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INTRODUCTORY NOTE:

Since 2004, the way in which the information contained in the report is presented has
changed.

Part A of the report gives information only on new developments which occurred between
2004 and the start of 2005. An introductory paragraph in each section ("general context")
summarises the general context and principal characteristics of the section and also provides
the framework within which the new information on the drug situation in France is recorded.

Part B, as in previous national reports, contains three articles, each around ten pages long,
providing further information on a specific problem linked to illicit drugs.

The report in its entirety covers only the field of illicit drugs (except for the "national policy"
and "prevention" sections, which also consider alcohol and tobacco).

In order to have a more accurate view over some specific themes, epidemiological tables
and structured questionnaires have been added to this report. Some of these tables are
available for France and the whole European countries on the EMCDDA website in the
statistical bulletin (http://statistics.emcdda.eu.int/).

The report, standard tables and questionnaires are independent of each other but
complement each other (see appendix 15.1).
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SUMMARY

Political context 2003-2004

The 2004-2005 year has been mainly marked by the publishing of the national reference
document pertaining to risk reduction actions (decree n°2005-347 of April 14th, 2005).

In February 2005 an important media campaign to raise youth awareness upon cannabis
damaging effects has been carried out: “Cannabis Is Real”. On the whole it can be said that
government and media have actually been focused on cannabis for months.

Use

The 2003 ESCAPAD Survey shows for the first time some signs of a slowdown in cannabis
use among young males of 17-18 (Beck et al., 2004b, and section 2). Thanks to the same
survey, during the 2000-2003 period of time, a slight increase has been observed in some
experimentations among the 17-18 year-olds: poppers, ecstasy, amphetamines, and
cocaine.

Recent trends

Among recent use tendencies observed in France, a development of hallucinogenic plants
has been observed, and more particularly in the recreational area (Bello et al., 2005c, section
4 and the selected issue on “drug use in French recreational areas”).

The end of year 2004 and the beginning of 2005 have singled themselves out for intoxication

cases due to a cocaine and atropine combination. Twenty-six cases have been recorded,
and subjected to a health alert taken over by national press coverage (section 6).

Health, social and legal indicators

For the first time in 2003 cannabis (and its by-products) is the substance bringing about the
greatest number of treatments among new patients attending facilities, and ranking just
above opiates (Palle et al., 2005, section 4).

The various indicators available validate a decrease in injection practices among drug users
(section 4).

“SAM” Survey (Section 6): Results from the Road Safety epidemiological survey on
narcotics and fatal road accidents

Carried out by the INRETS (National Institute for Research on Transport and Safety) and
coordinated by the OFDT (French Monitoring Centre for Drugs and Drug Addiction) thanks to a
DGS (General Health Department) financing, this survey is the first one to enable an accurate
evaluation of risks due to cannabis use on driving behaviours.

The 10, 748 exploitable reports of immediately fatal accidents make possible to determine that
drivers under the influence of cannabis run 1.8 times more risks to be responsible for a mortal
accident than drivers having not used that substance. The over-risk for drivers on alcohol, all
alcohol levels taken into account, is comparatively of 8.5 times.

Otherwise the share of fatal accidents due to cannabis positivity registers around 2.5%. All
things considered, in France, on a basis of 6,000 mortal accidents, the number attributable to
responsibility over-risk relating to driving on cannabis would be around 180 killed individuals. In
proportion, these victims are more frequently young males (18-24 years-old) than those dead in
an accident involving a responsible driver who has not used cannabis.

The survey also establishes a dose-effect as for alcohol.




In 2004, 69 overdoses have been recorded, a level that proves the lowest one ever reached
in France. As we follow up observations made ever since the beginning of years 2000, heroin
is less and less causing overdoses unlike psychotropic medicines and cocaine (section 6).

The various legal pointers (arrests, sentences, and incarcerations for drug-law offences) are
still on the rise in 2004 (steady increase since year 2002, section 8).

Thirty-one percent of prison entrants’ acknowledge an alcohol overuse, and 33% of them a
regular and long-lasting illicit drug use during the last twelve months prior to their
incarceration (Mouquet, 2005). Meanwhile a survey has been performed on health and social
care for prisoners showing some addiction or experiencing an abuse of licit or illicit
substances (Obradovic, 2005). That study concludes that even if care is mostly satisfactory
in prison, improvements remain to be done in terms of access to substitution treatments and
nicotinic substitutes.

Summary of specific indications

Gender differences (F. Beck, S. Chacker et S. Legleye): while Anglo-Saxon countries have
developed studies centred on gender and gender approach for a long time in a more wide-
ranging way, France proves significantly late in that field. It was not until the eighties that
such an issue gradually became obvious in researches, as it focused upon discriminated
alcohol uses among males and females. These last years, research teams and contributors
(prevention, risk reduction) including that issue in their actions have accounted for a lack of
funds granted to that theme, whereas epidemiological data confirm a noticeable difference
between genders. The use of licit or illicit psychoactive substances is more a male behaviour;
only exceptions to the rule: the use of psychotropic medicines proves mostly female,
whereas tobacco addiction has become more and more unisex. Other example: as far as
resorting to care is concerned, save for attending tobaccology consultations, males are a lot
more present (70 to 80% of the population) than females. Direct link to the article

European drug policies: extended beyond illicit drugs? (I. Obradovic et C. Diaz Gomez):
since 1999, the realm of action of the Interministerial Mission of the Fight against Drug and
Drug Addiction (MILDT) has included licit substances, doping, and illicit ones, giving then top
priority to use behaviours rather than to substances, and developing the addiction concept.
However the principle of extending the drug concept to licit substances has not proved
indisputably acquired (e.g.: interventions in the field of prevention, care, or repression,
specific status of alcohol and wine in France); that is particularly why the last five-year plan,
without reconsidering the legitimacy of a global approach, has chosen to favour an approach
per substance. As it coordinates and puts the “drug and drug addiction” programme into
action, the plan defined by the MILDT is then taken over by various actors and field
contributors (project leaders, CIRDD...). Direct link to the article

Drug use in French recreational areas: situation in 2004 and recent evolutions (P.-Y. Bello,
C. Reynaud-Maurupt, A. Toufik, M. Gandilhon, I. Evrard and the TREND network): thanks to
the TREND system, the uses of psychoactive substances occurring in the French techno
recreational area have been observed and followed up for some years; regular qualitative
surveys have also strengthened that device set up from 1999 onwards. Ever since the end of
2001, a legal framework has been established as far as organizing recreational meetings is
concerned, and that has immediately affected the type of events organized, the locations, the
attendance, and the substances used in such a context. In the recreational area the most
used substances rank as follows: alcohol and tobacco, then cannabis; among illicit
substances other than the latter, the use of stimulants and hallucinogens has been
increasing these last years. Direct link to the article




PART A: NEW DEVELOPMENTS AND TRENDS

1. National policy and context

National policy: general context

Legal framework: The law of 31st December 1970 constitutes the legal framework for the
French policy on the fight against drugs. It sets 3 principal objectives for public action:

- severe repression of trafficking;

- to establish the principle of prohibiting the use of drugs while at the same time offering
treatment as an alternative to suppressing drug use;

- to guarantee free care and anonymity to users who wish to be treated.

The Five-Year Public Health Law for 2004-2008, passed in August 2004, has included the Risk
Reduction Policy (RRP) for drug users in Public Health Regulations. So the RRP falls within the
competence of government.

The list of products covered by the 1970 law (order of 22nd February 1990 establishing the list
of substances classified as drugs) is growing and steadily incorporating new substances
recognised as dangerous by order of the Minister of Health, at the proposal of the Director
General of the French Health Products Safety Agency (AFSSAPS)1.

Institutional framework: The interministerial mission to fight against drugs and drug addiction
(MILDT) is the authority in charge of preparing the report of the Permanent Interministerial
Committee on the fight against drugs and drug addiction and coordinating and implementing
decisions which it takes.

The current Chairman of the MILDT, Didier Jayle, was appointed in October 2002. The Five-
Year Plan (2004-2008) of action against illicit drugs, tobacco and alcohol has been passed in
July 2004 (MILDT, 2004; OFDT, 2004a ).

Budget and public expenditure: The main expenditure in terms of fight against drugs is covered
by credits from the Ministry of Health and Welfare and from the MILDT. Expenditure for
specialised centers for drug addicts (CSST) is covered by health insurance bodies.

Social and cultural context: The great majority of the population believe in the existing measures
of the policy for risk reduction (treatment with substitution products, free distribution of syringes)
and, overall, continue to support prohibitive measures in relation to drugs (against authorisation
under certain conditions of cannabis or heroin use, against free sale of cannabis, (Beck et al.,
2003)). Where use of illicit drugs is envisaged for therapeutic purposes under medical
supervision, 50% declared themselves in favour of providing heroin and 75% for medical
prescription of cannabis to some seriously-ill patients.

In 2002, there were more people in favour of free sale of cannabis than in 1999 but they were
still in a minority (24% declared themselves in agreement with this proposal against 17% in
1999).

! Appendices | and Il to the list of products classified as drugs correspond to tables | and IV in the 1961
International Convention on Drugs. Appendix lll includes the substances in Tables | and Il and some substances
in tables Ill and IV of the 1971 International Convention on Psychotropic Drugs. Appendix IV contains
psychoactive products not classified internationally and some precursors.



1.1 Legal framework

Altering the list of substances registered as narcotics

During the year 2004, by the ministerial order of August 18", 20042, some modifications have
been introduced in annexes Il and IV to the list of substances registered as narcotics:

e Annexe lll: change in the heading relating amphetamine. “Amphetamine is
categorized as narcotic save for the preparation appearing in tablet form and
containing per tablet: amphetamine sulphate 0,005 g, Phenobarbital 0,100 g ».

¢ Annexe lll: addition of amineptine
e Annexe |V: addition of 2-Cl

e Annexe IV: addition of “peyotl or peyote, its active principles and their natural and
synthetic compounds other than mescaline”.

In 2005, another order® introduces in annex IV the various substances likely to be included in
the contents of Ayahuasca: Banisteriopsis caapi, Peganum harmala, Psychotria viridis,
Diplopterys cabrerana, Mimosa hostilis, Banisteriopsis rusbyana, harmine, harmaline,
tetrahydroharmine (THH), harmol, harmalol.

Evolution of French legislation on hemp requlation

By Ministerial Order of February 24", 2004 altering the one of August 22™, 1990 pertaining to
the enforcement of article R. 5181 from Public Health Regulations relating to cannabis (NOR:
SANP0420659A, issued in the Journal Officiel of March 21%, 2004) French legislation
concerning hemp nearly matches European one.

In this new document “are allowed to be cultivated, imported, exported, as well as industrially
and commercially dealt with (fibres and seeds) cannabis sativa types meeting the following
standards: the THC delta content of such varieties does not exceed 0.2%”. Determining THC
content must operate according to the method of chronomatography in gas phase with
capillary column.

The Santhica 27 type is added to the list of the 18 varieties authorized for cultivation (against
26 in the European official documents).

Reference document for risk reduction actions

The Decree n°2005-347 of April 14", 2005 (NOR: SANP0521129D) sets up a national
reference document for risk reduction actions directed to drug users, and therefore
completes Public Health Regulations. It sets up the CAARUDs (Reception and Risk
Reduction Support Centres for Drug Users), and mentions that the latter “along with all
devices contribute to the risk reduction policy’.

This text records in French legislation the goals of risk reduction actions, the modes of
intervention, as well as the various activities likely to be operated by structures (distribution of
equipment, information about risks...). It also specifies the operative prevention tools and the
principles of informing about drug-related risks according to the rule of “not showing
substances in a favourable light”. 1t also reiterates the significance of health watches and
draws a list of possible intervention locations for prevention. That same reference document
prohibits testing practices (see section 3.1)

2 Order of 08/18/2004 (NOR: SANP0422893A) altering the one of 02/22/1990 setting up the list of substances
registered as narcotics - Journal Officiel of 09/15/2004.

® Order of 04/20/2005 (NOR: SANP0521544A) altering the one of 02/22/1990 setting up the list of substances
registered as narcotics and included in the content of "Ayahuasca" - Journal Officiel of 05/03/2005.



1.2 Institutional framework, strategies and policies

Circular letter in order to improve leqal response to harcotic use

Following the orientations asserted in the Government Plan of Fight against lllicit Drugs,
Tobacco and Alcohol (2004-2008), the Ministry of Justice Circular of April 8", 2005* has been
addressed to prosecutors in order to improve and harmonize the legal response to narcotic
use.

It is the most important official document since the Ministry of Justice Circular of June 17",
1999 which already reformed treatment order procedures, and attempted to remedy the
disparity in court proceedings.

This circular letter recommends a “systematic” response to drug users yet also calls for legal
actions in magistrate’s courts and incarcerations to remain “exceptional”.

It provides gradual legal responses (call to order, health orientation, care requirement,
treatment order) in accordance with the convicts’ use behaviours (“‘use exceeding simple
experimentation”, “hard drug users” or ‘polydrug use”), the quantity of substance found on
them during the report of their offences (regardless of any determined level), or their criminal
records. Any legal action before the magistrate’s court must remain exceptional and kept for
“recidivists” or “users refusing to submit to alternative measures”. Such procedure shall
favour “quick legal action”.

This text requires “an increasing repression for offences which tends to encourage narcotic
use”. Therefore some behaviours or activities are more specifically aimed at and must be
subjected to some legal response:

e “Hemp shops in which cannabis are sold for home growing”;
o “Selling clothes or jewels displaying a cannabis leaf”;

o “Distributing publications or review articles praising the virtues of narcotic
substances”;

o “Selling equipment or accessories along with instructions for dosing narcotics”.

This circular also recommends being notably aware of offences relating to the organization of
rave parties and the misuse of high dose buprenorphine (Subutex®).

Lastly upper limits are provided (varying according to local specificities) below which customs
can operate transaction procedures: 20 to 50 grams of cannabis resin, 1 to 5 grams of
heroin, 1 to 5 grams of cocaine, and 1 to 5 doses of synthetic drugs.

Warsmann Report for improving the fight against drugs

By the end of June 2004, The Minister of the Interior (who was then M. de Villepin, the
current Prime Minister) would regard the fight against drugs as one of the six priority works of
the fight against insecurity (OFDT, 2004a, p.13). In order to put such a work into action, the
report written by the Member of Parliament, J-L Warsmann, submitted on October 15™ 2004,
suggests 44 measures for improving the fight against drugs ((Warsmann, 2004). Structured
around solid proposals, the four avenues of work accepted are the following ones:

e Protecting French borders;
¢ A more efficient dismantling of trafficking groups;

e Seizing financial products from trafficking, and updating the French system of the
fight against drug money laundering;

e Developing new indicators of activity for a better assessment of the efficiency of
services;

The Minister of the Interior, who was quite pleased about that report, claimed his “resolve to
use that document in order to make the whole French system progress by a great qualitative

* CRIM 051G4-08042005 ; NOR JUS D 05-30061 C
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leap forward”. By relying on the Warsmann Report, the Minister of the Interior therefore made
no secret of his programme of action for the fight against drugs by the end of 2004. Such a
plan is structured around three main axes:

¢ Intensifying the fight against intermediary trafficking: mainly through a better
collaboration and organization among services in charge of such fight;

¢ Improving the fight against great scale networks: through relying upon a better
knowledge of the letter, a development of international cooperation;

e Depriving from ftrafficking profits those who grow richer at the expense of users:
emphasizing the use of “drug immoral earnings” procedure, strengthening the fight
against money laundering and the efficiency of methods enabling profits seizure.

1.3  Budget and public expenditure

The Organic Law Pertaining to Finance Laws of August 1%, 2001 (LOLF) deeply reforms
state management. It has put gradually into action and will be applicable to the whole French
public departments by January 1%, 2006.

From now on the Government global budget is divided into 34 missions, 133 programmes,
and about 580 policies, whereas it was defined per ministry in the past.

