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I ntroduction

This annual report on the drug situation in Norway was compiled during the autumn of
2001 by the National Institute for Alcohol and Drug Research (SIRUS) for the
European Monitoring Centre for Drugs and Drug Addiction (EMCDDA).

The EMCDDA is an independent, decentralised EU agency. The centre is charged with
collating and analysing information and knowledge about drugs and political issues
related to drugs. The am is to better equip the member states to develop effective
measures against drugs and drug related problems within a national or common
European framework. Norway joined the centre 1.1.2001, and at the same time SIRUS
was connected with the European Information Network — REITOX as a national Focal
Point.

For the most part the proposed guidelines and framework for the national report have
been carefully followed, with two exceptions. The key issue “ Poly drug use’ has been
integrated into the main report; key issue “ Successful treatment” is limited to medically
assisted rehabilitation. Since this is the first time Norway has delivered such a national
annual report, we have chosen in some cases to provide information relating to specific
measures and projects that were initiated prior to 2001. This is aso true for the
comparable statistical data and survey results presented.

Part |. National strategies: ingtitutional & legal frameworks has been mainly written by
the Ministry of Health and Social Affairs. All other sections, have been prepared in their
entirety by SIRUS internally and by staff who function as the Norwegian Foca Point,
where Norway’s representative to the Scientific Committee of the EMCDDA also has
played a central role. Information in the report is largely based on information and data
collected from central Norwegian institutions and actors in the drug field. | would like
to thank all external contributors, in particular the trandlator and staff who, often under
the pressure of short timelines, have contributed to the report in its current form.

Odlo, December 2001

Knut Brofoss
Director
National Institute for Alcohol and Drug Research
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Summary. Main trends and developments

Norwegian drug policy is based on a comprehensive, multidisciplinary approach,
in which prevention, treatment and rehabilitation efforts balance and reciprocally
reinfor ce supply side measures and control efforts. Ever sincethe use of drugs
became a social problem among youth in the latel960's, Norway has pursued a

restrictive drug policy, banning both the possession, use and trafficking of drugs.

Despite all efforts made, drug abuse still constitutes a considerable health and social
problem. Thereis agreater access to and availability of drugs than ever before.
Increased drug trafficking and new patterns of abuse imply significant challengesto all
services involved as well as demanding extensive efforts.

Over the years, the Government has stressed the importance of further developing a
comprehensive “ substance abuse policy”, with regard to prevention, care and treatment
efforts. One reason for thisis the extent and sophistication of research results and
knowledge accumul ated over the last few decades concerning the relationship between
substances. We now know that where we find illicit drugs we aso find alcohol and
tobacco. Supporting and reinforcing efforts to obtain knowledge in the substance abuse
field and raising the level of competence among key professional groupsisamajor

priority.

There still seems to be a general consensus among experts, politicians and the general
public that any proposals that could potentially lead to the liberalisation of drugs should
be rglected. It isaso worth noting that a vast majority of Norwegian youth still opposes
any use of illicit drugs. This despite the sharp increase in use of cannabis and of ATS

(amphetamine type stimulants), in particular ecstasy among young people under 21.

Surveys among young people 15- 20 years of age suggest that there has been a distinct
increase in the use of different substances in recent years. While until the mid 1990s less
than 10 per cent of young people across the country from 15-20 years of age reported
that they had ever used cannabis, this estimate grew to 17 per cent in 2001.



National Report 2001 — SIRUS

Among those who report a use of other illegal drugs, 1-2% report that they have used
substances such as LSD, heroine, cocaine and ecstasy at some time. For amphetamines,
there has been an increase from approximately two per cent during the mid-1990s to

approximately four percent during the last 2-3 years (Figure 2).

Lifetime use of cannabis among those 15-64 years of age shows that the percentage has
risen from 9.6% in 1991 to 15.4% in 1999. The proportion of those who reported having
used cannabis during the last year rose from 3.0% to 4.5%. During 1999, 3.8% of the
same age group reported having ever used amphetamines, 1.3% reported use of ecstasy,

2.1% cocaine and 1.4% heroine.

