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after a period of falling quantities between 2001 and 2004.
Conclusions here are necessarily preliminary as the United
Kingdom, a country responsible for most herbal cannabis
seizures in terms of both numbers and quantities, has not yet
reported data for 2005.

In 2005, an estimated 13 500 seizures in Europe resulted
in the interception of about 24 million cannabis plants (most
of them in Turkey) and 13.6 tonnes of cannabis plants (most
of it in Spain). Overall, the number of seizures of cannabis
plants in Europe shows a continuous upward trend since
2000. If we look at the EU Member States, the number of
cannabis plants seized peaked in 2001 and increased
again since 2003, whereas in Turkey after an increase in
the period 2001-03, the number of cannabis plants seized
decreased in 2004 and increased again in 2005.

Price and potency

In 2005, the average retail price of both cannabis

resin and herbal cannabis varied, both between and
within countries, with the majority of countries reporting
prices for cannabis products in the range EUR 4-10 per
gram (¥). However, reported average or typical prices
for both types of cannabis ranged from EUR 2 per gram
to over EUR 15. Mean prices of cannabis resin, corrected
for inflation, fell over the period 2000-05 in all reporting
countries except Poland, where prices remained stable.
Mean prices of herbal cannabis, corrected for inflation
also decreased or remained stable over the same period in
all reporting countries except Slovenia (%°).

The potency of cannabis products is determined by their
content of delta-9-tetrahydrocannabinol (THC), the primary
active constituent (EMCDDA, 2004). In 2005, the reported
average or typical THC content of cannabis resin at retail
level was reported to vary from less than 1% to 17 %; such
a range of variation is difficult to explain given the common
source of most European resin. Herbal cannabis potency was
reported to range from less than 1% to just over 15%. It is
not possible to distinguish between domestically produced
herbal cannabis and imported in the data available;
however, the Netherlands was able to produce an estimate
of 17.7 % for locally produced herbal cannabis ().

Prevalence and patterns of cannabis use

Among the general population

The more recent survey data confirm the picture of cannabis
use as the most frequently used illicit substance in Europe.
During the 1990s, the use of the drug, particularly among
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young people increased in virtually all countries. However,
some of the more recent data suggest that the upward trend
is levelling off, albeit at historically high levels. An important
secondary question is to explore trends among those using
the drug intensively and for long periods of time. Here, the
data is less good but concern exists that more young people

Surveys: an important tool for understanding patterns
and trends of drug use in Europe

Drug use in the general or school population is assessed
through surveys, which provide estimates of the proportion of
people that declare having used drugs over defined periods
of time: lifetime, last year or last month.

The EMCDDA, in association with national experts, has
developed a set of common core items (the ‘European Model
Questionnaire’, EMQ) for use in adult surveys, and this has
been implemented in most EU Member States. Details of the
EMQ are included in ‘Handbook for surveys about drug use
among the general population’ (http:/Zwww.emcdda.europa.
eu/?nnodeid=1380). However, there are still differences
between countries in methodology and year of data
collection, and small differences between countries should be
interpreted with caution (*).

As surveys are expensive to conduct, few countries collect
information annually. In this report, data is presented based
on the most recent survey available, which in most cases will
be between 2003 and 2006.

Three measures of drug use over time are commonly used
for reporting survey data. Lifetime use or prevalence is the
broadest. This measure is commonly used for reporting

on very young groups, for example school children, but is
of limited value in reflecting the current situation among
adults, although it may provide insight into patterns of use
and incidence. In this report, the focus is on reporting use in
the last year and in the last month, as these two measures
better reflect the present situation, with the latter category
often serving as a proxy measure for regular use. Clearly,
identifying those who are using regularly or having problems
with their use of drugs is important, and some progress has
been made in this respect with the development of scales to
assess more intensive forms of use; and these are included
where they are available (see the box on developing
psychometric scales, p. 42).

() EMCDDA standard age ranges: all adults (15 to 64 years) and
young adults (15 to 34 years). Data from some countries cover
slightly different age ranges (e.g. 16-64, 18-64, 16-59 years). For
more information about methodology of population surveys and the
methodology used in each national survey, see the 2007 statistical
bulletin.

(>) See Table PPP-1 in the 2007 statistical bulletin.

(*®) Data on price of both cannabis resin and herbal cannabis were analysed for 19 countries (in which data for at least three consecutive years were available).

(**) Data on cannabis potency can be found in Tables PPP-2 and PPP-5 in the 2007 statistical bulletin.
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are using cannabis in this fashion and that this fact may
in part be reflected in the increases in cannabis treatment
demands that have been observed in some countries.

It is conservatively estimated that cannabis has been used

at least once (lifetime prevalence) by more than 70 million
European adults, that is on average nearly a quarter (22 %)
of all 15- to 64-year-olds (*°). National figures vary from

2% to 37 %, with the lowest figures in Bulgaria, Malta and
Romania, and the highest in Denmark (36.5%), France
(30.6%), the United Kingdom (29.8%) and ltaly (29.3%) (*%).
Despite this wide overall range, 12 European countries out of
the 26 that provided information reported lifetime prevalence
rates in the range 10-25% (*2).