There is now a “Drugs and Drugs Addiction” programme (within the realm of the Health
Mission”) which the Chairman of the MILDT is responsible for. For a global development of
that plan and its actions, the MILDT will be supported by three operators: the GIP (Public
Interest Group) DATIS (National “Drugs, Alcohol, and Tobacco” Telephone Helpline), the GIP
OFDT, and the GIP CIFAD (Interministerial Training Centre for the Fight against Drugs). It
has also been granted a budget of 38 million euros distributed around three main lines of
action:
¢ Interministerial coordination of the preventive, health care, and repressive areas
(67 %°) ;
o Experimentation of new partnership devices in prevention, care, and law enforcement
(32 %5) ;
e International cooperation (1 %5).
Chapter 47-11, included in 2003 Finance Law and relating to “public health programmes,
prevention and health promotion devices” has then been suppressed in 2004 Finance Law,
as well as the various articles have been transferred to Chapter 39-01, “public health and
prevention programmes”, within the context of experimenting the new organic law.

The interministerial actions of the fight against drug addiction (MILDT Budget) are still being
financed through Chapter 47-16 (Table 1).

14 Social and cultural context

During the year 2004-2005, the French media have strongly focused their attentions on
cannabis.

Numerous articles and reports have been published in the press following the launching in
February 2005 of a large communication campaign, “Cannabis Is Real”, initiated by the
Ministry of Solidarities, Health and Family, the MILDT (Interministerial Mission for the Fight

® Indicative data of the 2005 Finance Act.

® Six 25-second promotional films programmed on TV between February 8" and February 27", eight 35-second
ads on teenager radios between February 8" and March 6", ads in the national daily papers, setting up of a
specific telephone helpline, “Ecoute Cannabis”, as well as distribution of information booklets among teenagers
and their parents.
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Against Drugs and Drug Addiction), and the INPES (National Institute for Health, Education,
and Prevention), as well as the setting up of evaluation and support consultations for users.

Le Figaro, one of the major French dailies, ran a “Cannabis, State of Alert” headline in its
February 2" issue, while Le Monde, a reference paper, dealt with the “Cannabis and
Pedagogy” theme in its leading article on February 3. During the following weeks other
pieces of writing took over in general-interest weeklies (notably the Nouvel Observateur front
cover of February 17™: “Teenagers and Cannabis: A Survey on the Dangers of a Drug Not as
Soft as It Seems”, followed by an 8-page special report), women’s magazines, and health
periodicals.

Generally speaking there is a sustained interest in teenagers’ use of psychoactive
substances. This can be particularly proved by the results taken up from the 2003 ESCAPAD
Survey, as well as the articles relating to the local exploitation of that study which enables
discriminating the profiles of the various French regions in July 2005.

All through that period a follow-up of the articles on road safety and the use of psychoactive
substances, notably cannabis, can also be noticed. The issue on screening and setting up
saliva tests has therefore been dealt with regularly: in October 2004 by the Agence France
Presse, Le Figaro, and Libération, then in the end of January by Le Figaro and Le Parisien.

Among other subjects having caught the attention of the press during 2004-2005 stands the
issue on crack use and Parisian Region users. In September 2004 numerous articles (AFP,
as well as in Le Parisien, L’Humanité, Libération, Le Monde, and La Croix) commented on
the eviction of about 126 squatters using crack in the Seine Saint-Denis département, before
another squat expulsion taking place in November in the North of Paris. Each time journalists
would insist on these users’ wandering and helplessness. In June 2005, while a convention
on crack has been organized by the Council of Paris 18" District, the damages caused by the
use of such substance in the North-Eastern part of the capital and Seine Saint-Denis have
once again been evoked in Le Parisien and Libération, whose headline of its June 18" issue
reads as follows: “When Paris is Cracking Up Against Crack”.

Lastly from December 2004 onwards and especially in January 2005 a series of articles and
dispatches (AFP and Reuters) can be added up, as they have dealt with cases of intoxication
subsequent to a sniffed or injected use of a cocaine combination containing atropine. “Watch
out for cocaine fatal cocktail” is the headline of Le Parisien January 13" issue, while France
Soir points out: “Watch Out for Cocaine-Atropine” on the same day. As their counterparts,
these papers have insisted on one of the contents of such combination called “crystalline”.

Table 1: Specific funds devoted to interministerial actions of the fight against drug
addiction, granted by Finance Act and allocated, 2002-2004

Specific funds granted by the initial Finance Act 2002 2003 2004

Chapter 47-16: interministerial actions of the fight against drug addiction 45.58 40.05 38.04

Budget actually allocated

47-16 article 10 (funds transferred to Ministries) 5.69 6.39 3.90
47-16 article 20 (decentralized intervention funds) 14.15 15.11 10.35
47-16 article 30 (decentralized funds, prevention programme, CDO, CIRDD) 2147 16.01 19.50
Total " 41.31 37.51  33.75

(1) The disparity between allocated funds and actual ones is mostly due to budget freezes having occurred during the year.

Sources: MILDT; Treasury special accounts (“les Verts”), Ministry of Economy, Finance and Industry.
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. Drug use in the population

Drug use in the population: general context

Drug use is generally classified on four levels which relate to the extent of use; these levels
have been established on the basis of indicators used internationally:

- experimentation: having used the product at least once;
- occasional use: use at least once a year;
- regular use: use at least 10 times in the last 30 days;
- daily use: use every day.
In some cases, recent use (use at least once in the last 30 days) is also used.

Drug use among the general population: there are several surveys in France which collect data
on this subject:

- for the adult population: the Health Barometer (Institut national de prévention et d'éducation
pour la santé —INPES- National Institute for Health Education and Prevention), survey every
four years); survey on Representations, Opinions and Perceptions regarding Psychotropic
Drugs (EROPP) carried out every 3 years by OFDT) [Standard table no. 1].

- for the school population: European School survey project on alcohol and other drugs
(ESPAD) carried out every 4 years (INSERM-OFDT) [Standard table no. 2].

- for young people: annual survey on health and consumption on call-up and preparation for
defence day (ESCAPAD) carried out by the OFDT among young people aged from 17 to 19.
This survey in particular is an opportunity to question young people who have left school early
[Standard table no. 30].

Cannabis is the illicit substance most used in France and its use has increased significantly
over the last 10 years. In 2002, 2 out of 5 adults had already experimented with cannabis and
fewer than 1 out of 10 used it occasionally or regularly (Beck et al., 2003).

Cannabis use mostly concerns all social circles even though some slight differences may be
observed. This substance appears to be a little more used by pupils and students (Beck et al.,
2005a), bachelors (Beck et al., 2002), unemployed individuals, and, among working ones, by
intermediate jobholders, yet notably less used by workers (Legleye and Beck, 2004); however
most differences between socio-professional categories do not stand out.

Besides cannabis, acknowledged drug experimentations remain minor: e.g. there are 10.9
millions individuals experimenting cannabis, 1 million for cocaine, 500,000 for ecstasy, or even
400,000 for heroin (Beck et al, 2004a). However, the slight increase in levels of
experimentation among the 18-44 vyear-olds for cocaine (3.3% compared to 1.6%),
hallucinogens (3.0% compared to 2.4%), ecstasy or amphetamines (2.5% compared to 1.2%)
between 1995 and 2002 demonstrate that use of these products is spreading. The level of
experimentation with heroin itself has been stable for around ten years (Beck and Legleye,
2003b).

Whatever the product considered, men living in large cities are more likely to experiment (Beck
et al., 2002). Experimenters with illicit drugs are frequently unemployed or living with poor
material resources, with the notable exception of experimenters with cannabis, who are better
integrated socially.

At the age of 17, after tobacco, alcohol and cannabis (54.6% of boys and 45.7% of girls) and
psychotropic medicines, the products most experimented with are inhalants (5.2%),
hallucinogenic mushrooms (4.2%), poppers (4.0%), ecstasy (3.9%) and, to a lesser extent,
amphetamines (2.0%), cocaine (1.6%) and LSD (1.3%) (according to ESCAPAD 2002, , (Beck
and Legleye, 2003a)).

Drug use among specific groups: the latest investigations carried out among people working as
prostitutes (men and transsexuals, women) show that recent use of illicit drugs, excluding
cannabis, involves a minority (Cagliero and Lagrange, 2004; Da Silva, 2003). However it
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appears to be more frequent among men and transsexuals (recent use of poppers 13%, 11%
for ecstasy, 7% for cocaine, 2% for heroin) than among women (recent use of heroin 5%).

Among the homeless the data is patchy, but it is known that all products are available and are
used. Users living on the street "have addiction practices which are noticeably different from
those of addicts who are better socially integrated: when you have no money or plans, you use
what you can get on the day [....]" (Solal and Schneider, 1996). Estimates of the prevalence of
use of illicit drugs in the last few months vary from 10% to 21% or even 30% depending on age,
income level, the cause of their being on the street and the aid facilities attended (Amosse et
al., 2001; Kovess and Mangin Lazarus, 1997; Observatoire du Samu social de Paris, 1999).
The most-used drugs, apart from alcohol and tobacco, are cannabis and cocaine.

Although collection of epidemiological data on drug addicts among professionals is hindered by
obstacles of various types (ethical, technical, financial, time, regulatory, cultural, practical),
some assessment information is available. In 1995, a study of anonymous urine samples given
by 1,976 employees from the Nord Pas de Calais found that 17.5% of workers used at least one
psychoactive substance and in jobs relating to safety and security the figure was 40% of
workers (Fontaine, 2002b). For the majority of users in the professions, use is hidden from their
professional circle; work time and use time are as far as possible kept separate (Fontaine,
2002a).

Attitudes to drugs and drug users: the tool used to evaluate the attitudes of French people to
drugs and drug users is the EROPP survey. This survey helps to measure the level of
information there is about drugs, substances known as drugs, and the estimated degree of
danger of the products. The study also looks at the representations of drug addiction in public
opinion.

In 2002, 61% of French people stated that they felt they were well-informed about drugs, which
was slightly more than in 1999. In response to the question: "What are the main drugs you are
aware of and do you know their names?", the French cited on average 3.8 products. The
product the most often cited was cannabis (82%), followed by cocaine (60%), heroin (48%) then
ecstasy (37%) (Beck et al., 2003).

The product considered most dangerous by French people is heroin, well ahead of ecstasy and
cocaine, alcohol and tobacco and finally cannabis (only 2% of those questioned felt that
cannabis is the most dangerous product). This classification does not vary much with age, sex
or socio-professional category. The perceived danger of cannabis varies with age and sex and,
particularly, depending on familiarity with the product (Beck et al., 2003).

2.1 Drug use in the general population

New estimate of the number of users of psychoactive substances in France

The new ESCAPAD Survey of 2003 (See next subsection) has made possible an update of
the estimate of the amount of French individuals concerned by the various uses of
psychoactive substances. These figures stand for rough approximations and must be
regarded as guidelines (Beck et al., 2004b) (Table 2).

2.2 Drug use among young people and school children

17 to 18 teenagers

2000-2003 Evolutions

The ESCAPAD Survey carried out in 2003 focuses on a sample of 21,151 teenagers of 17-
18 (spread over Metropolitan France, French overseas départements and Pacific territories).
The sample used for exploitation includes 7,473 boys and 7,575 girls, that is to say a total of
15,048 of 17 and 18 year-olds. At the time of the survey, a majority of the latter would
declare themselves students (87% of the 17 year-olds, 84% of the 18 year-olds), the girls
more often than the boys; they mostly live at their parents’ (88%).
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Table 2: Estimate of the number of individuals using psychoactive substances in
Metropolitan France among the 12-75 year-olds, 2003

Alcohol Tobacco Psychotropic Cannabis Cocaine Ecstasy Heroin

medicines
Experimenters (" 444M 366 M I 10.9 M 1.0M 500000 400 000
Occasional users ®  41.8M  16.0M 89M 42M 200000 200 000 Il
Regular users 131M  13.0M 3.8M 850000 Il I/ I
Daily users 78M  13.0M 24M 450 000 Il Il Il

M: millions. //: unavailable.

(1) individuals declaring having used a substance at least once in their lifetimes; (2) individuals having used a
substance during the year (apart from tobacco: current smokers); (3) at least 3 weekly alcohol uses, daily tobacco
use, weekly use of sleeping pills or tranquillizers, 10 monthly cannabis uses; (4) daily use (except for medicines:

daily or near-daily use during the month).
NB: in 2001 the number of 12-75 year-olds is close to 46 millions.

Sources: 2003 ESCAPAD, OFDT; 2003 ESPAD, INSERM/OFDT/MJENR; 2002 EROPP, OFDT; 2000 Barométre Santé, INPES,
OFDT operating.

As far as illicit drugs are concerned, the results from the 2003 Survey show the following
trends (Beck et al., 2004a; Beck et al., 2004b) (Table 3):

¢ Cannabis lifetime and recent uses have increased among girls as well as among
boys throughout the 2000-2003 period of time. But signs of a slowdown have been
observed between 2002 and 2003 among boys (beginnings of a decrease in
experimentation). Such a drop is occurring as France has been ranking first among
European countries for cannabis experimentation since late nineties;

e A slight increase in some experimentations between 2000 and 2003: poppers,
ecstasy, amphetamines and cocaine;

e As for the experimentation levels of inhalants, hallucinogenic mushrooms, LSD,
heroin, and crack, they have not changed since 2000.

In 2003 the recent uses of illicit substances other than cannabis among 17-18 year-olds
remain extremely infrequent. Only ecstasy exceeds 1%.

This ESCAPAD Survey enables an update on the experimentation levels of ketamine,
Subutex® and GHB, which were not surveyed in previous years. Among the 17-18 year-olds,
the levels of lifetime uses prove quite low for those substances, respectively: 0.3%, 0.6%,
and 0.3%.

Uses according to school and work status

The ESCAPAD Survey allows to highlight and quantify the differences of levels of use among
the major psychoactive substances, according to the 17-18 year-olds’ school or work status
(Beck et al., 2004b).

A majority of students surveyed are attending school or university (84.8%), some of them
following a block-release training (11.6%), while others have more uncommonly dropped out
of the school system (3.6%). When it comes to school pupils, we can know when they have
possibly repeated a year, or which courses they have enrolled in.

A descriptive analysis of the differences in cannabis use according to school status shows
that teenagers enlisted in standard courses generally reveal lower levels of use when
compared with those enrolled in vocational courses (Table 4). Youngsters out of the school
system, working or unemployed register the highest cannabis levels of use when compared
with the other two categories.

Repeating one’s year in the standard education course proves closely connected with the
uses of tobacco, alcohol and cannabis. As far as cannabis regular use is concerned, the
connection stands clearly out: 7.3% among pupils who have not repeated their years, 14%
among those having repeated once, and 13.4% among those having repeated twice or more
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(p<0,001). On the other hand, such a connection cannot be observed among pupils attending
vocational training courses.

Table 3: 2000-2003 Lifetime use evolution of psychoactive substances by gender at 17
(% on lines)

Girls Girls Boys Boys Both Both

2000 2003 2000 2003 2000 2003
Alcohol - 94.2 - 95.0 - 94.6
Tobacco 79.4 79.0 76.0 75.0 77.7 77.0
Drunkenness 49.5 47.6 63.3 62.2 56.4 55.0
Cannabis 40.1 47.2*** 50.1 53.3** 455 50.3***
Psychotropic 29.0 35.5%** 10.6 14.3*** 19.8 24 . 7***
medicines
Inhalants 3.3 4.0 4.9 4.7 4.1 4.4
Hallucinogenic 1.6 20 4.5 4.9 3.1 3.5
mushrooms
Poppers 1.3 2.4%** 3.4 4.1 2.4 3.3
Ecstasy 14 2.4** 2.8 4. 1% 2.1 3.2
Amphetamines 0.6 1.1* 14 2.4%** 1.0 1.8***
Cocaine 0.6 1.1* 1.3 2.0 1.0 1.6***
LSD 0.8 0.6 1.6* 1.1 1.2 0.9
Heroin 04 0.7 0.9 1.0 0.7 0.8
Crack 0.2 0.5 0.9 0.6 0.6 0.6
Subutex® - 0.4 - 0.9 - 0.6
Ketamine - 0.2 - 0.5 - 0.3
GHB - 0.3 - 0.3 -

Reading: *, **, ***: 2000-03 evolution significant at the 0.05, 0.01, 0.001 thresholds; non-asterisk ratios
describe irrelevant evolutions at the 0.05 threshold. Ratios in block letters point to significantly higher
prevalences.

Source: 2003 ESCAPAD Survey, OFDT.