Other surveys show that a substantial increase has also taken place with respect to more
long-term abuse. Calculations made by the Nationa Institute for Alcohol and Drug
Research show that the number of intravenous drug users in Norway has grown from 4-
5 000 at the end of the 1980s to 9-12 000 during the late 1990s. Surveys show that most
intravenous drug users inject heroine. The proportion of those who primarily inject

amphetamines is estimated to be approximately 10 per cent.

The abuser population has grown older over time. There is reason to believe that this
trend will continue. From at one time being a youth problem, it is currently on the verge
of becoming a socia problem that is increasingly related to middle-aged abusers.
Moreover, it appears that more recruiting is taking place among the older age groups,
particularly among men. One possible explanation for this is that those who have
traditionally abused alcohol have now become heroine addicts.

There also seems to have been an increase in the consumption of heroine, which is
related not only to the fact that there are more abusers, but also to the fact that the

dosage size per injection has grown.

There has been a dramatic increase in the number of drug-related deaths during
the 1990s. In 1990, 75 people died as a result of an overdose, while the figure for
2000 was 327, the greatest number ever. The rise in mortality has no easy

explanation, and we continueto lack information in this area.
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Along with growing older, the group of heavy drug users has become more physically
and mentally debilitated. There is wide accessto heroine as aresult of falling prices,
which in turn has contributed to larger doses for individual users. Mixed abuse, whereby
heroine is taken together with alcohol and/or other prescription drugs such as Rohypnoal,
are becoming increasingly common. Moreover, many drug addicts appear to be more
resigned to their problem and more self-destructive after several rounds of treatment in
various institutions and rehabilitation programmes. The high mortality rate can be
related to a more widespread drug injection culture in Norway when compared to other

countries, including Nordic neighbours.

The number of new cases of HIV infection among intravenous drug usersin Norway is
low. Thisis also the case for the number of new intravenous drug users who develop
AIDS.

As of 31 December 2000, 448 individual s were diagnosed as HIV-positive, with
intravenous drug use as a risk factor of. Among those who had developed AIDS as of
31.12.2000, 119 were intravenous drug users or 17% of the total number of AIDS cases
The outbreak of Hepatitis A and B appears now to be in retreat, although 176 new cases
were reported in 2000.

Hepatitis C still need not be reported except in the case of acute infection, and the
number of reported cases does not represent the real incidence rate. The number of
reported casesis very low, although it is known that large numbers of drug users have
been infected with Hepatitis C.

Thenumber of driversarrested under suspicion of driving under theinfluence of
drugs other than alcohol has more than doubled during the 1990s.

Narcotics and/or medicines have been detected in slightly less than 70% of tests where
the primary suspicion is such substances. Cannabis and amphetamines are the most
commonly detected drugs. For these drugs the number of positive tests during the period
has doubled many times over. The prevalence of heroine, benzodiazepines and ecstasy

has also shown a similar increase.

Developmentsin seizures of drugslargely indicate a growing tendency with respect

to both number and amount.
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However, there have been broad variations for all substances from one year to the next.
Cannabis is the dominant drug seized. During the last five years, the number of seizures
has risen from 4 296 in 1996 to 9 225 in 2000. The number of seizures of amphetamines
has risen from 1775 in 1996 to 3077 in 2000. Seizures of heroine have remained
relatively stable, at approximately 2 300-2 600 seizures during the last five years.

The number of seizures of ecstasy has grown from 198 in 1996 to 783 in 2000, while
the number of seized doses has risen from nearly 13 000 to nearly 15 000. As in other
countries, new types of tablets and capsules are continuously registered, although
MDMA dominates, accounting for 97 per cent of seizures. The remaining 3 per cent
includes MDA, MDEA, amphetamines, cocaine and ephedrine.

LSD and other hallucinogenic substances have never gained a foothold in Norway, and
were absent from the market for quite some time. However, in 1995 LSD made a
comeback in the wake of ecstasy. The number of seizures of LSD is, however, low (88
in 2000). The volume confiscated has also been relatively modest.

While there has been arelatively large increase in the number of cocaine seizures (from
75 in 1996 to 390 in 2000), cocaine amounts to a small portion of the total number of
seizures of narcotics in Norway. However, large single seizures have been made in
some years, such that the total volume confiscated has been relatively large (92.7 kilos
in 1998, 60.2 kilosin 1999).

