. In the process of changing
the legal system as a whole (as part of the change of the political and economic system), le.gal
practices concerning drugs will be changed, too, There is no sufficient distinction between
consumers of drugs and dealers. This distinction was not even sufficiently established in the
last modification of the 1987 Pena) Code.

Prevention: Change in the prescription system: it becamne impossible to make repeated
purchases with the same prescription. Generally, preventive measures of drug-related
problems are organized as part of the national programme for health promotion, However,
basic epidemiological statistical data are still missing. A school based drug prevention
programme has been established,

Ireatment and rehabilitation: Therapy is carried out in a number of public health institutes,

A special outpatient drug centre of the National Neurological and Psychiatric Institute was
founded in 1987; treatment is also possible in this Institute in the drug ward since 1988. Four
other outpatient centres were opened between 1987 and 1990 in different cities. The overall
treatment policy is aimed at setting up outpatient care, hospital care and rehabilitation in the
same centre,

Research/Planning: Lack of relevant epidemiological statistical or sociological data.
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0. Data base: Original country report (11); supplementary information (26), if not indicated
otherwise: source=11 (Dr. John J. O’Connor, Consultant Psychiatrist/Director of Clinical
Programmes, The Drug Treatment Centre Board, Trinity Court, 30/31 Pearse Street, Dublin
2, Ireland), : :

1. Drug consumption

Most recent estimates: Between 1985 and 7/1990 n=3515 heroin abusers presented at the
National Drugs Advisory & Treatment Centre. Most of the patients are injecting themselves
with heroin as their first drug of choice, substituting other opiates, e.g. dipipanone,
dextromoramide and methadone, when heroin is not available. No surveys or police records
reported. '

Itends: After falling numbers of patients 1985-1988 (n=798/n=458), a slight increase in
help-seeking heroin abusers can be observed. Similarly, the attendances at the clinic have
increased from 1988 to 1989 (26'884/42'093). Since 1987 an increased awareness amongst
doctors, especially general practitioners, of multiple drug abuse (e.g. of buprenorphine) has
been noted,

2. Drug users

Demographic characteristics: The average age of the treatment population is 21 years, within
the range 16-24 years. The profile of a typical patient:Taking drugs for more than 3 years;
school drop-out at 16 years or earlier; unemployed; mainlining heroin; problems with the law
or hepatitis or family trouble as major motivation for seeking help. Quite different from other
countries, patients have frequent contacts with their families and many are still Living at home.
Studies have shown that the geographical distribution of drug abuse is confined almost entirely
to the Eastern Health Board area, with fewer problems in the main urban areas outside
Dublin.

3. Drug-related problems

AIDS/HIV seroprevalence: Routine voluntary testing of drug abusers attending the National
Drug Advisory & Treatment Centre was initiated in September 1985 and HIV results up to
September 1987 revealed a high seroprevalence rate of 19.0%, which went down to 13.36% by
July 1990 (n=>550 of a total of 4’127 addicts tested). At the same time 56.75% of the total
number of sero-positives were drug abusers (11). Of all AIDS cases by 31 March 1990 n=48,
that is 34%, were addicts (26).

Number of deaths linked to drugs: Indirect related indicators reported from Emergency

Room /casualty department studies in 1985: 73% of the sample (n=73) attended after an
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overdose which was intentional (86% of women and 38% of the males); the next most
common reason was sepsis (16.49%).

Delinquency; Approximately two thirds of patients who first attend the clinjc have been
involved with the law or have a court case pending.

Addicted mothers: The emergence of maternal addiction as a serious problem in Ireland can
be observed during the *80s: A special programme for pregnant opiate addicts therefore was
established at the National Centre in June1984 (1985, 48 patients;1989 n=26). The
programme includes low-dose methadone maintenance., group meetings, antenatal visits, and
day care for mother and child,

4. Social response to drug abuse

Legislation/drug policy: The Misuse of Drugs Act was introduced in 1977 and implemented in
1979 (increased penalties, controlling prescriptions by practitioners, recognition of the
difference between cannabis and other drugs, possibilities for judges to ascertain the

- treatment needs of the accused drug abuser). The revision of 1984 provided for an increase in
the maximum prison sentence for drug pushers from 14 years to life: increased fines, and a
prohibition on the sale etc. of books that promote drug abuse. i

Prevention/information; Programmes are increasingly tailored towards preventing and
containing the spread of the AIDS virus. Sometimes the treatment of drug addiction per se

gets lost in the strategies and becomes a secondary issue. Seminars to increase awarenes of
the drug problem among teachers and parents; Diploma Course in Addiction studies at
Trinity College for treatment professionals; financial assistance for voluntary projects
Community Action on Drugs and Youth to Youth.

ehabilitation: Methadone maintenance programmes under monitoring of
illicit abuse by specialized clinics and rather "liberal" prescriptions by general practitioners.
The following rehabilitation facilities are mentioned : Trinity Court (covering: detoxification,
maintenance, group therapy, antenatal care, play therapy, family planning); the Coolemine
Therapeutic Community (drug-free residential programme, similar to Day Top), the Talbot
Day Centre, the Anna Liffey Project, Mater Dei Counselling Centre, the Baggot Street Project
as an AIDS resource centre (low-threshold type programme with 60 patients, similar to the
methadone bus in Amsterdam) and various Narcotics Anonymous groups, which are very well
established.

Research. /planning: The Curriculum and Examination Board at the Department of
Education is examining the possibility of introducing a programme which would incorporate
health education in schools. A second AIDS programme for Dublin is under planning, In the
future a range of programmes should be available to suit patients at particular times in their
drug careers; the coordination of services is paramount,