Table 4: 2003 Cannabis regular uses among 17-18 year-olds, according to age and
school status (ratios lined up)

17 18 17-18
Standard education
Vocational 13.3 16.1 14.7
General 8.5 12.0 10.2
Both 9.9*** 13.3*** 11.6***
Apprenticeship/block-release training (CAP, BEP) 15.2 21.8 18.7
Out of school (unemployed, working) 16.3 27.5 24 1

*, **, *** Chi-square two sample test for the difference between school status respectively significant
at the thresholds of 0.05, 0.01, and 0.001.

Reading: cannabis regular use concerns 9.9% of the whole teenagers attending schools, such a
disparity being significant at the 0.001 threshold between both courses (vocational and general).

Source: ESCAPAD 2003, OFDT.

Cannabis contexts of use

There is a great diversity of cannabis modes of use, from simple experimentation never
repeated to daily and significant uses, yet a majority of them seem to fall within the scope of
controlled practices. The data collected during the survey enable to establish that the
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weekend stands for the special moment of use, and that during such a period uses prove the
most intense ones: among the individuals having used during the previous month, more than
9 out of ten acknowledge smoking at the weekend against 7 out of 10 during weekdays. The
survey also brings to light the connection between use frequency and intensity: nearly three-
quarters of daily users declare smoking usually at least 5 joints a day at the weekend,
against 3 daily users out of 10 when using. During their last uses (on the day prior to the
survey) about one daily user out of five declares having smoked one joint at most, one third
of them admit two or three joints, and more than one third acknowledge five joints at least.
However the survey cannot allow indicating if such joints are smoked lonely or shared.

According to the CAST (Cannabis Abuse Screening Test) unit created at the OFDT (See
2002 ESCAPAD Report) and brought in the survey (OFDT, 2004a, p. 33 in order to see the
detailed test ), 14% of the 17-18 year-olds would show signs of a high risk of problematic use
(9% of girls, and 18% of boys), while 6% of them would be experiencing a regular use with a
slighter risk to drift onto a challenging use. The teenagers concerned by such signs of
problematic use differentiate themselves from others by a little more difficulties at school and
more significant care uses in the realm of psychological health. On the other hand there are
very small disparities as far as social origins are concerned: in the survey the youth coming
from the least fortunate families are no more affected than those belonging to the most
favoured ones. On the contrary, among teenagers spotted out as presenting some risk of
challenging use, the share of those coming from humble families (whose parents are
workers, employees, or without any occupation) ranks a bit lower than average, especially
among boys.

Influence of cannabis precocious use

This side analysis does not aim at explaining recent uses according to past one or events
from personal backgrounds, but rather at painting a picture of factors relating to uses and
relocating precociousness within these factors. Having smoked cannabis at an early age
stands for the behaviour most commonly associated with current use, as far as its frequency,
intensity or problematic characteristics are concerned. The second factor is the use of
cannabis by peers: other things being equal, claiming that most of one’s friends are users
proves quite connected with a regular use. On the other hand family status (parents’
separation, living in a non-parental home) does not seem to carry weight in it.

Cannabis purchase

New questions brought in the survey questionnaire enable for the first time an estimate of the
money spent by 17-18 year-olds for purchasing cannabis during the weeks prior to the
survey, whose amounts may be compared with the incomes declared (pocket money, salary,
other resources). Boys, who stand for more frequent users than girls, also acknowledge
higher expenditures, even when frequencies of use are comparable.

The monthly amounts spent for cannabis vary from € 27 for users during the month to € 54
for regular users, and exceed € 80 for daily users. When it comes to the latter their cannabis
“budget” stands for an average 33% of their incomes (pocket money, salary, and other
resources).

According to the assumptions accepted, the amounts of money spent monthly by the whole
17-18 years-old French in 2003 for cannabis purchase would rank between 12 and 21 million
Euros (M€). When adding up to that the sums spent for alcohol and tobacco, and considering
the average of low and high estimates, the French of 17-18 would spend a monthly sum
close to M€ 94 for their use of these three substances.

Regional exploitations of the ESCAPAD Survey

Regional atlas

As far as teenagers’ use is concerned, a systematic regional analysis of the data collected by
the 2002-2003 ESCAPAD Survey has been carried out. Such exploitation enables drawing a
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map of Metropolitan uses (save for Corsica) as well as those of overseas départements and
Pacific territories (Réunion, Guadeloupe, Martinique, French Guiana, New Caledonia, French
Polynesia).

The sample exploited amounts to 27,354 teenagers of 17 for Metropolitan France (14,515 in
2002 and 12,839 in 2003), and 3,955 for the DOMs and COMs.

Cannabis users prove quite identical over the whole French Metropolitan territory. Regular
use is more widespread in Brittany and in the Mediterranean region. Conversely it appears
more infrequent in North-Pas-de-Calais, Burgundy, and Limousin.

Figure 1: Cannabis regular use at 17
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Source: 2002/2003 ESCAPAD Survey, OFDT, regional exploitation.

Concerning other illicit substances, experimentation figures appear roughly similar on French
territory apart from ecstasy (more often experimented in North-Pas-de-Calais, Franche-
Comté, Languedoc-Roussillon), cocaine (whose experimentation proves more frequent in the
Mediterranean region), and to a lesser extent LSD (whose experimentation is more
widespread in Languedoc-Roussillon, Provence-Alpes-Cote d’Azur, and Brittany).

In the DOMSs, cannabis uses are more infrequent than in Metropolitan France, as well as for
the experimentation of other illicit substances. In the COMs cannabis users are similar to
those from the DOMSs; on the other hand the experimentations of inhalants, LSD, cocaine,
amphetamines, ecstasy or heroine is closer are closer to those measured in Metropolitan
France (Beck et al., 2005b; Beck et al., 2005c¢).

Teenagers’ drug uses in Ile-de-France

The exploitation of the ESCAPAD Survey for lle-de-France’ relates to data collected in 2002-
2003: 2,484 teenagers of 17 (1,240 boys and 1,244 girls; 90% of them are pupils or
students).

As a rule, prevalences observed in lle-de-France among teenagers rank lower than those
measured in the rest of the country (regular uses of tobacco and alcohol, drunkenness
experimentation, regular drunkenness). When it comes to cannabis use, the rates from fle-
de-France are closer to those from the rest of the country. The only substances for which
experimentation appears more frequent in fle-de-France are psychotropic medicines (for
boys only), poppers and crack (for boys only). Concerning all other substances,

" lle-de-France includes the city of Paris (capital) and the seven surrounding départements. It is the most densely
populated French region with 11 million inhabitants, namely 18% of the French population. It is a young and
working region: 32% of its inhabitants are under 25 years old, and only 17% of them are 60 and over.
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experimentation prevalences are lower or similar to those found in the whole of other French
regions (Beck et al., 2004c ; Beck et al., 2005d).

Table 5: Comparison of psychoactive substances experimented at 17 in fle-de-France
and other French regions, by gender (ratios), 2002-2003

Boys Girls
lle-de-France  Other regions  lle-de-France  Other regions

Alcohol 90.0*** 94.8 89.8*** 93.8
Tobacco 73.4% 76.6 76.5*** 79.7
Cannabis 58.6 57.1 46.7* 48.9
Drunkenness 51.1% 64.2 38.6™** 49.3
Poppers 17.0%** 141 36.9 35.1
Medicines 6.9%** 5.2 4.3* 3.5
Hallucinogenic 4 5ee 6.1 29 24
mushrooms

Ecstasy 4.5 5.3 2.7 3.1
Inhalants 4.6 6.3 2.5%** 4.5
Amphetamines 1.9** 29 1.0* 1.6
LSD 1.8 1.8 0.8 0.9
Crack 1.4* 0.9 0.4 0.5
Cocaine 21 25 1.1 1.4
Heroin 1.1 1.2 0.2 0.7

Assessment: ¥, **, *** point to disparities respectively significant at the thresholds of 0.05, 0.01, and
0.001 between lle-de-France and other French regions. Significantly higher prevalences appear in
block letters.

Source: 2002/2003 ESCAPAD Survey, OFDT, lle-de-France exploitation.

2.3  Drug use among specific groups

Ad(dictive behaviours amongq army volunteers

A transversal study has been performed between 1999 and 2002 among French army
volunteers stationed overseas, in order to estimate the prevalence of addictive behaviours
among that population, and measure the influence of overseas stationing upon uses. A little
more than 1,000 individuals have been surveyed and urinary samples have been
systematically taken.

Cannabis represents the most frequently experimented drug (44% of subjects), then ecstasy
(6.4%), cocaine (4.5%), other drugs or medicines (2.3%), and opiates (heroin and morphine,
1.1%). Urinary tests have brought into light the presence of cannabis (9.1% of urinary
samples), amphetamines (1.1% of samples), and cocaine (0.4% of samples) among army
volunteers.

When compared with the general population® the uses of cannabis and heroine are similar,
whereas the experimentations of cocaine (4.5% vs. 2.2/2.5%) and ecstasy (6.4 vs. 0.9/2.8%)
are more frequent among army volunteers. Staying overseas seems associated with an
increase in the uses (+1.3% for illicit drugs) yet many factors may be accounted for (Mancini
et al., 2004).

® Data from that survey have been compared to those from Barométre santé 2000.
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Use of substances in gay and lesbian recreational areas

In autumn of 2003 out of 14,000 questionnaires distributed around 43 Parisian recreational
venues (among which 4 were “females only” locations) 3,500 have been collected, of which
about 2,800 have been exploited and therefore enabled a better knowledge of uses among
such a gay and lesbian attendance.

The majority of individuals having responded are males (80%), of which 85% acknowledge
being gay, 8% bisexual, and 4% heterosexual. When it comes to females, 20% of them are
heterosexual, 11% bisexual, and 62% admit being lesbians. 88% of respondents rank
between 18 and 39 years-old; 61% are single; 65% live inside Paris.

In a party, gays and lesbians do not drink more alcohol than the average of French
individuals; they smoke less cannabis (19%) yet sniff more poppers (10% on a regular basis,
30% occasionally or rarely) and cocaine. The uses of ketamine or GHB remain insignificant.

The frequencies of use are “systematically decreasing when substances are taken before a
sexual intercourse, likely to reveal there is no psychotropic intake specifically associated with
sex” and that running risks (e.g.: unsafe sex) does not result from the possible effects of
substances but from a deliberate abnormal behaviour (Le Kiosque et al., 2005).

2.4  Attitudes to drugs and users
NO NEW INFORMATION AVAILABLE
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3. Prevention

Prevention: general context

(For more details, see the 2004 National Report)

Legislation framework:

French legislation does not cover the field of drug prevention. The founding law pertaining to the
fight against drugs — December 31%, 1970 Law n°70-1320 — does not tackle it. As such, the only
laws making exceptions to it are the one known as the “Evin” Law of January 10th, 1991° —
regulating alcohol and tobacco use in public places as well as advertising them —, and the
circular letters from the Ministry of National Education supporting the prevention of risk
behaviours since 1990.

The scope of the French risk prevention policy is presently defined by two main official texts
which set up the principle of harmonizing and generalizing prevention via some planning
throughout school years, from primary education onwards and notably during secondary one:

- The 2004-2008 Government Plan of Fight Against lllicit Drugs, Tobacco and Alcohol,
which, as far as prevention is concerned, particularly emphasizes cannabis, tobacco and
school, as it intends to set up the necessary conditions of an actual prevention that would match
all education levels;

- The 2003-2008 Five-Year Program of Prevention and Education developed by the
Ministry of National Education.

The 2003-2008 National Plan of Fight Against Cancer may also be accounted for - as it has
raised a real fervour and funds for actions against tobacco — as well as the Five-Year Public
Health Law of August 9™ 2004, which establishes at least one yearly session of prevention in
secondary schools, and, among other things, determines the goals for cutting down passive
tobacco exposure at school, in recreational areas, and at work.

Political coordination, from central down to local level:

Ever since 1999 the fight against drugs has been extended to legal psychoactive substances
like alcohol, tobacco, and psychotropic medicines. It supports two strong principles: an early
intervention among youngsters in order to delay the age of use initiation, and an intervention
that does not only aim at preventing use but also at restricting abuses.

Boosting and coordinating prevention policies come under the authority of the MILDT. National
orientations are described in the Government Plan which MILDT represents. In each ministry
concerned, a department coordinates the goals of prevention between central and local levels,
as well as it handles the subject with the MILDT.

Bringing national orientations down to local levels therefore depends on decentralized
government services but also on the specific system of the “drug” policy coordinated by the
MILDT. The latter is notably based on the appointment of a “drugs and drug addiction” project
leader in each French - from the body of prefects -, and a coordinator issuing from decentralized
services''. The project leader defines and organizes prevention policy in his/her département.
For that purpose (s)he has funds devoted to the prevention of addictions and the training of
professionals, as well as (s)he seeks advice from local institutions (government services, legal
authorities, territorial bodies'?, and as far as possible major associations) in order to coordinate
the goals of public contributors and determine financing.

® Law n°91-32 of January 10th, 1991 pertaining to the fight against tobacco and alcohol addictions, Journal
Officiel, January 12th 1991, p. 4148 (NOR : SPSX9000097L)

10 Set up by the Circular Letter n°2003-210 of December 11”‘, 2003; NOR: MENE0302706C.

" The two-person team has been set up since 2004. Project leaders located in regional capital cities operate a
regional coordination especially for medical care.

12 Decentralized public services of a département or a region, self-governing and having their own competences
in such areas as health, child social support or child care.
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In schools, headmasters set up yearly prevention measures to be conducted among pupils.
While they are allowed some freedom of movement, they are nevertheless given some
education authority recommendations issuing from ministerial orientations. Most of secondary
schools have a Comité d’éducation & la santé et a la citoyenneté (CESC, Health and Citizenship
Education Committee) gathering the education community and outside contributors
(associations, institutional contributors, etc.) in order to coordinate prevention within their own
schools.

Institutional and administrative framework for the prevention of addictions:

Drug prevention has always fallen within a process of extending the common rights and
services granted by government or delegated to associations, according to a local community
principle (decision-making levels and local contributors).

Locating priority intervention areas (ZUS or ZEP™), in accordance with socioeconomic
indicators referring to accommodation or education quality (rate of school backwardness and
rate of scholarship holders), enables gathering additional funds for underprivileged populations.

Territorial and trans-sectional coordination devices make possible a coherent distribution of
public funds. They fall within the scope of the fight against drugs or health and social exclusion
(PRSP), law and order or local authority policies (CLS, CEL)".

There are as many financing sources as professional bodies involved in prevention. In the state
sector only services in charge of law enforcement train experts likely to meet young or grown-up
populations, on request of schools or other services: they are the FRAD (Formateurs relais
antidrogue de la gendarmerie nationale; Anti-drug shift trainers belonging to the National
Gendarmerie) and the PFAD (policiers formateurs antidrogue, police officers in charge of anti-
drug training).

Supporting decision-making and professional networks:

The National Institute for Health, Education and Prevention (INPES) is commissioned to carry
out an expert appraisal, develop prevention practices, and set up national programmes (in
particular media campaigns). Other bodies may support professionals specialised or not in the
realm of drug prevention:

- The regional centres for information and resources on drugs and dependencies (CIRDD),
standing as a technical support for drugs and dependencies project managers (CPDD), and
public services, through their duties including research, methodology guidance for developing
projects, and observation, notably in the field of prevention. A revision of such a device is under
way;

- The drug addiction information network called « Toxibase », which also manages a
section on French-speaking tools pertaining to various prevention themes;

- The prevention tools validation committee, coordinated by the MILDT, which delivers a
qualitative opinion on the tools submitted to it, in order to favour the reliability and consistence
of the views expressed.

In order to be represented in public debates and to promote professional exchanges,
specialised contributors belonging to associations are gathered in federations: FNES, ANPAA,

3 ZUS: Zones urbaines sensibles (Sensitive Urban Areas); ZEP: Zones d’éducation prioritaires (Priority
Education Areas).

* PRSP: the Programmes régionaux de santé publique (Regional Public Health Programmes) take over from the
Programmes régionaux de santé (PRS ; Regional Health Programmes) and the Programmes régionaux d’acces a
la prévention et aux soins pour les personnes en situation de précarité (PRAPS ; Programmes for Acces to
Preventive Measures and Health Care for People in Vulnerable Situations) ; CLS: Contrats locaux de sécurité
(Local Security Contracts); CEL: Contrats éducatifs locaux (Local Educational Contracts).
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ANIT FFA, CRIPS™. All these associations set up training courses, lectures, think-tanks, or
information networks connected with preventing the use of psychoactive substances.