Seizures of GHB are rare, although they have become more frequent; from 2 in 1998,
38 in 1999 to 83 in 2000. In July 2000 GHB was classified as a narcotic substance in
Norway. One of the raw materials used in the production of GHB — gammabutryolakton
(GBL), which otherwise is used in the removal of “tagging” — was classified as a drug

in January 2000.

The general goal of treatment is full rehabilitation of substance abusers. Thisis
viewed as compatible with an acceptance that harm-reduction measures directed
at reducing the damaging effects of drug abuse to the abusers themselves, to their
families and to the society are needed.

However, controversy has arisen in relation to the need for new harm-reduction

measures, particularly proposals for establishing public injecting rooms in protected
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environments. Before resigning in October 2001, the former Government concluded
that since no means should be left untested in the struggle to reduce deaths caused by
overdose, public injecting rooms could legaly be established in a limited number of
municipalities on a strictly controlled trial basis. The new Government will await

comments to the proposal before deciding its position.

The issue of substitution treatment has also been controversial. This is part of a larger
debate on the quality and effect of treatment offered, a debate initiated by users as well
as those working in the rehabilitation field. Since the conclusion of a pilot methadone
project in 1997 that involved 50 clients, the number of clients receiving substitution
treatment has risen dramatically, and is estimated to reach 1 600 by the end of 2001.
Investing in substitution treatment does not disregard the ethical dilemmas associated
with offering aform of treatment that replaces a life-long addiction to one narcotic drug
with another, but acknowledges a moral duty to improve the lives of those suffering as a

result of extensive drug abuse.

The national drug prevention field under the Ministry of Health and Social Affairs
has recently been reor ganised.

A magjor objective of this action is to support local communities’ ability to prevent and
tackle drug abuse, and to strengthen the after-care system for drug addicts who have
gone through specialised treatment programmes. Furthermore, the reorganisation is
intended to strengthen the areas of research and education within the drug field. Asof 1
January 2001 three central environments for substance abuse prevention were involved
in the reorganisation. These operate within the areas of research and documentation,

education and competence, and administrative tasks and are as follows:

» theNationa Institute for Alcohol and Drug Research (SIRUS)

» the Norway-Net consisting of seven regional centres of competence

» theremaining Norwegian Directorate for the prevention of alcohol and drug
problems.

Through this reorganisation the Ministry has ensured broad and current accessto

knowledge and experience as a basis for strategic planning and policy development.



National Report 2001 — SIRUS

The establishment of seven regional centres of competence in Norway represents a
substantial contribution towards strengthening the development of competence

within the drug field among health and social workers.

The competency centres are to provide up-grading education for key personnel within
municipalities, further develop specialised services for drug abusers and support
schools. Following the reorganisation of state efforts within the drug field, the centres
are also expected to cooperate with the municipalities, fuel the further development of
methods and contribute to raising the level of competence within the drug prevention
field. Each centre of competence has been delegated one or several speciality areas.
Norway-net is the collective network for the regional drug centres of competence.
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PART 1

NATIONAL STRATEGIES:
INSTITUTIONAL & LEGAL FRAMEWORKS

1. Developmentsin Drug Policy and Responses

1.1 Podlitical framework in thedrugfield

a Obijective and priorities of the national drug policy

Norwegian drug policy is based on a comprehensive, multidisciplinary approach, in
which prevention, treatment and rehabilitation efforts balance and reciprocally reinforce
supply side measures and control efforts. Ever since the use of drugs became a social
problem among youth in the late 1960°s, Norway has pursued a restrictive drug policy,
banning both the possession, use and trafficking of drugs.

Awareness of the fact that the drug problem isincreasing, rather than the reverse, has
inevitably led to discussions on the effect and purpose of the restrictive orientation of
Norwegian drug policy. Both the Government's and the Storting’ s position in relation to
thisissue has been, and still is, clear. As stated in Report No 16 to the Storting on Drug
Policy (S meld nr 16 (1996-97) Narkotikapolitikken), liberalisation would first and
foremost imply that society no longer considers drugs to be a serious problem and most
likely lead to an increase in the availability of drugs and thus, leading to increased
abuse. In its response the Storting emphasised the importance of maintaining the

existing restrictive drug control policy.