Some references on French prevention devices:

Most prevention actions pertaining to addictions operate in schools and widely involve the
education community in coordination as well as in acting. The “selective” or “indicated”
prevention is mainly issuing from specialised contributors belonging to associations (see:
“cannabis consultations”, section 3.2), but also from services under local or even département
authority, as their scope of activities covers child social support or child care. It is worth noticing
that such terms as “selective” or “indicated” prevention are not used in France.

See also [Structured questionnaire no. 22] on universal school based prevention and [Structured
questionnaire no. ] on

In practical terms, drug prevention is characterized by a slight interventionist government policy.
Up till now there has been no pattern forced neither on professional networks nor on institutions,
yet this might evolve in a near future, through the political will to plan prevention at school.
However thanks to various initiatives developed in order to professionalize such a field,
harmonize the action principles, some approaches are coming up: going beyond the information
on risks; interaction; developing psychosocial expertise... Yet the modus operandi of such
expertise remains vague for many contributors.

National permanent prevention devices will follow:

- The Drogues Alcool Tabac Info Service national telephone helpline (DATIS, “Drugs,
Alcohol, and Tobacco Information Service”);

- The information and prevention touring campaign on drug addiction, managed by the
Mission de lutte anti-drogue (MILAD, Mission for the Fight Against Drugs; Ministry of the
Interior) which visits numerous schools and the French coastline during summer;

- The Points Ecoute (Reception Centres), support, orientation and arbitration facilities for
the youth and/or their parents, in tune with challenging drug uses;

- The Youth Reception and Counselling Centres (Points d’accueil et d’écoute jeunes,

PAEJ), less specialised yet devoted to youngsters experiencing high-risk situations (poverty,
wandering) and the people around them, within the realm of the fight against social exclusion.

Monitoring prevention today:

Despite some attempts France is not granted an effective monitoring system for prevention. Yet
this field obviously lacks clarity because of the multiplicity of the contributors’ information
systems and funding.

Today such a situation puts a brake on any attempts to make an accurate national inventory on
French prevention. It accounts for the prevalence of support and help facilities in the national
strategies described in this report.

3.1 Universal prevention

National prevention policy at school

Both government plan and the Ministry of National Education Prevention and Education
Programme for 2003-2008 have set up a national programming for prevention policy at
school. In that perspective, the MILDT and the aforementioned ministry, helped by numerous
institutional partners, have developed an intervention manual for preventing addictive
behaviours at school. In February 2005 that brochure has been distributed in around 80

> ENES: Fédération nationale des comités d’éducation pour la santé (National Federation of Health Education
Committees; www.fnes.info); ANPAA: Association nationale de prévention en alcoologie et addictologie (set up in
1872, National Association for the Prevention of Alcoholism and Addiction, www.anpaa.asso.fr); ANIT:
Association nationale des intervenants en toxicomanie (National Association of Drug Addiction Workers,
www.anit.asso.fr); FFA: Fédération frangaise d'addictologie (French Federation of Addictology,
www.addictologie.org); CRIPS: Centres régionaux d'information et de prévention du sida, (Network of Regional
Information and AIDS Information Centres, www.lecrips.net/reseau.htm).
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schools on a trial basis, for its writers to be able to value its applicability, improve and
complete it with a view to spread its diffusion by autumn 2006.

In its experimental form that document specifies the institutional and technical means
supplied to schools, as well as it outlines the psycho-affective development among children
and teenagers, the various uses around France, the present legislation, and suggests:

e A 4-session intervention plan for pupils attending CM2 and 6iéme'® (11-12 years-old
pupils on average) particularly focused on tobacco ;

e A 4-session intervention plan for pupils attending 3iéme and 2nde"” (15-16 years-old
pupils on average) particularly focused on cannabis.

This guide has yet to be completed with intervention units on alcohol and ecstasy.

Global intervention directed to communities

From January 2005 onwards more than 250 “cannabis” consultations, announced by the
government plan, have been set up all around the French territory. Devoted to teenagers
with difficulties on account of their uses of cannabis or other drugs, as well as to their
parents, such reception and support facilities are anonymous and free. They are located in
the major French cities in order to be easy to get to. Consultations are performed by
professionals trained to using evaluation tools and quick interventions within the realm of
addictions, as well as able to detect social, medical or psychiatric services adapted to
patients needing specialised care. This new type of structure is submitted to a follow-up
(results to come by the first quarter of 2006). The first data available for the activities of these
consultations show that two or three months after that device has been set up about 3,500
and 4,000 individuals per month have attended such facilities, among whom 2,000 to 2,500
cannabis users (the others being parents, relatives, youth workers...) (OFDT, 2005c).

Recreational area

A national reference document for risk reduction actions relating to drug uses has been
passed by ministerial order on April 14", 2005'. From that date onwards testing practices
are banned, as they do not enable a “detection of substances included in the contents of
tablets”, in accordance with what has been established by the government plan of the fight
against drugs. Prevention actions in the recreational area should conform to that intervention
reference document.

Telephone helpline

In 2004 a new telephone helpline has been set up: “Ecoute cannabis”. The decreasing
amount of calls answered by the DATIS helpline against 2003 figures (625,000 vs. 800,000
in 2003) can be essentially explained by the change of telephone number (from 113 to
08231313 still toll-free). Among those calls 12% of them have a request (that is identified by
the service as actual requests). Users (54%) as their friends or family (36%) or professionals
make use of this device. During calls licit substances have been quoted in 64% of cases.
Among illicit substances (36% of calls), cannabis remain the substance most frequently
mentioned (25% of all request calls; following alcohol yet ranking before tobacco), far ahead
of heroin (5% of request calls with a content), cocaine (4% of request calls) or ecstasy (3% of
request calls).

16 Namely the fifth year in primary school and the first one in secondary school (1St form in British secondary
schools).

v Namely the last year in a collége (4™ form in British secondary schools), and the first one in a lycée (5™ form in
British secondary schools).

'® Decree n° 2005-347 of April 14™, 2005 ratifying the national reference document on risk reduction actions for
drug users and completing Public Health regulations, NOR: SANP0521129D.
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Budget

The funds invested by the MILDT for prevention in 2004 are shown in Table 6.

The disparity of budget allocation on the line referring to actions carried out for prevention
programmes in the départements can be explained by budgets being established in 2003 on
the basis of 75% of the current devices (CDO, prevention, CIRDD). In 2004, according to
départements, some CIRDD devices happen not to have been reduced of 25% or some
CDOs have been granted more money.

From 2006 onwards project leaders will be asked to produce indicators about the setting up
of their own département-level plans (decentralized government plan).

In 2003 INPES expenses for prevention amounted to a little more than € 100,000.

Table 6: Prevention actions financed by MILDT funds from 2002 to 2004 (in thousands

of Euros)
Types of actions 2002 2003 2004
Actions performed within the realm of prevention 6.6 7.1 18.2
programmes in the départements (managed by “drugs and
drug addiction” project leaders)
Local actions under the authority or management of:
National Education (through the CESCs) 1.30 0 --
Ministry of Sports 1.30 0 -
Agriculture (agricultural education) 0.13 0 --
Other decentralized services (PFAD & FRAD, etc.) 0.50 ? --
Head of network associations 1.00 0.94 1.05
Total 10.83 8.05 19.25

3.2

Source: MILDT, 2004.

Selective/indicated prevention

NO NEW INFORMATION AVAILABLE

No new element relating to that theme apart from the fact that “cannabis” consultation
facilities (See subsection on global prevention to communities) shall be able to treat more
challenging users.
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. Problem drug use

Problem drug use: general context

Prevalence and incidence estimates: An estimate was made of the national prevalence of
problematic use of heroin and cocaine in the population aged 15-54, using the demographic
estimation method and data from the "November" survey of 1999 (Costes, 2003). The result
obtained was 4.6 per thousand [Standard table no. 7].

Local estimates were made in 1999 of the prevalence of use of opiates and cocaine (heroin,
Skenan®, Subutex®, methadone and cocaine) concurrently in five French cities, using the
capture-recapture method: the estimates varied from 15.3 per thousand people aged 15 to 59 in
Nice to 6.5 per thousand people aged 15 to 59 in Toulouse (Chevallier, 2001), [Standard table
no. 8].

The number of problem opiate or cocaine users was estimated to be between 150,000 and
180,000 in 1999.

There are currently several French-language tools allowing evaluation of abuse or harmful use
of cannabis among adolescents or young adults. These are two tests translated from English
and one specific test for cannabis devised by OFDT: CAST (Cannabis Abuse Screening Test).

Until there is a European definition, the definition of problematic use of cannabis selected for
use in France is as follows: "use likely to cause significant health and social damage to oneself
or others".

France has just been granted a system for recording requests for treatment in accordance with
the European protocol (TDI — [TDI; Standard tables nos. 3 and 4]). Until the first results of the
common data collection on addictions and treatments (RECAP) are published in 2005-2006, the
information on the profile of people undergoing treatment comes from:

- the "November" survey carried out by the Directorate for research, studies and evaluation
of statistics (DREES) at treatment centres in a given month

- annual activity reports from the specialised centres for drug addicts (CSST) which contain
a set of questions which can be used to give a brief picture of the patients treated during the
year. The latest figures available date from 2003.

- the OPPIDUM survey (Observation des produits détournés de leur utilisation
médicamenteuse (Monitoring of illegal psychotropic substances or those that are used for
purposes other than medicinal)), on use during the past week by users treated in a range of
facilities, mainly CSST's, during a given month

- the specific survey among users attending low threshold facilities (drop-in centres and
syringe exchange programmes) called the "front-line" survey, carried out in the twelve sites
which form the French monitoring facility for recent trends (TREND).

Profile of people undergoing treatment and attending the low threshold facilities: the people
seen in the CSST's or the low threshold facilities are mainly men (around 80% of those
attending). The average age of those treated in the CSST's has been rising since the end of the
1980's (this applies to people aged more than 40 but also to minors). The age of the patient
varies depending on the product which is the reason for treatment: people whose treatment is
linked to opiate use have an average age of 31, while those whose treatment is the result of
problematic use of cannabis are around 25 years old.

Each year, around 50% of people treated in CSST's are new patients. Of these, a third attend of
their own volition (around 35%), 18% following a court order and 20% are referred by health
institutions. Between 1998 and 2002, an increase in the proportion referred by the courts was
noted among new patients (13% in 1998 and 20% in 1002). The main products giving rise to a
need for treatment were opiates. Since 1998 there has been an increase in the demand for
treatment for dependence on cannabis (Costes et al., 2005; Delile, 2003; Palle and Bernard, 2004;
Palle et al., 2003).

In 2003, among users of the low threshold facilities, the illicit substances used most within the
past month, apart from cannabis, were, in decreasing order, cocaine hydrochloride, ecstasy,
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heroin and amphetamines. HDB and benzodiazepines are used by an important share of
individuals (Bello et al., 2003; Bello et al., 2004).

From the observation of different social groups at risk in 2003 it was noted that cocaine use was
spreading and involves social profiles which are increasingly diversified. Likewise ecstasy uses
are more and more observed among urban streets users. Hallucinogens also appear to be more
and more taken by the youngest users (Bello et al., 2004).

HDB misuses have been identified, probably more common because such substance is
available on urban alternative markets. Injection and sniffing of this product were highlighted
among users of low threshold facilities, together with non-substitution use (primary use and
primary dependence) (Bello et al., 2003; Bello et al., 2004; Cadet-Tairou et al., 2004a; Escots
and Fahet, 2003).

Since 2001 the recent injection practice has been decreasing while sniffing seems to expand
(Bello et al., 2003; Bello et al., 2004 ; CEIP de Marseille, 2004; Palle et al., 2003 ). But field data
collected in 2003 supply contradictory pieces of information: some TREND locations report an
involution of injection whereas others notice some appeal to that practice among the youngest
populations (Bello et al., 2004).

Among those who had injected during the past month, it was found in 2003 that almost 25% of
injectors had shared their equipment. Three quarters of sniffers had shared their product and
45% their straws (Bello et al., 2004).

New developments in relation to use are reported in [Standard table no. 17].

4.1 Prevalence and incidence estimates

NO NEW INFORMATION AVAILABLE

Cannabis problematic use

See Cannabis contexts of use

4.2  Profile of clients in treatment (characteristics, method of use)

In 2003 the active line of outpatients treated in CSSTs may be extrapolated to nearly
75,000 individuals, half of them being new ones, yet such figures include double counts
whose proportion proves difficult to be assed; the average active line per facility amounts to
363 individuals, of which half of them are newcomers (Palle et al., 2005).

Seventy-eight percent of patients are males. The age distribution is detailed in Table 7. A
slight majority of patients (52%) are 30 years-old or more and 16% are 40 or over; 30% are
under 25, and 6% are teenagers. Newcomers are notably younger: there are a bit more than
40% of them under 25 years-old. Such data seem to echo the diversity of the attendance,
which is polarized between patients treated with opiate substitutes, on one hand, and
individuals consulting on account of troubles induced by the use of cannabis, on the other
hand.

Table 7: Distribution of all outpatients according to age (in percentage), 1998-2003

1998 1999 2000 2001 2002 2003
Under 18 3.3 3.8 4.5 5.1 5.2 6.1
1810 24 234 19.8 19.8 21.7 22.6 237
2510 29 27.9 257 24.2 22.0 19.7 18.5
30 to 39 38.7 41.6 40.3 38.2 38.3 35.7
40 and over 6.6 9.0 11.2 13.0 14.2 16.0
Total 100.0 100.0 100.0 100.0 100.0 100.0

Source: exploitation of the CSSTs standard annual reports for outpatients covering the 1998 /2003 period, DGS/OFDT.

27



Among other available features relating to patients, 72% of them are living in steady
accommodation, 20% in unstable housing, and 7% are homeless. As far as newcomers are
concerned, such data are more or less similar.

A little more than one third (35%) of patients get money from their earned incomes, 20% of
them from RMI (Minimum Income), 12% from ASSEDIC (jobseeker’s allowance), and 7%
from AAH (Adult disability allowance). Fifteen percent are financially dependent on someone,
and 11% rank under the “others” category that includes individuals having no income. Nearly
96% of patients benefit from social security cover. The new patients’ characteristics are
similar.

Following the trends observed from years 2000 onwards, the share of opiates within
substances inducing treatment has been decreasing in favour of cannabis essentially, and
stimulants (cocaine, crack, ecstasy) to a slight extent (Table 8). For the first time in 2003
cannabis ranks first for inducing new treatment requests, but we will have to wait until next
year in order to know if such trend is confirmed. Among the whole set of answers to the
question about substances, there are nevertheless 8% of “no substance used” answers.

The use of intravenous injection among new patients has still been decreasing this year.
Such a drop must be compared with the increase of treatment requests for problematic
cannabis use.

The rise of the share including the youngest individuals among newcomers may be
compared with many other indicators:

¢ Increase of cannabis share as a substance inducing treatment;

e Increase of the ratio of patients having steady accommodation within a family context;
¢ Increase of the ratio of patients financially dependent on someone;

¢ Increase of the ratio of patients coming to the facility further to a treatment order.

Table 8: Distribution of new patients according to substances inducing treatment (in
percentage), 1998-2003

1998 1999 2000 2001 2002 2003

11687 11361 17097 16619 24208 24422

patients patients patients patients patients patients
Heroin 41.0 35.7 34.8 35.7 34.1 29.2
Cocaine 5.7 5.9 5.7 6.6 6.5 5.8
among which crack alone 1.8 1.5 1.3 2.4 2.4 1.3
LSD & other hallucinogens 1.0 0.9 1.5 1.1 0.6 0.8
Cannabis & by-products 242 26.7 27.5 28.9 31.3 39.9
Amphetamines 2.3 14 2.4 2.5 2.5 2.3
among which ecstasy alone 0.9 0.8 1.5 1.4 1.5 1.6
Solvents 0.1 0.1 0.3 0.2 0.1 0.1
Codeine by-products 3.1 2.2 20 1.5 1.2 0.9
Buprenorphine-methadone 9.2 12.5 11.0 7.8 7.9 7.5
Non opiate psychotropic 48 46 41 3.2 3.3 27

medicines

Alcohol 5.9 7.7 7.9 8.6 10.0 8.7
Others 2.7 2.3 2.8 3.9 2.6 21
All substances 100.0 100.0 100.0 100.0 100.0 100.0

Source: exploitation of CSSTs standard annual reports for outpatients covering the 1998 /2003 period, DGS/OFDT.
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4.3  Principal characteristics and method of use obtained from sources other than
treatment

Crack users

The first convention pertaining to crack has been held on June 8" and 9™ 2005, on which
occasion exchange of views have taken place between politicians, residents, policemen, and
drug addiction experts and contributors. The amount of users has been estimated between
6,000 and 10,000, of which half live in Parisian region. As far as France is concerned, there
is no dramatic increase in the number of crack users, yet their poverty stands for the
unequivocal cause of their increasing attendance in reception and treatment facilities. During
that convention debates have essentially focused on the reception of individuals, their more
or less challenging presence in some specifically outlined neighbourhoods within Paris and
Seine-Saint-Denis département (“Not In My Backyard” Syndrome), as well as on trafficking
repression (Convention on crack wandering and polydrug addiction, June 14™, 2005).

TREND Investigations

The last survey available on users attending “low threshold” facilities dates back from year
2003, and its results have been published in last National Report (Bello ef al., 2004, enquéte
« premiére ligne 2003 », TREND/OFDT). In 2004, TREND has carried out many
investigations in specific themes or populations, which are developed below (Bello et al.,
2005c¢).

Injection

Some indicators may suggest that the injection practice has been decreasing for some years
in France.

All pieces of information produced by the various observation devices within care structures
(CSSTs, health and social facilities, “low threshold” structures) meet the same findings: a
decrease of injection prevalence and incidence among drug users. Among the individuals
met in CSST, the share of lifetime injection has dropped from 72% in 1993 down to 51% in
2003, and for monthly injection from 17% in 1997 down to 12% in 2003 (Bellamy, 2005). In
health and social facilities, weekly injection has dropped from 29% in 1996 to 9% in 2004
(CEIP de Marseille, 2005). Finally, among users surveyed in low threshold facilities, whereas
in 2001 54% of them would declare having resorted to injection during the previous month,
they only amount to 37% in 2003 (Graph 1) (Bello et al., 2004, “2003 low threshold survey”,
TREND/OFDT).

Three maijor factors might account for such a decrease:
e Younger generations using hallucinogenic substances and stimulants rather than
opiates;
e A widespread distribution of substitution substances and therefore an increasing
number of individuals being granted treatment;

e A negative image of the injection practice on account of infection risks (HIV, HVC) or
other painful morbid symptoms.

In 2003 within the urban area, injectors attending “low threshold” facilities are mostly males
(79%), of over 25 years-old (81%), and whose education ranks under the Baccalauréat level
(79%) (Bello et al., 2004, “2003 low threshold survey”, TREND/OFDT). Thanks to humerous
data on social status and modes of use collected by the survey, some factors associated with
the injection practice have been detected; the injection practice during last month prior to the
survey is increasing in accordance with:
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e A high precariousness score'®: individuals whose precariousness score ranks over 7
are twice as likely to inject themselves with a substance (OR=2.2) as those whose
score ranks between 3 and 5;

¢ A significant number of substances used during the month: individuals having used
more than 5 different substances during the month run three times as more risks
(OR=3.1) to have practiced injection as those having used only one substance;

¢ If one opiate has been used during the month: opiate users run 16.4 times more risks
to have injected themselves with the substance during the month as other users.
Among opiate users the risk is higher for morphine sulphate (OR=11.3), HDB
(OR=2.7), and heroin (OR=2.7).

These elements have been confirmed in 2004 by the device qualitative observations.

Graph 1: Frequency of the injection practice (IP) among drug users met during
treatment, 1993-2004
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Sources: TREND/OFDT, 2005.

In 2003 HDB has been injected by 51 % of injectors, cocaine by 32% of them, morphine
sulphate by 17%, and ketamine by 13%. In 2004, according to the urban area observers,
cocaine injection would be increasing in some locations; heroine, HDB, and cocaine
remaining the most frequently injected substances.

In the recreational area the injection proves less frequent than within the urban area.
According to the “electronic music” survey, 4.6% of respondents declare having injected
themselves with a substance during their lifetimes, and 1.1% of them during the year prior to
the survey (Reynaud-Maurupt et al., 2005). Such ratios obviously rank higher than those
found out in adult general population, although there is no figure available for the latter.

In that area the injection practice therefore remains sporadic and restricted to a specific
population: socially marginalized individuals who evolve on the dividing line between
recreational and urban areas.

Elements referring to equipment sharing and infectious illnesses have been dealt with in last
National Report (OFDT, 2004a).

19 Score added up for housing conditions, social security cover, and resources. It can rises from 3 to 10, and the
higher it is, the more precarious condition the individual is experiencing.
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Cannabis frequent uses

Supported by the TREND system, a survey among cannabis frequent users has been carried
out in 2004 (Bello et al., 2005b; Bello et al., 2005c). The standards retained were: an age
between 15 and 29 years-old, and a cannabis use of 20 joints at least during last 30 days or
for 10 days at least during last 30 days. The survey has taken place in town, in the street or
during a recreational moment, in the CSSTs (in which case only individuals requesting help
for a cannabis use were likely to be surveyed); risk reduction facilities were not included in
the chosen locations.

More than 1,500 questionnaires have been exploited. The respondents are mostly males.
The 20-24 years-old age-bracket ranks first (41%), the education level is high (60% of
respondents have a Baccalauréat degree or more), and 14% of the individuals surveyed are
unemployed (the majority have a paid job or are students).

When using Duke’s health score®, the health conditions of cannabis frequent users may be
compared with those of the general population (Table 9). It may be noticed that 20-25 years-
old frequent male users register lower scores than general population males within the same
age-bracket, while such disparities cannot be observed among females. The same trend can
be also noticed when it comes to the depression score. As far as the anxiety score is
concerned, disparities between frequent users and general population stand out for both
genders.

Table 9: Health, anxiety, and depression scores issuing from the Duke health profile
among cannabis frequent users and in general population

Cannabis frequent users " General population
Together 20-25 20-25

Males Females Males Females Males Females

N=1145 N=445 N=535 N=227 N=583 N=731
Physical health 75.9 69.0 76.3 71.9 81.3 71.8
Mental health 67.1 64.5 67.5 67.0 76.3 69.1
Social health 65.7 66.0 65.8 68.2 72.7 68.0
Health perceived 74.9 72.4 74.3 75.6 83.5 73.0
General health 69.5 66.5 69.9 69.0 76.8 69.7
Anxiety score 44 .2 46.2 43.8 44.2 29.7 37.1
Depression score 33.7 37.2 33.3 34.4 25.2 33.8

Note: As far as health scores are concerned, results are given on a scale ranking from 0 to 100 (optimum=100). When it
comes to anxiety and depression scores, the scale also ranks from 0 to 100 but the optimum equals O (reverse scale from
health scores).

Source: (1) “Survey on frequent cannabis users”, 2004 TREND/OFDT; (2) Barométre santé 2000, (Ménard and Gautier,
2001).

The average age for the cannabis beginners stands at 15 years and 4 months old. Nearly 8
individuals out of 10 smoke cannabis between 5 and 7 days a week, the evening being the
ideal moment for using it. As expected, the weekend stands out because of the number of
joints increasing when compared with those used during weekdays, yet such an intensity
remains in proportion with the amount of weekdays of use. The use contexts (with friends,
alone) vary, as well as motives (“to relax”, “to share”, and “to have a wild time”). The use
locations are essential the private area (home) and the recreational one (parties,

discotheques).

2 Questionnaire including 17 items distributed around 5 separate scopes: physical health, social health, health
perceived, disability, and 5 other scopes issuing from a combination of items: self-esteem, anxiety, depression,
pain. The result is shown on a scale going from 0 to 100 (optimum=100). For anxiety and depression scores, the
scale also ranks from 0 to 100, yet the optimum equals 0.
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Among the population surveyed the troubles relating to cannabis use are frequent yet most
of the time minor ones (Graph 2). Some factors are associated with more problematic uses:
social unsteadiness, early beginning of cannabis use, modes of uses other than joints (pipe,
ingestion).

About 9 individuals out of 10 register a low score of problematic use” (0-4: 45 %) or a
medium one (5-9: 43 %). For a 10 to 14 score, there are 11 % of individuals, while the 15 to
18 level concerns 1% of them.

Graph 2: Troubles relating to cannabis use among the 1,567 frequent users during
past year, 2004

Memory disorders

Lack of energy

-

Hard day of abstinence

Close relations advising use reduction 4#_‘_‘
Side-effects
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* often = 6 times and more ; sometimes = 1 to 5 times

Source: “Survey on cannabis frequent users”, TREND/OFDT.

Despite their increase during last years, the help requests for cannabis use among health
care professionals remain low. About 20% of the individuals surveyed have resorted to a
professional during the year.

Apart from their cannabis uses, the frequent users are deeply experimenting other
psychoactive substances: 56% of them have used a stimulant during their lifetimes, 47% a
hallucinogen, 23% an opiate. Ecstasy stands for the illicit substance mostly experimented
and used beyond cannabis, followed by hallucinogenic mushrooms (Table 10).

A supplementary qualitative survey is currently under way and performed among 70
cannabis frequent users. Thorough interviews are being carried out for a better
understanding of cannabis frequent users’ motivations, the significances they would give to
their uses, the individual and collective reasoning pertaining to uses, the consequences of
uses in everyday life, and which processes would intensify or reduce them.

2! problematic use items were included in the questionnaire: memory disorders, lack of energy, hard day of
abstinence, close relations advising use reduction, perception of side-effects, troubles with the law, quarrels,
impossibility to give up, problems at school/university/work. Answers to items have been graded as follows:
(never (0), sometimes (1), often (2)). A score of problematic use likely to vary between 0 (“‘never” for the nine
criteria) and 18 (“often” for the nine criteria) has been obtained in adding up the answers given.
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Table 10: Levels of use for psychoactive substances among cannabis frequent users
(in percentage) 2004

Lifetime Year Month Week
Ecstasy 453 16.2 15.5 6.8
Hallucinogenic mushrooms 40.8 221 4.6 0.8
Cocaine 401 12.4 12.9 4.5
Amphetamines 27.6 11.8 7.9 3.6
LSD 25.5 15.2 4.4 1.5
Heroin 20.4 11.0 4.5 25
Benzodiazepines 18.0 6.1 7.2 4.2
Other hallucinogenic plants 13.7 7.2 1.9 0.9
Crack 124 4.4 3.2 1.5
HDB (apart from substitution treatment) 10.9 5.7 2.6 1.8

Note: 1,633 cannabis frequent users have been surveyed.

Source: “Survey on cannabis frequent users”, TREND/OFDT.

Users of hallucinogenic plants

Among the themes explored in 2004 by the TREND system there are the uses of natural
hallucinogenic  substances: hallucinogenic mushrooms, Salvia divinorum, datura
Stramonium, ayahuasca, woodrose, peyotl...

The craze for such substances has been confirmed for some years within the recreational
area, and is still supported by a noticeable increase of the experimentation prevalences in
general population and more particularly among youngsters (for mushrooms essentially).

It has been noticed that the most often experimented hallucinogenic mushrooms are French
psilocybs, followed by Mexican ones; mushrooms generally stand for the access gate to the
use of natural hallucinogens. As they are widely available, perceived as not very hazardous
or quite safe, their status appears as not reprehensible or even friendly. Among the
experimentations of hallucinogenic plants, the datura Stramonium and the Salvia divinorum
are the most common. But it seems that the experimentation of datura seldom recurs
because the right dosage is hard to find in order to avoid side-effects. The uses of other
plants, such as ayahuasca, woodrose, peyotl, are insignificant.

The user’s standard profile may be described as follows:

e For mushrooms: teenagers attending school in search of experimentations, young

“teufeurs” %, “converted clubbers” 2%, young dropouts from the urban area;

e For Salvia divinorum: youngsters living in the street (Bordeaux), 20-25 years-old
students or salaried workers (Toulouse), individuals attracted to psychedelia and
shamanic cultures (Paris).

e For datura Stramonium: young dropouts and polydrug users, individuals within the
techno recreational scene yet using the substance outside.

When it comes to individuals using other substances, a standard profile proves difficult to be
brought out; on the whole, it concerns experimenters attracted to mysticism and/or
shamanism.

2 |ndividual attending techno parties; term borrowed from verlan (French reversed language).
2 |ndividual who was once attending free-parties but is now going to clubs and discos.
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Table 11: Experimentation and use of hallucinogenic mushrooms among users
attending low threshold facilities
and within the electronic music recreational area (in %)

2003 Low threshold 2004/2005 Electronic music
(n=1082) recreational area (n=1 496)
10 times during Inlast 30 days Experimentation In last 30 days
lifetime
Hallucinogenic 40 % 14 % 54.9 % 12.4 %

mushrooms

Sources: “2003 Low threshold” Survey, TREND/OFDT; “Survey on the electronic music recreational area”,
GRVS/TREND/OFDT.

Mushrooms are mostly infused or eaten raw. Datura Stramonium is infused for reducing its
toxic effects, while Salvia divinorum is used with a pipe or a bang.

Natural hallucinogens are mainly used collectively, most of the time among friends. The main
motivations for using such substances fall within three criteria: cost/availability,
easiness/difficulty to cope with side-effects, and perception of the substance.

The supplying sources differ from those of other illicit drugs. In most cases, such substances
are given, lent or bartered, but seldom sold. The only reason for such practices depends on
the supplying system which is essentially based on picking and collecting. Home growing,
purchases on the Net are other supplying methods.

Using hallucinogenic substances is mainly for users a way of altering the existing
circumstances (recreational incentive or re-enchanting the world); in such cases they are
used communally. For a minority of individuals, the use helps to be carried away (dreamlike
travel; medium to a hidden world, not regarded as sacred; medium to a mystical world) and
rather occurs on one’s own.

Troubles issuing from the use of hallucinogenic plants are mostly psychiatric and treated by
emergency wards. Apart from datura Stramonium, few troubles are mentioned as being
directly relating to the intakes of such substances, yet psychical consequences may occur:
“bad trips”, fits of anxiety, mood disorders, etc. Users of natural hallucinogenic substances
actually acknowledge significant physical and psychical side-effects due to datura
Stramonium: digestive disorders, exhaustion, ocular disorders, loss of spatiotemporal
bearings, memory loss, emotional collapse, mental disorders...

Among all drugs, natural hallucinogenic substances are those benefiting from the most
positive perceptions (save for cannabis perhaps):

e On account of the “organic” or “healthy” natural connotation;

¢ Because of strong connections with mysticism;

e Because some plants are sold over-the-counter in French border countries, and that
helps putting their illicit characteristics into perspective;

e Because the risk of becoming addicted to them is hardly ever considered;

e Because the risks following an intake are regarded as controllable and manageable
without any outside help.

Nomadic users or users experiencing urban wandering

For three years some locations belonging to the TREND system have born witness to the
increasing visibility of a population which characterizes itself as follows: young (15-30 years-
old), nomadic or wandering, attending the urban recreational area, living in highly precarious
conditions, using many psychotropic substances, and hardly ever seen in low threshold and
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care structures. In 2004 the TREND system has therefore attempted to develop a better

knowledge of such a group by making a distinction between “nomads”* and “wanderers™®.

In Metropolitan France the population of young dropouts is then divided up among “nomads”
and “wanderers”, whereas in overseas locations (Martinique, French Guiana) it quite
essentially includes “wanderers”.

“Wanderers” characterized themselves by being mostly males, a high proportion of
individuals under 25 and minors, highly precarious living conditions, and a strong
disconnection from family, school, and society. As for “nomads”, most of them are older than
“wanderers”, are more often granted welfare payments, and therefore live in less precarious
conditions than “wanderers”.