The same statements can be found in the follow-up Proposition to the Storting in an
action plan for reducing the use of psychoactive substances (S prp nr 58 Handlingsplan
for redusert bruk av rusmiddel (1998-2000). The Government declared that the
ambitious goal of a drug-free society would be firmly upheld, as a necessary expression
of attitude towards drugs. The Storting confirmed its negative attitude towards
legalisation or decriminalisation, while also stressing that greater emphasis must be
given to prevention, and not least prevention carried out within the framework of NGOs
(Innst.S.nr.40 (1998-99).

10
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Despite all efforts made, drug abuse still constitutes a considerable health and socia
problem. Thereis agreater access to and availability of drugs than ever before.
Increased drug trafficking and new patterns of abuse imply significant challengesto all
services involved as well as demanding extensive efforts. The practical implementation
of the national drug policy is therefore focused on reducing supply and demand, most
importantly through preventive measures.

Over the years the Government has viewed the further development of a comprehensive
"substance abuse policy" with regard to prevention, care and treatment efforts with great
importance. One reason for thisis the extent and sophistication of research results and
knowledge accumulated over the last few decades concerning the relationship between
substances. We now know that where we find illicit drugs we aso find alcohol and
tobacco. Supporting and reinforcing efforts to obtain knowledge in the substance abuse
field and raising the level of competence among key professional groupsis amajor

priority.

International cooperation - both at sub-regional, regional and global level - is considered
one of the main pillars of Norwegian drug policy, and an important part of a
comprehensive approach to drug abuse. At the European level, Norway is a member of
and participates in the work of the EMCDDA and the Council of Europe's Pompidou
Group. Norway has aso ratified the three relevant UN conventions, and in addition to
our participation in and support of the UNDCP, Norway is currently the chair of the
regional section of the Dublin Group covering the three Baltic States, and has been a

member of this group since 1993.

b. Basic elements of drug policy at national, regiona and local level

In general, amajor challenge and priority isto maintain and reinforce negative attitudes
towards drugs through preventive measures. Focus is particularly on reducing the use of
illicit drugs like cannabis, ecstasy and other new synthetic drugs among youth and
young adults.

Primary responsibility for drug policy issues, hereunder prevention, care and treatment,
rests with the Ministry of Health and Social Affairs, under the Minister of Social

11
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Affairs. Due to the multidisciplinary nature of the drug problem and the need for
extensive cooperation with other ministries, the Ministry of Health and Social Affairs
has appointed a drug policy panel to survey the drug situation and co-ordinate specific
drug policy efforts in different sectors. The panel meets yearly and consists of members
from the Ministry of Justice and the Police, the Ministry of Education, Research and
Church Affairs, the Ministry of Children and Family Affairs, the Ministry of Defence
and the Ministry of Foreign Affairs, in addition to the Ministry of Health and Social
Affairs.

The national drug prevention field under the Ministry of Health and Social Affairs has
recently been reorganised. A major objective of this action isto support local
communities’ ability to prevent and tackle drug abuse, and to strengthen the after-care
system for drug addicts who have gone through specialised treatment programmes.
Furthermore, the reorganisation is intended to strengthen the areas of research and
education within the drug field. As of 1 January 2001 three central environments for
substance abuse prevention were involved in the reorganisation. These operate within
the areas of research and documentation, education and competence, and administrative

tasks and are as follows:

» theNationa Institute for Alcohol and Drug Research (SIRUS)
» the Norway-Net consisting of seven regional centres of competence
» theremaining Norwegian Directorate for the prevention of alcohol and drug

problems.

Through this reorganisation the Ministry has ensured broad and current accessto

knowledge and experience as a basis for strategic planning and policy development.

The municipalities are responsible for prevention measures and the rehabilitation of
substance abusers, according to advice and guidelines provided by the national level. A
point of departure for thisis that services are to be anchored in the local communities

where the problems exist.

Treatment of people with drug problems is predominantly based on the principles of
voluntary, drug-free rehabilitation. Moreover, measures should be appropriate to the

12
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different needs of different groups, such as drug abusers with children and those who
are pregnant. Priority is also given to further developing low threshold health services
for drug abusers.