The dropout status of “nomads” is claimed as a way of life. But the distinction between both
categories is quite trivial: it is generally due to the social paths followed (backgrounds), and
each individual’s own perception is often unclear (some “wanderers” describe themselves as
“nomads”).

There is no significant difference among the substances used between both groups, yet uses
seem generally more controlled among “nomadic’® populations. In some locations both
groups can influence each other; for example, an important development of the uses of
natural hallucinogens and ketamine has been observed among “wanderers” in touch with the
recreational scene (and therefore with “nomads”).

There is a high level of heroin uses in both groups, as well as for polydrug use practices and
the alcohol/cannabis combination becoming commonplace. In the “wandering” population
polydrug use is anarchically experienced: “we find and combine what we can”. In this group
HDB is extremely present, as well as benzodiazepines in polydrug uses. The prevalence of
injection is low among the youngest (under 25) yet increasing along with age and the level of
disconnection (in both populations), although it is badly perceived within each group.

Among health and social problems experienced by “wanderers” or “nomads”, drawing the
line between the consequences of uses themselves and what is due to a specific lifestyle
proves difficult. The most frequent problems are psychiatric or psychical disorders, health
troubles due to poverty or the use of substances and more notably of opiates, as well as a
high exposure for females (sexual abuses, unwanted pregnancies...).

The emergence of “nomads” and “wanderers” in “low threshold” structures present
professionals with a number of difficulties:

¢ Facilities unfit for young individuals frequently turning up with dogs;

e Medical treatment for an increasingly mixed population (“nomads”, “wanderers”,
“standard” users);

e Impossibility to start a long-term work with both populations.

Recreational area relating to electronic music

See article Drug Use in French Recreational Areas: Situation in 2004 and Recent Evolutions
included in this document. An thorough report on the investigation carried out will be
available by the end of 2005 (Reynaud-Maurupt et al., 2005).

24 “Nomads” characterized themselves by their accepted even chosen dropout lifestyles. Individuals from such
group mostly claim to belong to a counterculture coming within specific musical. It is a mobile population, moving
in accordance to either recreational or other events.

%5 “Wanderers” characterized themselves by unwanted dropout lifestyles mostly regardless of either cultural or
other aspects. They are generally more “atomized” than “nomads”, and apt to settle somewhere with a restricted
wandering.

2 . . . . .
® This survey supplies no prevalence figures for the various uses; only the spectrum of substances used is
available.
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. Drug related Treatment

Drug related Treatment: general context

In regard to treatment, the aim of the authorities' strategy is to offer a varied range of treatments
and services in order to offer each person the most appropriate response for his or her way of
life and to attempt to improve the quality of treatment. Three systems are used in the treatment
of users of illicit drugs: the system for specialised treatment of addiction (medical-welfare
establishments), the general practice treatment system (hospitals and general practitioners) and
the risk-reduction system.

1. The specialised system

Since the beginning of the 1970's, the responsibility for addictions to illicit drugs has rested with
the specialist facilities. These facilities were developed after the adoption of the 1970 law, which
included provisions guaranteeing anonymous treatment, free of charge, to all users of illicit
drugs who wanted to be treated. Aimost all French departments today have a specialised centre
for drug addicts (CSST).

These facilities were originally financed by the State and since 1st January 2003 have been
funded by national insurance as medical and welfare establishments. Their mission is to
provide, jointly, medical, social and educational treatment which includes assistance with social
integration or re-integration.

There are three types of CSST:
- outpatient treatment centres (201 in 2003)
- inpatient treatment centres providing group accommodation (42 in 2003)
- treatment centres in prisons (16 in 2003)

The outpatient CSST's meet the needs of patients who want withdrawal while remaining
outpatients. They can also organise withdrawal in a hospital environment and assist patients
who wish to use this method. In regard to substitution, since 1993/1994 and until recently
(2002), the CSST's were the only facilities in which a patient could begin methadone treatment.
Prescription of this could then be passed over to a general practitioner. The patients can also be
prescribed HDB by a CSST. The patients may also ask the facility for support, psycho-
therapeutic assistance and assistance with social reintegration.

In France the “Drug Free Treatment” is not really in use, and it seems difficult to make it match
a specific type of institution or treatments. But the new Five-Year Plan for 2004-2008
recommends the development of non-substitution programmes and particularly therapeutic
communities.

2. The general practice system

The development of the specialised treatment system does not meet all the treatment needs of
users of illicit drugs. During the 1990's the accent was on improving care of patients with
addiction problems within the general practice treatment system (hospitals and general
practitioners).

2.1 The hospitals

Within the hospitals (health institutions), treatment of addictions is based on liaison and
addiction treatment teams, the town-hospital networks and the provision of hospital beds for
withdrawal cases and the performance of medical, psychological and welfare assessments.

The liaison and addiction treatment teams were created by the circular of 3rd April 1996 and are
composed in principle of three people, one of whom is a hospital doctor. Their mission is to train
and assist the hospital nursing teams, to draw up treatment protocols and to treat in-patients
and emergency cases. These teams must also develop links with the treatment system to
enable medical, psychological and welfare follow-up of the patients. Their actions within the
institution include prevention, information and increasing awareness. In 2003 around a hundred
health institutions had active liaison teams. A large part of the activity of these teams is,
however, dedicated to the problem of addiction to alcohol and tobacco.
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The town-hospital networks were also created by the circular of 3rd April 1996. In 1998 there
were 67 networks, spread throughout the territory. They are financed jointly by sickness
insurance credits and State credits.

Finally, it should be noted that since 2002, any doctor practising in a health institution has been
authorised to prescribe methadone.

2.2 General practitioners

General practitioners in France today play a central role in the prescription of opiate-substitution
treatments. They have been able since 1996 to prescribe HDB to opiate-dependent patients.
They may also prescribe methadone after initiation of treatment by a CSST.

General practitioners are also the first to be able to treat patients who are beginning to use illicit
drugs. The authorities are therefore arranging to introduce training for general practitioners on
the identification of use and the most appropriate treatment methods.

From the data supplied by the Caisse primaire d’assurance maladie (CPAM, Department of
Health office) among 13 different cities, it has been established that 35% of general
practitioners had prescribed a substitution treatment during the second half of 2002. But doctors
often remain quite few to prescribe methadone or HDB. The average “standard dose” for a
patient on Subutex® amounts to 9.6 mg (highest recommended dose: 16 mg/day), and 98.4 mg
for a patient on methadone (highest recommended dose: 100 mg/day) (Cadet-Tairou and
Cholley, 2004).

3. Risk-reduction system (see box 7, "response to health problems")

The [Standard Table no.21] gives information on the different treatments used in France and
their availability. The [Structured questionnaire no. 27] supplies additional information on
treatment programmes available.

Treatment based on opiate-substitution is relatively recent in France (1996) and was introduced
to deal with the epidemic linked to HIV.

Thanks to the development of substitution treatments, drug withdrawal programmes have
become less frequent since the mid-eighties. In 2002 about 2,200 outpatients have undergone
such a programme within the realm of CSST’s. In 2003 there was an estimate of 63,000 to
69,000 individuals following a treatment process (Cadet-Tairou et al., 2004b), that is less than
half the evaluated number of opiate users in France.

Prescribing methadone substitution treatments (following an early stage begun in a specialised
institution) has been allowed to urban practitioners in 1995. The amount of individuals on
methadone prescribed by urban GP’s has been estimated between 11,200 and 16,900
according to sales data (SIAMOIS / OFDT).

Acknowledging that access to substitution treatments in specialised centres is insufficient to
meet requirements, a parallel treatment based on HDB was instigated in 1996. The methods for
beginning treatment and for prescription were more flexible than those for methadone:
prescription was authorised by any doctor, without special conditions of practice and the
maximum prescription is for 28 days, split into dispensing every 7 days, unless expressly stated
otherwise. In 2002, between 71,800 and 84,500 individuals have been prescribed Subutex®.
“Among them 52,000 at most were undergoing a six-month treatment process at least;
22,000 at least were beginning a treatment or ‘in-between substitution’, and 6%
(5,000 individuals) were carrying out an important ‘dealing’ activity” (Cadet-Tairou et al., 2004b).

In parallel to the beneficial effects noted since the introduction of substitution treatments
(positive impact in regard to health and social reintegration), undesirable consequences, almost
exclusively reported for HDB, have also been observed. Misuse is mainly linked to the flexible
framework for prescribing the product: misuse involves injection of HDB, also in patients under
medical supervision, a use which does not comply with medical protocol (non-substitution use)
and use in association with other products (benzodiazepines, alcohol etc.).

5.1  System
NO NEW INFORMATION AVAILABLE



5.2  "Drug free treatment”
NO NEW INFORMATION AVAILABLE

5.3 Medically assisted treatments (withdrawal, substitution)

Withdrawals operated in CSSTs

In 2003 the number of consultations or medical treatments operated per patient in the French
CSSTs is on average close to 17 per year, of which a little more than 4 medical consultations
(including psychiatric ones), 7 nursing treatments, 3 socioeducational private interviews, and
a little more than 2 psychotherapeutic interviews (Palle et al., 2005, 195 CSSTs have
responded, namely a response rate of 95%).

On average 11 individuals per facility have undergone an outpatient withdrawal treatment,
and nearly 9 of them have gone through withdrawal with a decreasing dosage of the
substitution treatment (Table 12). It must nevertheless be considered that in the totality of
CSSTs, a bit more than half declare no outpatient withdrawal treatment. Many withdrawal
treatments are also performed in hospitals, but the information system has not been able to
account for them satisfyingly so far.

Table 12: Average number of patients undergoing withdrawal treatment, per facility,
1998-2003

1998 1999 2000 2001 2002 2003

Average number of outpatients undergoing 6.8 5.7 6.2 8.4 10.6 11.0
withdrawal treatment operated by the CSST
(per facility)

Average number of patients undergoing 5.7 4.6 5.9 7.0 11.1 8.6
withdrawal through decreasing dose of
substitution treatments

Reading: on average 6.8 outpatients per CSST have undergone a withdrawal treatment operated by the CSST in
1998.

Note: assessment operated while excluding facilities having performed more than 150 withdrawal treatments or not
having answered questions relating to their activities.

Source: exploitation of CSSTs standard annual reports on outpatients, covering the 1998/2003 period, DGS/OFDT.
Substitution

CSST outpatients

On average about 70 patients per facility have been prescribed methadone by their CSST,
nearly 55 have been prescribed HDB (in the 195 CSSTs having responded, that is 95 % of
response rate). In 2003 the total amount of patients being prescribed a substitution treatment
by a CSST may be estimated at nearly 27,000 (about 15,000 for methadone, and a little
more than 12,000 for HDB).

The only noticeable evolution between 2002 and 2003 refers to substitution: following a
regular increase of the average number of patients being prescribed methadone or HDB by
CSST from 1998 onwards, such average number has remained steady in 2003 for
methadone, and decreased for HDB; the year 2003 seems therefore to stand dramatically
out from the previous trend (Palle et al., 2005) (Table 14).
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Table 13: Number of patients being prescribed a substitution treatment in a facility,

1998-2003
1998 1999 2000 2001 2002 2003
Number of facilities accounted for " 157 135 159 147 163 187
Number of patients on methadone 5,503 6,338 7,946 8,722 11,257 13,030
Number of patients on HDB 6,493 6,541 8,006 7,633 9,330 10,236

Number of patients on treatment aiming at

substitution, other cases 462 338 534 274 282 nd

Note: revised figures in comparison with 1998-2001 data.

(1) Facilities having supplied data on their activities. Besides data issuing from both CSSTs, whose active
attendance includes more than 1,000 individuals or whose presence/absence in the database is likely to cause
strong disparities in results from one year to the other, have not been accounted for. Lastly and still for the sake of
comparison between data, figures issuing from the methadone bus have not been accounted for in 2003.

Source: exploitation of CSSTs standard annual reports for outpatients covering the 1998/2003 period, DGS/OFDT.

Table 14: Average number of patients per facility being prescribed a substitution
treatment in the facility, 1998-2003

1998 1999 2000 2001 2002 2003

Average number of patients per facility
on methadone substitution treatment

Average number of patients per facility 414
on HDB substitution treatment '

35.1 46.9 50.0 59.3 69.1 69.7

48.5 50.4 51.9 57.2 54.7

Average number of patients per facility 2.9 2.5 34

on other substitution treatment 1.8 1.7 3.9

Source: exploitation of CSSTs standard annual reports for outpatients covering the 1998/2003 period, DGS/OFDT.

Cohort studies

Cohort on methadone or high dose buprenorphine between 1996 and 2001

The goal of the survey carried out within the Centre Addictions-Sud in Marseilles was to
show the evolution of the characteristics of individuals treated between 1996 and 2001, and
to evaluate the patients’ profiles according to the substitution treatment prescribed (patients
showing a major drug dependency to opiates having turned up at the centre for a hospital
consultation; the individual could subsequently be prescribed or not a substitution —
methadone or HDB — treatment).

Among the 585 patients having undergone substitution treatments between 1996 and 2001,
the increase of unsteady job conditions and suicide attempts have been underlined over that
period. As for overdoses and psychiatric hospitalizations, they have remained mostly stable.
The substances used and the practices have also changed: decrease in the proportion of
heroin users and injectors, rise of LSD, cannabis, and amphetamine users, as well as a
significant increase of alcohol users and patients on permanent treatment involving
benzodiazepines or neuroleptics.

When treated 60% of patients were put on methadone, and 40% on HDB. Individuals
included in the methadone protocol were more or less older and more often HIV or HVC
infected than those treated by HDB. The share of patients having undergone previous
approaches for withdrawal or substitution treatment and carrying on injection practices was
higher in the group of patients on methadone. The medical and psychiatric evaluation shows
that both groups were comparable as far as suicide attempts and previous history of
psychiatric hospitalizations were concerned. On the other hand the proportion of patients
having previous history of overdoses was higher in the methadone group.

Throughout the period covered by the study, HDB seems to have been prescribed with a
primary view to the younger individuals who had not previously resorted to methadone,
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whereas methadone was more frequently bestowed with a second view to patients having
already approached substitution or withdrawal treatments, as well as remaining “active” drug
addicts with serious viral infections. The option of substitution treatment seems then to
depend on the patient’s choice and the practitioner’s experience (Langon et al., 2004).

Early breaking off during HDB treatment: identifying the risk factors

From the follow-up of 1,085 on high dose buprenorphine (HDB) substitution treatment
prescribed by doctors (GPs or CSSTs), an evaluation carried out some months later has
enabled detecting the risk factors of an early breaking off of treatment. In the entirety of
patients involved, more than half (656) have been assessed after 12 months of treatment.
Their characteristics have been compared with those of patients having quitted treatment
ever since their first medical consultations (91 individuals).

Age, precariousness (measured with housing and job conditions), the lack of social support,
and a limited access to care (no social security or private health insurance affiliation, no
previous knowledge of a prescribing doctor) seem significantly associated with early breaking
off. While the survey also detects different modes of use among individuals carrying on their
treatments and those having quitted ever since the first consultation (like higher uses of
cocaine, crack, amphetamines, and hallucinogens, but a lower level of intravenous injection:
31.9% vs. 41.6%), such specificities are obviously connected with a generational effect
rather than with actual discriminating practices (Batel et al., 2004).
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. Health correlates and consequences

Health correlates and consequences: general context

Drug-related deaths:

The information system available in France relies on several systems, each of which covers
some of the causes of death related to drug use. These are deaths:

- due to overdose when the deceased is the object of a court procedure (OCRTIS — Central
Office for the Repression of Drug-related Offences) [Standard Tables nos. 5 and 6]. This source
of statistics covers only deaths brought to the attention of the police forces or national
gendarmerie and does not include deaths by overdose of French nationals recorded abroad and
deaths which occur in hospital.

Since 1995, the number of deaths due to overdose recorded by the authorities has been
continuously declining (-80% between 1995 and 2003). This trend is most likely due to the
combined effects of the introduction of substitution treatments, the existence of harm reduction
facilities and systems and changes in the products used and users' methods of use. The
majority of deaths due to overdose recorded by the authorities are linked to heroin but for two
years now cocaine and medicines (including Subutex® and methadone) have occupied a more
and more prominent position.