Substitution treatment for hard-core intravenous drug users has been available on a
nation-wide basis since 1998. The system is anchored in specialised regional centres,
but the municipal health and social services are otherwise responsible for follow-up.
However, practical problems have surfaced in relation to the necessary participation of
local doctors and social services. A significant effort has been made to clarify the issues
of organisation, responsibility and financing in order to make the system more effective,
and Parliament has now approved arevised model that more clearly integrates
substitution treatment into the ordinary municipal health and socia servicesasof 1 July
2001. Thisis expected to expand system capacity from approx. 1 100 clients
(31.12.2000) to an estimated 1 600 by the end of 2001.

Cooperation with other local services and sectorsisvital. It isnot only necessary to
coordinate social services for substance abusers, but also their relationship with the
mental health services, the child care services and the primary health sector. In addition,
close cooperation with the housing system, the labour market and the educational
system is necessary. Voluntary organisations make a valuable contribution, owning and

operating several residential institutions, most often with support from public funds.

The police, under the Ministry of Justice and the Police, work to prevent drug-related
crime through two important angles. First, by means of an effective police force that
investigates cases and impedes and therewith reduces the supply of drugs. Second, the
police spread information about the adverse consequences of drug abuse. An active
information service for different youth groups, parent groups and schools is enforced,

whose strategy isto prevent the recruitment of new youth groups to the drug scene.

1.2 Policy implementation, legal framework and prosecution

a Law and regulations (drug-rel ated issues about health, social affairs, youth,

justice, druqg control, etc.)

13



National Report 2001 — SIRUS

There are no separate laws dealing with drugs only in Norway. Legidative
responsibility is divided between the Ministry of Justice and the Police (the Civil Pena
Code) and the Ministry of Health and Social Affairs (the Act on Medicinal Products and
the Social Services Act).

All illicit dealings with drugs are covered by the Norwegian Civil Penal Code of 22
May 1902, with the exception of the use and possession of minor quantities of drugs,
which is covered by the Act on Medicina Products etc, of 4 December 1992. Asfar as
control policy is concerned, Norwegian legislation allows the maximum penalty of 21
years of imprisonment to be applied for serious drug crimes.

Legal provisions for care and treatment are laid down in the Social Services Act of 13
December 1991, No 81.

Legal framework in the area of care and treatment

As stated in section 3-1 of the Socia Services Act, the municipal social services have an
obligation to make efforts to prevent and combat substance abuse, and according to
section 6-1 have a comprehensive responsibility for care and treatment. Section 6-1
statesin full:

"By means of advice, guidance and practical assistance, cf. Sections 4-1 and 4-2,
the social services shall help individuals to stop abusing alcohol and drugs. Advice,
guidance and help shall likewise be given to the families of the persons in question.

When necessary and when the client so wishes, the social services shall provide
for a course of treatment. Such a course of treatment may among other things comprise
the appointment of a support contact, the establishment of a support network at work,
and contact with the primary health services or specialist services.

Should such assistance outside institutions prove insufficient, the social services
shall provide a place in a suitable institution for care and treatment. If the need for such
a place at an institution cannot be met, the social services shall if necessary see that
temporary measures are adopted.

The social services shall follow up the client through the course of treatment in
conversations and if necessary on home visits, and by making arrangements for the

measures required on the termination of a stay, if any, at an institution.”

According to section 7-1, the counties are responsible for establishing and running

institutions with specialist services associated with them for the care and treatment of

14
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alcohol and drug abusers. The counties may own and operate the institutions themsel ves
or enter into an agreement with private institutions. While responsibility for specialist
services currently falls under the Social Services Act thiswill in due time be assumed
by the state as a result of the ownership reform already in force for specialised services
falling under the new Act on Specialised Health Services.

The Socia Services Act sets forth legal provisions for compulsory treatment of drug
addicts. From 1996 these provisions also include pregnant drug abusers. Section 6-2a
states that a pregnant drug or acohol abuser can, without her consent, be admitted to an
institution and be detained there throughout the pregnancy, provided that the abuse is of
such a nature that it will in all probability have a harmful effect on the child, and
provided that voluntary assistance is not sufficient. The purpose of this practice is to
prevent or limit the likelihood of harm coming to the child. During her stay, attention
shall be given to offering the woman satisfactory help for her drug or alcohol abuse and
enabling her to take care of her child.