- due to drug dependency (CepiDc-INSERM) [Standard Table no.5]. This category
includes all deaths for which the death certificate mentions drug dependence. For reasons
connected with the information system, it does not give a reliable record of overdoses, which
are often put in the category of deaths from ill-defined causes. The number of deaths due to
drug dependency decline continuously between 1995 and 2000.

- with traces in the blood of psychotropic substances: DRAMES (Déceés en relation avec
I'abus de médicaments et de substances (Death involving abuse of medicines and substances)
— AFSSAPS (French Health Products Safety Agency)) records cases where the deceased was
the object of a court order, which means that deaths not declared to OCRTIS or INSERM can
then be identified. Although it is still very limited in space and is in the process of being installed,
this system demonstrates the non-exhaustive nature of the two preceding systems.

- linked to AIDS in intravenous drug users (InVS). The number of AIDS related deaths
among intravenous injection drug users has been decreasing since 1994. The share of such
deceases among the whole AIDS related deaths has become stabilized between 22 and 27%
since 1998.

For lack of a cohort survey meeting EMCDDA requirements (recruiting users in treatment
facilities), the OFDT has carried out one among individuals arrested for narcotic use. The SMR
(Standardized Mortality Rates) show that most of the males arrested for heroin/cocaine/crack
use run a risk to die five times as high as the whole of French male population; such a risk is 9.5
as high among females. The survey shows a significant decrease of the death rate among
individuals arrested for heroin/cocaine/crack between both periods of inclusion (1992/93 and
1996/97), the death rates calculated all along the 4 years following the arrest going from 10.3
down to 6.2 for 1,000 individuals per year. Such a drop matches the introduction of antiviral
tritherapies, the development of risk reduction policy in France, and the distribution of opiates
substitution treatments (Lopez et al., 2004).

Drug-related morbidity

1. Infectious diseases represent the largest proportion of the observed somatic morbidity. The
estimated prevalences among drug users rely on:

- declared prevalences of HIV, HBV and HCV: the "November" survey of patients attending
CSST's (Tellier, 2001) and the survey of users of low threshold facilities Bello, 2003 #19;Bello,
2004 #20} [Standard Table no. 9].

Declared prevalences of HIV, HCV and HBV vary depending on the survey and the methods of
use adopted by the users (injection, sniffing). There is a lack of screening of the youngest
people and those who do not inject. Declared HIV positivity among people attending low
threshold facilities who had injected at some time is around 14%, compared to around 4%
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among people who had never injected. For HCV, the declared prevalence among same persons
who had injected at some time is 55%.

— biological prevalences of HIV and HCV in users in Marseilles: Coquelicot survey
(Emmanuelli et al., 2003). This survey, which was intended to be developed into a national
information, highlights the gap existing between declared prevalence and measured prevalence
of hepatitis C, particularly among young people. A second one has been carried out in 2004
among 1,500 users in 5 cities.

- Estimates of the incidence of AIDS cases and HIV infection. Cases of AIDS have been
notified (InVS) since the start of the 1980's and notification has been compulsory since 1986. A
new, anonymous system of declaration was introduced in 2003 by the circular from the
Directorate General for Health (DGS) (no. 2003/60 of 10 February 2003), which makes
declaration of HIV infection compulsory. This system is combined with virological monitoring of
HIV.

The number of new cases of AIDS linked to injectable drugs has been falling constantly since
1994 (1 377 en 1994 versus 166 en 2003), as has the proportion of declared cases of AIDS
(836% in 1991, 19% in 1997 and 12% in 2003). The number of cases of AIDS diagnosed in
injecting drug users shows a similar pattern whatever the sex, with the number of cases among
men still higher than those among women (around 3 men for every woman).

2. Psychiatric co-morbidity: the few works existing in France do not allow us to draw sound
conclusions on the prevalences of different psychiatric pathologies among drug users
(Wieviorka, 2003).

3. Other drug-related pathologies: no systematic data has been collected about the other
pathologies which might accompany, or result from, drug use (other infectious complications,
cardiovascular complications, traumas etc.). The survey carried out by the TREND facility of
users of low threshold facilities provides information on their perception of the state of health
and the appearance of certain pathologies (Bello et al., 2003 ; Bello et al., 2004). Pathological
manifestations occur more frequently among people in the most vulnerable situations. A third of
the people surveyed declared that they felt themselves to be in a poor or very bad state of
physical health. Almost 70% declared they had suffered fatigue in the past month, 44% loss of
weight, 4% had overdosed, 2% had had jaundice. The frequency of declared complications
linked to injection was also estimated.

4. Driving: The Law of February 3rd, 2003 has created an offence which penalizes every driver
whose blood test would reveal the presence of narcotics. (S)he would then be given a 2-year
prison sentence and a € 4,500 fine. Sentences may extend to 3 years in prison and a
€ 9,000 fine in case of a combined alcohol use. Screening the driver for narcotics is mandatory
in case of fatal or corporal accident yet also after any road accident, driving offence, or even
when there are many conceivable reasons to suspect a narcotic use (OFDT, 2005a).

6.1 Drug-related deaths

Deaths due to overdoses (OCRTIS)

In 2004 69 deaths due to overdoses have been detected by the police and Gendarmerie
services (Office central pour la répression du trafic illicite des stupéfiants (OCRTIS), 2005).
Among these three are considered accidental.

Twenty-three deaths are due to heroin (including 10 in which heroin is combined with other
substances), 14 to cocaine (of which 5 in which cocaine is combined with other substances).

Twenty-one deaths result from medicine overdoses: 4 with Subutex® (alone and combined),
10 with methadone (alone and combined), 3 with various medicines (alone or combined),
and in 4 cases the medicine could not be identified.

In 2004 4 deaths result from the use of ecstasy (vs. 8 in 2003, and 2 in 2002). An
amphetamines overdose-related death has also been reported.

In one case OCRTIS mentions that cannabis has been combined with alcohol.
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In one specific situation the substance(s) causing death could not been determined.

Following the trends observed from late nineties onwards, the share of deaths due to heroine
has been decreasing, while those caused by cocaine or psychotropic medicines are on the
rise.

Graph 3: Evolution of the share taken by some psychoactive substances within all
deaths due to overdoses recorded by law enforcement authorities, 1994-2004
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Source: OCRTIS, OFDT operating.

Lastly, besides those 69 deceases, two deaths of French nationals in foreign countries have
also been reported to repression services. The first one occurred in Vietnam on account of
heroin, the second one in the Netherlands on account of an ingested cocaine ball having
burst out.

Responsibility of substitution treatments in a selection of deaths

Between 1997 and 2000 more than 1,600 toxicological analysis have been carried out within
the toxicological laboratory of Paris police headquarters, among which some cases have
been detected with high dosage buprenorphine (HDB, 34 cases) and methadone (35)
contents. In those cases, forensic pathologists have tried to determine the role of substitution
medicines in the deaths: “obvious responsibility”, “possible responsibility”, “no responsibility”,
and “unexplained death”. In all cases but one, HDB and methadone have been detected as
being combined with other psychoactive substances. HDB happens to be directly involved in
4 cases (12%) and methadone in 3 cases (9%) (Table 15). Their possible lethal responsibility

occurs in 8 cases (HDB) and 11 cases (methadone) of other deaths (Pirnay et al., 2004).

The record of these death cases must be compared with the one of individuals on substitute
treatments with both substances over that period. Between 70,000 and 85,000 individuals
received Subutex® in 2002 (60,000 to 70,000 were undergoing treatment), whereas 10,000
to 17,000 were treated with methadone. However the survey performed by the Paris police
toxicological laboratory does not enable drawing reliable conclusions on the toxic potential of
each substance, as the analysis is not demonstrative on a national level, and all confusing
factors have not been accounted for (treatment precedence, circumstances of its issue,
drugs combined during treatment, drug addiction backgrounds, etc.)

Table 15: Responsibility of HDB and methadone as causes of death, 1997-2002
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HBD Methadone
34 cases 35 cases
Concentration on a toxicological level 12 14
Obvious responsibility 4 3
Possible responsibility 8 11
Concentration on a non-toxicological level 22 21
No responsibility 18 13
Unexplained death 4 8

Source: (Pirnay et al., 2004).

General Mortality Reqister

According to the procedure set up by the EMCDDA?, 155 deaths due to the use of
psychoactive substances have been noted down in the General Mortality Register in 2001.
As far as males are concerned, most deceases (60%) occur between 19 and 34 years-old,
while among females, they happen between 35 and 64 years-old (59%).

Among most frequent death causes, including both genders, the syndrome of dependence to
other substances or to multiple drugs can be found (code F19.2; standing for 80% of the
whole codes selected for both genders), followed from afar by the syndrome of dependence
to opiates (code F11.02; 13% among males, and 12% among females).

Graph 4: Evolution of drug-related mortality according to the EMCDDA definition, per

gender, 1990-2001

400

350

300 / \
250

200

150 A

Number of deaths

100

121

50 A
34

1990 1991 1992 1993 1994 1995 1996

1997 1998

‘—o— Males —=— Females ‘

1999 2000 2001

Source: General Mortality Register, INSERM, Cépi-DC.

2" For more details see webpage http://www.emcdda.eu.int/?nnodeid=1419. The indicator presented there stands

for selection B from the procedure established for General Mortality Registers: it matches the selection of some

death causes due to the use of psychoactive substances (Drug-related deaths — DRD) coded in ICD-10.
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Changing the encoding of medical causes of deaths®® had consequences for national
mortality data, and more particularly for causes connected with the use of psychoactive
substances; the following survey has been performed by the National Institute for Health and
Medical Research (INSERM) (Pavillon et al., 2004; Pavillon et al., 2005). This kind of
information is essential for using mortality data and analyzing the trends in death causes
over time. Indeed trend evolutions may either be due to a change in categorization or in the
encoding mode®.

To do so, a random sample of 1999 deaths (namely 53,869 deceased) has been routinely
coded in ICD9, according to the usual procedure, and coded at the same time in ICD10 by a
encoding software by using the European list of death causes (ICD8-ICD9-ICD10
equivalents). The results from both systems have then been compared with each other,
disparities being expressed in ratio or in absolute difference.

As for deaths connected with the abuse of psychoactive substances (notably heading 30 in
the European list), results are shown in the following table:

Table 16: Deaths caused by abuse of psychoactive substances, in ICD9 and ICD10,

1999

Chapter ICD9 (1) ICD10 (2) Ratio
Mn2)

V. Mental and behavioural disorders 1,673 1,822 1.09
Alcohol abuse (including alcohol psychosis) 298 334 1.12

Drug dependency, drug addiction 36 17 0.47

XVI. lll-defined morbid symptoms and conditions

Unknown or unspecified causes 344 613 1.78

XVII. External causes of injury & poisoning 4,488 4,290 0.96
Accidental poisoning 78 110 1.41

Source: INSERM-CépiDC, (Pavillon et al., 2005).

More particularly for deaths coded under “drug dependence” according to ICD9 (36 cases),
only 17 deceases coded in ICD9 (codes 304-305) come back coded under the ICD10
matching heading (codes F11-F16 and F18-F19), namely a disparity of 19 cases (53 %)
(Table 17). As for yearly data, that goes with a decrease of 190 deaths.

The 24 cases coded under heading 30 in ICD9, yet coded under other headings in ICD10,
are distributed as follows: 13 cases in “mental disorders” (Chapter V, 54 %), 5 cases in
“respiratory system” (Chapter VIII, 21 %), 5 cases in “external causes” (Chapter XVII, 21 %),
1 case in “circulatory system” (Chapter VII, 4 %). The 13 disparities in “mental disorders” are
due to the change in revising the ICD and only refer to some specific deceases connected
with the abuse of licit substances:

e Acute intoxications listed under “drug dependence, drug addiction” in ICD9 (305.0)
are classified under “alcohol abuse” in ICD10 (F10.0);

e Tobacco addiction listed under “drug dependence, drug addiction” in ICD9 (305.1)
comes classified under the heading “others” from Chapter V (F17.9).

Other occurring alterations are mostly due to the change of encoding mode.

2 Transition from ICD9 to ICD10 encoding for deaths occurring in 2000. ICD10 stands for a major evolution in
classifying since it includes 12,000 codes, whereas ICD9 only included about 6,000 ones. Using ICD10 notably
enables en coding pathologies such as AIDS or more accurately characterizing other diseases as hepatitis.

2 As encoding medical causes of deaths and selecting death primary cause proved more complex in ICD10, the
INSERM-CépiDC had to change from a manual encoding to a routine one in order to process the French 540,000
yearly deceases.
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Table 17: Detailed analysis of the distribution of “drug dependence and drug
addiction” deaths in ICD9 and ICD10, 1999

ICD10
Heading 30 Others Total
(codes F11-F16

et F18-F19)
Heading 30 12 24 36
(codes 304-305)

ICD9 Others 5

Total 17

Source: INSERM-CépiDC, (Pavillon et al., 2005).

Deaths due to AIDS among injecting drug users (IDUs)

Ever since 1998 the share of IDUs among the entirety of AIDS-related deaths appears fairly
steady: between 20 and 27%.

Table 18: Deaths due to AIDS among injecting drug users, 1998-2004
1998 1999 2000 2001 2002  2003* 2004*

IDUs 204 196 136 119 177 112 86
All deaths 769 708 620 583 662 476 385
IDU share 26.5% 27.7% 219% 204% 26.7% 23.5% 22.3%

* rectified data

Source: AIDS Monitoring System, InVS.

6.2  Drug-related infectious diseases

Watch system for HIV infections, new AIDS cases

Between 2003 and 2004 more than 6,000 new HIV infections have been notified in France.
Contamination by injection (IDU) only stands for 3% of these new infections (the most
frequent contaminating mode is the heterosexual intercourse: in 50% cases among males,
and 97% for females).

Table 19: Notification of new HIV-infection diagnosed cases, 2003-2004

2003 2004 Total

Females Males Both Females Males Both Females Males Both
IDUs 18 62 80 13 50 63 31 112 143
‘C’\g;‘éf new 1481 1930 3411 1182 1709 2891 2663 3639 6,302
IDU share (in 15%  39% 29%  14%  36% 27%  14%  38%  2.8%

known whole)

Source: Notification System for HIV-infection, InVS.

The amount of new AID cases among IDUs has been steadily decreasing from the middle of
1990’s onwards. The share of new AIDS cases among the IDUs, among all new recorded
cases, has remained stable in 2004 when compared with both previous years.
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Table 20: New AIDS cases among IDUs, 1998-2004

1998 1999 2000 2001 2002 2003*  2004*

IDUs 355 308 246 255 201 166 150
Whole new AIDS cases 1,940 1,832 1,726 1,660 1,614 1,431 1,252
IDU share 18.3% 16.8% 14.3% 154% 124% 11.6% 12.0%

* rectified data

Source: AIDS monitoring system, InVS.

Prevalence of HIV seropositivity in France

As sero-prevalence surveys have been interrupted in France from 1997 onwards, the direct
method of assessment could not have been set up beyond that year, yet estimates can be
made until year 2000 thanks to the backward calculation method (Desenclos et al., 2005).

Using the direct method HIV prevalence among injecting drug users (IDUs) has been
assessed in 1997 at:

Table 21: HIV prevalence among IDUs in 1997 (direct method)

IDUs actually performing injection

Age Number Declared Number** of 95% CI**
prevalence* HIV+ individuals
(95 % CI)
<25 N=12, 800 4% (1% -10 %) N=500 10 -1 000
>=25 N=87, 200 22 % (19 % - 25 %) N=19 200 14,600 — 23,800
IDUs no more performing injection
Age Number Observed Number** of 95% CI**
prevalence*** HIV+ individuals
(95 % CI)
<25 N=10,700 2% (1%-5%) N=200 10 — 400
>=25 N=48,300 16 % (14 % - 18 %) N=7 700 4,200 — 11,300
Whole HIV+ IDUs N=27, 600 21,700 - 33,600

Cl: Confidence Interval

* Survey on syringe exchange programmes, 1998

** Number rounded up to nearest hundred

*** Survey among drug addict specialised care centres with accommodation, 1997

Source: (Desenclos et al., 2005).