The Ministry of Health and Socia Affairs hasissued circulars on the organisation and
operation of substitution treatment programmes at regional and local levels.

Legal framework in the area of justice and drug control
The General Civil Penal Code and the Act on Medicinal Products do not define the

term “drugs’. The Act on Medicinal Products in section 22 empowers the King to
determine which substances shall be regarded as narcotic drugs. The King in turn has
delegated this task to the Director of Health (as from 1 January 2001 the Norwegian
Medicines Agency) who has laid down a detailed list of narcotics, cf. the regulation
relating to narcotics etc. (The Narcotics' List of 30. June 1978, No 8). Included in the
national narcotic drug list are al the psychotropic substances (cf. Convention on
Psychotropic Substances) and narcotic drugs (cf. Single Convention on Narcotic Drugs)
under international control and a few additionally substances/plants, which are only
under national control. Salts and derivatives of the substances listed in the national
narcotic drug list, and any isomers, esters and ethers of the substances or their salts are
also considered narcotic drugs.

15
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Regulations issued on 19 December 1997 concerning Certain Substances that can be
used in the lllicit Manufacture of Narcotic Drugs and Psychotropic Substances,
precursors, implements the European Community Directive n® 92/109 of 14 December
1992.

The General Civil Penal Code, section 162 first paragraph, sets forth the main provision
with regard to drug felonies. It relates to anyone who intentionally (cf. Section 40 of the
General Civil Penal Code) "manufactures, acquires, imports, exports, stores, sends or
conveys’ narcotic drugs. The penalty for drug offences pursuant to section 162, first
paragraph is fines and/or imprisonment of up to 2 years. Aggravated drug felonies,
however, are punished by a term of imprisonment not exceeding 10 years pursuant to
the second paragraph of this provision. Whether an offence is to be considered
aggravated depends on an evaluation of each case by which, according to statutory
provisions, the sort of substance involved will be regarded as significant, as well as the
guantity and the nature of the offence (i.e. whether the substance has been
systematically sold to groups that are considered to be especialy vulnerable, such as

pupils, inmates in prisons and clientsin socia institutions).

The third paragraph increases the penalty to a term of imprisonment of no less than
three and not more than 15 years if “a very considerable quantity is involved in the
offence”. According to the intentions behind this provision, it shall only be applied in
very exceptional cases. Under “very aggravating circumstances’, a term of
imprisonment not exceeding 21 years (which is the maximum penalty according to
Norwegian penal laws) may be imposed pursuant to the second paragraph, item 2.
Given the legidative history behind this provision, it is clear that it was primarily
intended to impede the really large organisers of international drug trafficking involving

the most dangerous drugs.

The legal status of use and possession of small amounts of drugs was reclassified from
a misdemeanour to crime in 1984. Use and possession of small amounts do not,
however, fall under section 162 of the General Civil Penal Code, but under the more
lenient provisions of the Act on Medicinal Products of 4. December 1992, no 132,
Section 31 second paragraph, cf. Section 24. The punishment is fines or imprisonment
of up to 6 months. The same applies to complicity. Attempted infringement is to be

punished as an accomplished offence cf. Section 31, last paragraph.

16
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In 1988, Section 162a relating to profit derived from a drug felony was introduced. The
objective of this provision was to impede the economic interests invested in drug
trafficking. In 1993, the provision was repealed and replaced by the amended Section
317 of the General Civil Penal Code, which was formulated in such general terms that
profiting from drug trafficking, for instance acts involving the laundering of drug
money, also falls under this provision. The fourth paragraph of section 317, however,
still prescribes a special penalty scale for the intentional involvement with proceeds
from a drug offence. Under very aggravating circumstances a term of imprisonment up
to 21 years may be imposed. Otherwise a penalty of fines and/or imprisonment with a
term not exceeding three years shall be imposed when a crime relating to the proceeds

of acrimina act is of amore general nature.

Property crime committed by a drug user to finance his’her drug addiction falls under
the general rules in the Penal Code on theft, robbery, etc. Furthermore, the proceeds of
the offence may be confiscated by applying the general rules on confiscation in Section
34 in the Penal Code. There are no specific provisions regarding property crimes for the
financing of drug abuse. However, in Section 317 of the Pena Code regarding profit
from a criminal act, there are specific provisions that may lead to a more severe penalty
if the offenceis drug related.

Section 162 of the General Civil Penal Code covers all forms for distributing drugs.
Again, the severity of the penalty depends on the drug type and the quantity.

The Prison Act of 12 December 1958, No 7, Section 12, allows treatment to be
substituted for a prison sentence. The decision to transfer the convicted person to a
treatment institution is made by the governor of the Prison Service Institution, or in
cases involving serious crimes, by the Prison Service Administration. In special cases, it
may be decided that the execution of a sentence isto commence in atreatment
ingtitution. Transferral to atreatment institution as an alternative to serving the sentence
in aPrison Service Ingtitution is voluntary in accordance with section 12 of the Prison
Act.

b. Prosecution policy, priorities and objectives in relation to drug addicts, occasional

users, drug related crime

17
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Practice shows that the penalty for drug felonies to a large extent depends on the
substance and quantity involved. Involvement with cannabis is subject to more lenient
sentencing than involvement with more dangerous substances. Also a very important
issue with regard to sentencing is the nature of the involvement that the convicted felon
has had with the substance. Greater leniency is shown in cases involving the import and
purchase of drugs intended for persona consumption than in cases where the act was
motivated by profit.

In three recent court decisions (Rt. 1999, p.33 and p.1504 and the Supreme Court
Ruling of 6. September 2000), the Supreme Court very strongly expresses the need to
draw a distinct line between the purchase and storing of drugs intended for private
consumption and the purchase and storing of drugs intended for sale. In the Supreme
Court Ruling from September 2000, the first voting justice stated that this decision, in
his opinion “must be perceived as an indication of a change of practice” compared to
earlier. As such, it appears that the Supreme Court would like to move further than it
previously has, towards creating a distinction between involvement with drugs intended

for private consumption and involvement with drugs intended for sale.

c.  Any other important project of law or other initiative with political relevanceto

drug related issues

The Minister for Social Affairs has recently appointed a research commission to
summarise existing knowledge in the field of substance abuse, evaluate the need for
further research and indicate policy dilemmas and optionsin the years to come. The

Commission isto submit areport by 1 July 2002.

1.3 Developmentsin public attitudes and debates

There still appears to be a general consensus among experts, politicians and an overall
majority of the public that any proposals that could lead to liberalisation of drugs should
be rgjected. It is also worth noting that a vast majority of Norwegian youth still opposes
any use of illicit drugs. This despite the sharp increase in use of cannabis and of ATS
(amphetamine type stimulants), in particular ecstasy among young people less than 21

years of age.
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Although the legalisation debate has been limited in Norway, criticism has nonetheless
been raised against the existing drug policy. The media have in recent years focused in
particular on the dramatic increase in the number of drug related deaths and requesting

more effective measures in order to prevent such mortality.

Critics adso point to what they argue is an uneven balance between the seriousness of
the crime and the framework according to which different drug-related crimes are
punished. The general level of sentencing for criminality in Norway is regarded as
rather low, while the level of punishment for drug-related crimesis high.

Individual citizens and lawyers have also raised doubts about how effective the current
penal system is with respect to preventing drug abuse. Questions have been posed as to
whether the restrictive Norwegian control system creates more problems than it solves.

The general goal of treatment is full rehabilitation of substance abusers. Thisis viewed
as compatible with an acceptance that harm-reduction measures directed at reducing the
damaging effects of drug abuse to the abusers themselves, to their families and to the
society are needed. However, controversy has arisen in relation to the need for new
harm-reduction measures, particularly proposals for establishing public injecting rooms
in protected environments. Before resigning in October 2001, the former Government
concluded that since no means should be left untested in the struggle to reduce deaths
caused by overdose, public injecting rooms could legally be established in a limited
number of municipalities on a strictly controlled trial basis. The new Government will

await comments to the proposal before deciding its position.

The issue of substitution treatment has also been controversial. This is part of a larger
debate on the quality and effect of treatment offered, a debate initiated by users as well
as those working in the rehabilitation field. Since the conclusion of a pilot methadone
project in 1997 that involved 50 clients, the number of clients receiving substitution
t