With the backward calculation method and considering a relative risk of pre-AIDS mortality of
10 for injecting drug users (IDUs), the added incidence of HIV infection has been calculated
as follows:

Table 22: Estimate of HIV added incidence and prevalence in 2000

Population Added incidence Prevalence in Relative risk Number % of
1977-2000 2000 of pre-AIDS of medical
deaths periods care
IDUs 29,200 20,200 Y,=10 and 2 100
(23,300 — 38,100) (14,300 — 29,100) ¥Y;=10
Total 125,900 88,200

(90,000 - 205,600) (52,300 - 68,000)
W,= relative risk of pre-AIDS mortality among HIV+ individuals when compared with HIV- ones until June 1995

W,= ditto W, after January 1998
Source: (Desenclos et al., 2005)
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HCV incidence and risk factors of transmission among IDUs

An estimate of the incidence and the risk factors of transmission of HIV and Hepatitis C Virus
(HCV) among a cohort of injecting drug users (IDUs) has been carried out in Northern
France (Lucidarme et al., 2004).

The forecast cohort has been followed up during 12 months (medical examinations every
three months). Eligible respondents were drug users whose serology was allegedly negative,
having injected themselves with a substance at least once in their lifetimes, and being
recruited between 1999 and 2000 in French Northern and Eastern medical care facilities.
Therefore 326 have been surveyed but only 165 of them have joined the cohort (as they
were HCV positive with a known serological status), and 66 have been lost sight of during
the follow-up.

Throughout the follow-up year no case of HIV transmission has been recorded. The ratio of
raw incidence for HCV infection amounts to 9.0/100 individuals per year (PY) (Cl at 95%:
[4.54 — 13.4]) in the whole cohort, and to 11/100 PY (Cl at 95%: [4.7 — 17.1]) for users having
injected at least once during the 6 months prior to their joining the cohort.

The relative risk of sero-conversion combined with sharing whatever useful drug equipment
amounts to 3.6 (Cl at 95%: [0.43 — 29.2]). The risk of HCV infection is 18 times higher (Cl at
95%: [2.2 — 148.7]) when sharing cotton wool, 3.6 times higher (Cl at 95 %: [0.4 — 29.2])
when sharing a small dish, and 4.7 times higher (Cl at 95%: [0.5 — 40.3]) when sharing
water. In case of sharing syringes, the relative risk of sero-conversion ranks between 8.4 and
8.6.

The authors conclude that in the French regions surveyed, the risk of Hepatitis C
transmission remains quite high among IDUs. In order to cut it down, the access to low-cost
sterile equipment proves necessary.

HIV,_ HCV and HBV prevalence among problematic users

The results from the 2004 issue of the Coquelicot Survey carried out in 5 French cities will
not be published until the end of 2005. In the beginning of 2006, the TREND/OFDT Survey
on “Low threshold users” should integrate saliva samples into the collection of declarative
data for measuring the prevalence of HIV, HCV and HBYV infections in 4 cities not covered by
the Coquelicot Survey.

A prevalence survey on blood markers for Hepatitis B and C has been performed in 2003-
2004 among a national sample of individuals paying social security contributions (about 85%
of the population). Selected by drawing lots those individuals were granted a general medical
examination in their own local Social Security Centre. The acceptance ratio amounts to 9%
leading to about 15,000 volunteers. The self-selection of entrants may stand for a bias.

Among individuals acknowledging a present or past drug use by injection, the prevalence
ratio of anti-HCV antibodies is of 55.5% vs. 0.63% for the rest of the sample. Ninety-four
percent of seropositive injection drug users (IDUs) know their serological status. The
comparison with the same study on Hepatitis C operated ten years before shows that
Hepatitis C prevalence has remained level during 10 years, yet the knowledge of its serology
has more than doubled within general population, increasing even more among IDUs. The
prevalence ratio for HBc antibody — which refers to an infection transmitted by the Hepatitis
B virus, cured or not — amounts to 55.9% among IDUs vs. 8.0% among individuals not using
drugs (INVS/CNAMTS/CETAF, 2005).

Watch system for acute Hepatitis B

The mandatory notification of acute Hepatitis B infections has been initiated in France in
2003 following its suspension in 1985. The first results of notified cases between March 1°
2003 and April 1% 2004 are now available.

One hundred and fifty-eight cases of acute Hepatitis C have been recorded throughout that
period, among which 145 respondents have filled in the risk factors data. The more
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widespread risk is the sexual one (40.6% of cases), drug use only registering 6.2% of new
cases (5.5% by intravenous injection, and 2.8% by pernasal duct).

When comparing such figures with those collected by the “Sentinelles Network” between
1991 and 1994, a decrease in drug use transmission can be noticed (6.2% of the cases in
2003 vs. 19% in “Sentinelles”) and might be explained by vaccination recommendations for
drug users being better followed (Antona et al., 2005). Indeed according to the Coquelicot
Survey carried out in 2001-2002, 42% of users would have received one vaccine dose at
least (Emmanuelli et al., 2003).

6.3  Psychiatric co-morbidities
NO NEW INFORMATION AVAILABLE

6.4  Other co-morbidities linked to drug use

Cocaine-atropine combination

Between November 2004 and May 2005, 19 validated cases and 7 suspect ones (namely a
total of 26 cases) of intoxication, following a sniffed or injected use of powder containing a
cocaine-atropine combination®, have been detected in 5 French regions: North-Pas-de-
Calais, Lorraine, lle-de-France, Franche-Comté, and Midi-Pyrénées. Similar intoxication
cases have also been reported in the Netherlands, Italy, and Belgium between November
and December 2004 (OFDT, 2004c).

Identifying those cases immediately triggered a health alert and a press release from the
DGS (General Health Department) on December 17", 2004, taken over by national papers
(all in all, two alerts have been set off by DGS). Whether such combination has turned up
accidentally or deliberately in the market is not known. Between 1999 and 2004, among the
147 cocaine samples analyzed by the SINTES system (an amount of 147), there has not
been a single one containing atropine.

Individuals having used cocaine with heavy atropine contents have shown acute psychiatric
and/or neurological symptoms.

Powder samples of cocaine-atropine do not present any characteristics enabling to be visible
to the naked eye. The proportion of atropine content varies from 12 to 70%. A 150 mg “rail”
of powder containing 33% of atropine equals 50 mg of atropine. When the resorption level at
the nasal mucous membrane is not known, the correlation from 1 to 50 between the
maximum therapeutic dose intravenously injected and the dose contained in such a “rail”
leads undoubtedly to an atropine overdose, and therefore to a wide range of symptoms in
connection with the vegetative nervous system. An intoxication may also cause restlessness
with mental confusion and hallucinations, and even a respiratory depression (OFDT, 2004c).

Driving

Results from the Road Safety Survey on “Narcotics and fatal road accidents” (SAM)

In the absence of reliable epidemiological data relating to the impact of a narcotic use on
road accidents, the Law pertaining to Road Safety of June 18" 1999 and its Enforcement
Decree of August 27" 2001 have established systematic investigations of such substances
(cannabis and its by-products, opiates, cocaine and amphetamines) among drivers involved
in instantaneously fatal road accidents. That study, financed by the Ministry of Health and

% Molecule used in medicine notably for treating some specific heart conditions.
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coordinated by the OFDT, was given to a group of multidisciplinary researchers® (Laumont
and al, 2005; OFDT, 2005b).

From October 1% 2001 until September 30" 2003, all drivers so involved had to be submitted
to urinary screening tests. Should it prove impossible or should the test be positive, a blood
sample was taken in order to search for narcotics®. Those results were added to usual police
breath-tests in search of alcohol contents exceeding the licit upper limit of 0.5g per blood
litre. More than 10,000 tests were collected, involving about 17,000 drivers. After discarding
all incomplete procedures, the study kept 10,748 drivers involved in 7,458 mortal accidents.

Among the 10,748 drivers involved in fatal accidents, 853 have tested positive for narcotics
(7.9%), of which 751 for cannabis (7.0% from the whole). Through lack of enough drivers
testing positive, the effects from amphetamines, cocaine, and heroine could not have been
satisfactorily analyzed (50 drivers positive for amphetamines, 22 for cocaine, and 91 for
opiates, alone or combined with another substance). Additional studies prove therefore
necessary.

Among the 751 drivers testing positive for cannabis, 40% also present an alcohol level
exceeding the legal one. Even if it is not its major purpose, such a survey can nevertheless
suggest an estimate of cannabis prevalence (beyond the detection upper limit of 1 ng/ml) of
2.9% among the whole “current” drivers.

When comparing responsible drivers with non-responsible ones, and accounting for some
confusion factors (other narcotics, alcohol, age, type of vehicle, time of the accident, etc.)
that study shows that drivers under the influence of cannabis (all THC concentrations taken
into account) run 1.8 times more risks (Cl at 95%: [1.4-2.2] to be responsible for fatal
accidents than drivers testing negative.

Besides the survey enables for the first time to highlight the fact that the responsibility risk
increases along with THC concentration. Such a dose-effect pleads in favour of an actual
causal correlation. Indeed the risk to be responsible for one’s own accident goes from 1.6, if
the driver ranks below the level of 1 ng/ml, to 2.1, if (s)he ranks above 5 ng/ml.

All concentrations taken into account, the ratio of fatal accidents due to cannabis positive
tests stands around 2.5% (Cl at 95%: [1.5-3.5]). The annual number of victims directly
attributable to the over-risk of responsibility connected with driving on cannabis would stand
around 180 killed individuals, out of a basis of 6,000 fatal accidents per year.

Otherwise the survey brings to light the fact that, even if the driver is not responsible, his
(her) risk to die is increasing along with his (her) cannabis positivity*>. The yearly number of
victims due to that specific exposure among drivers on cannabis would be around 50 killed
individuals. Therefore the yearly number of victims attributable to cannabis, either directly for
a more frequent accident responsibility or indirectly for a higher exposure, would be around
230 killed individuals (Table 23).

Such figures may be compared with those relating to alcohol use, issuing from the same
survey and calculated with the same methodologies. As far as alcohol is concerned,
2,251 drivers involved in a mortal accident, namely 20.9% from the whole (7% for cannabis),
test higher than the legal alcohol level. The estimate of alcohol prevalence among “current”
drivers stands at 2.7% (2.9% for cannabis), a result that matches the one produced by other
surveys.

31 sAM Group: Ceesar, LAB PSA Peugeot-Citroén/Renault, Inserm, INRETS et OFDT; under the scientific
authority of Bernard Laumon (INRETS/UCBL/InVS UMRESTTE).

32 Urinary screening test was regarded as positive for amphetamines from a urine concentration of 1 000 ng/ml,
for cocaine or opiates from 300 ng/ml, and for cannabis from 50 ng/ml en A°acid tetrahydrocannabinol (THC-
COOH). Blood dosage was considered positive fot amphetamines or cocaine from a blood concentration of
50 ng/ml, of 20 ng/ml for opiates, and of 1 ng/ml de Agtetrahydrocannabinol (THC) for cannabis.

% Subject to a theory of causal correlation yet to be extended: being under the influence of cannabis could trigger
risk behaviours such as not fastening one’s seat belt.
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When it comes to the responsibility in fatal accidents, drivers under the influence of alcohol
(all levels taken into account) run 8.5 times more risks to be accountable for them than
drivers testing negative (Cl at 95 %: [7.1-10.1] ; as for cannabis, the over-risk ranks at 1.8)
(Table 23). All in all, out of a basis of 6,000 mortal accidents per year, 2,270 of them would
be attributable to alcohol.

Table 23: Risk to be responsible for a fatal road accident (Odds Ratio and 95%
Confidence Interval), and deaths due to cannabis and alcohol

Yearly

Blood concentrations Odds ratio (OR) 95 % Cl deaths
due to

Cannabis (ng/ml) "
THC = 0 ng/ml 1.8 [1.4-2.2] 230
Alcohol (g/l) @

Negative - -

<0.5 2.7 [2.1-3.4]

0.5-0.8 6.3 [3.7-10.6]

0.8-1.2 7.6 [4.75-12.0]

1.2-2.0 13.1 [9.1-19.0]

220 39.2 [22.6-68.3]

Together 8.5 [7.1-10.1] 2,270

(1) OR adjusted to alcohol, age, type of vehicle, and time of the accident
(2) OR adjusted to cannabis, age, type of vehicle, and time of the accident

Source: SAM Survey on “Narcotics and fatal road accidents”, 2005.

Other information on driving under the influence of narcotics

The first screening tests operated on drivers have occurred from 2003 second half-year
onwards, such controls being only performed by the National police (OFDT, 2005a). In 2004
that device has been extended to all police forces (National police, Gendarmerie, Paris
Police authorities).

When screening proves positive there is no information available on the type of substance
accountable for it. Setting up such a control device raises the issue of tools to be used for
screening narcotics (See Section 7).

In 2003, out of more than 2,000 screening tests carried out, 16% have proved positive, vs.
22% in 2004 out of a total of 15,900 (Table 24) (DLPAJ/CSR, 2005). The positivity rate varies
throughout both years and according to screening circumstances (suspicion, accident, road
offence). We must still wait for some years until we have a clear idea on the consistency of
such figures, all the more so since the reasons of a control for “use suspicion” have remained
vague so far.

Table 24: Screening for narcotic use on the road and positivity, 2003-2004

2003 2004 ¥
Number % of Number % of

positives positives

Screening performed 2,138 16 % 15,905 21. %
in case of:

Suspicion about narcotic use 59 44 1% 5,144 36,5 %
Accident (mortal, physical injury, 1,415 12.4% 9,563 11.0%
material damage)
Driving offence 661 21.6% 198 45.7%

(1) Carried out only between July and December 2003 by the National Police.
(2) Carried out throughout the year by all police forces (National Police and Gendarmerie, Paris Police authorities).

Source: DLPAJ/CSR, Ministry of the Interior and The Town and Country Planning.
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According to the survey carried out among frequent cannabis users, one user out of three
(35%) acknowledges having often driven a vehicle within 4 hours following a cannabis intake.
Another third (36%) of them declare having sometimes driven during the year, after smoking
(Bello et al., 2005b).

Cannabis and pregnancy

A French research team has proved the regulating role of receptors to cannabinoids in the
brain development of foetus, and therefore suggests that cannabis use during pregnancy
could delay brain development in utero.

THC owes its psychotropic action to its interaction with receptors to Type 1 cannabinoids
(CB1). If CB1 receptors are too activated, under the influence of too high a quantity of
cannabinoids, the brake effect is strong and the activity of neuronal networks dramatically
slows down even stops. Cannabis use is then likely to powerfully decrease foetal brain
activity, and consequently to damage the right development of brain. On the other hand we
do not know of a threshold effect, genetic conditions, or a critical period throughout gestation
(Bernard et al., 2005 ; INSERM, 2005).
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7. Responses to health correlates and consequences

Responses to health correlates and consequences: general context

Prevention of drug-related deaths: France does not have a national policy or specific
interventions to reduce overdoses. Access to substitution treatments, together with the risk-
reduction system are, in practice, indirect means of preventing deaths linked to opiate use. See
[Structured questionnaire no. 29] for more details.

Prevention and treatment of drug-related infectious diseases:

The risk-reduction policy is defined as all the measures implemented to prevent infection by the
AIDS and hepatitis viruses and also the problems and complications resulting from drug use
and the search for drugs. It principally involves preventing the health complications linked to
intravenous injection and injection of products made in poor hygiene conditions (abscess,
overdoses, septicaemia).

In France, the system relies on prevention actions which aim to facilitate access to sterile
injection equipment and to spread publicity about prevention, together with access to screening
among the high-risk population.

The actions are mostly developed by associations external to the specialised system with
support from the State or local communities.

The system is based on the following complementary actions:
- free sale of syringes in pharmacies (sold without prescription since 1987);

- dispensing machines delivering Stéribox® injection kits (225 in total in 2002) or collecting
used syringes (153 in 2002) ;

- community needle and syringe programmes (NSP): 118 in 2001;
- drop-in centres or contact centres for drug users (40 in 2001);

Overall, the risk-reduction system covers the greater part of French territory (87 departments
covered).

Screening is, theoretically, facilitated by the existence of screening centres which are
anonymous and free of charge (Anonymous free screening centre, CDAG), of which there are
386 outside prisons and 109 in prisons (in 2002). There is a plan to control hepatitis