Moving the point of reference from lifetime to last year,

the levels of reported cannabis use fall but still remain
considerable. Estimates suggest that more than 23 million
European adults have used cannabis in the last year,
producing an average figure of about 7% of all 15- to
64-year-olds. National figures range between 1% and
11.2%, with the lowest figures reported by Bulgaria,
Greece and Malta, and the highest by Italy (11.2 %), Spain
(11.2%), the Czech Republic (9.3 %) and the United Kingdom
(8.7%). Again, despite the wide overall range, 13 out of
the 25 countries that provided information reported last year
prevalence estimates between 4% and 9% (Figure 3).

Estimates of last month prevalence will include people using
cannabis more regularly, although not necessarily in an
intensive way. It is estimated that 13.4 million Europeans
adults used the drug in the previous month, on average
about 4% of all 15- to 64-year-olds. Country figures range
between 0.5% and 8.7 %. The lowest figures were reported
by Bulgaria, Malta, Lithuania and Sweden, and the highest
from Spain (8.7 %), Italy (5.8 %), the United Kingdom (5.2 %)
and France (4.8 %). Of the 26 countries that provided
information, figures from 13 countries fall within the range
2%1t0 6% ().

Cannabis use among young adults

Cannabis use is disproportionately high among young
people, with, depending on the country surveyed, between
3% and 49.5% of young European adults (15-34 years)
reporting having ever used cannabis, 3-20 % reporting
use in the last year, and 1.5-15.5% reporting use in the
last month. The highest lifetime figures are reported from

Denmark, France, the United Kingdom and Spain, with the
highest reported levels of last year prevalence from Spain,

the Czech Republic, France and Italy. On average 30%

of young adults report lifetime use and 13 % use in the last

year, and over 7 % report use in the last month. As a point

of comparison, last year and last month estimates for adults
aged 35 to 64 years, are 3% and 1.6 % respectively (**).

If attention is restricted to young people in the 15- to
24-year age range, prevalence estimates for lifetime use
range between 3% and 44 % (with most countries reporting
figures in the range 20-40 %). Last-year prevalence rates
range from 4% to 28% (in most countries 10-25 %); and
last month prevalence rates are between 1% and 19% (in
most countries 5-12 %). Among males in this age group,
prevalence estimates are higher still. Lifetime use was
reported by 11-51 % of young males (in most countries
25-45%), use in the last year was reported by 5-35 %
(in most countries 15-30 %), and last month use by
1.7-23.7 % (in most countries 6-20 %) ().

Patterns of cannabis use

As noted above, the use of cannabis, as with most other
illegal drugs, is notably higher among younger people,
although even here considerable country variation can

be found. Use is also notably higher among males than
among females, although this difference tends to be less
pronounced for young people. In general, the ratio of men
to women increases in more recent measures of use and,
again, considerable country variation can be observed, for
example, gender ratios for reported use of cannabis in the
last month range from 1.5 in Italy to 1.14 in Lithuania (see
the 2006 selected issue on gender and drug use).

For many, cannabis use tends to be discontinued after a
short experimental period and rates of use generally decline
as individuals grow older. Tracking the careers of cannabis
users in the available data and identifying changes over time
in consumption patterns is, however, difficult. Some insight
into this issue can be gained by comparing reported lifetime
use with more recent consumption measures. On average,
this analysis suggests that 32 % of all adults (15-64 years)
who have ever used cannabis have done so in the last year
and 18% in the last month. These proportions, sometimes
known as ‘continuation rates’, vary considerably across
countries, and will be influenced by a number of factors

(*) The average proportion was computed as the average of national prevalence rates weighted according to the population of the relevant age group in each
country. Total numbers were computed by multiplying prevalence among the population concerned in each country and, in countries for which no information
was available, imputing the average prevalence. Figures here are probably a minimum, as there could be some under-reporting.

(34 In this text, the United Kingdom figures are based on the 2006 British Crime Survey (England and Wales), due to practical reasons. There are additional
estimations for Scotland, Northern Ireland and a combined estimation for the United Kingdom is available (presented in the 2007 statistical bulletin).

(**) See Table GPS-8 in the 2007 statistical bulletin.
(**) See Table GPS-12 in the 2007 statistical bulletin.
(**) See Table GPS-9, GPS-11 and GPS-13 in the 2007 statistical bulletin.

(*) See Tables GPS-17, GPS-18 and GPS-19 and Figures GPS-1, GPS-3, GPS-7 and GPS-12 in the 2007 statistical bulletin.
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Figure 3: Last year prevalence of cannabis use among all adults (aged 15-64) and young adults (aged 15-34 and 15-24)
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NB:

Data are from the most recent national surveys available in each country at the time of reporting. Countries are ordered according to the overall (all adults) prevalence.

See Tables GPS-10, GPS-11 and GPS-18 in the 2007 statistical bulletin for further information.
Sources: Reitox national reports (2006), taken from population surveys reports or scientific articles.

including the historical development of cannabis use within
a country and the number of new cases. Nonetheless,
understanding the proportion of cannabis users that go on to
regular and long term patterns of use is likely to be important
for understanding the potential public health impact of the
use of this substance. Despite concerns that there may be

a growth in the number of those using the drug regularly

or intensively (%), there is currently very little information
available to allow this issue to be explored. The EMCDDA is
currently working closely with a number of Member States on
the development of a better methodological approach to this
issue. A crude estimation made by EMCDDA in 2004, based
on limited data, suggested that around 1% of European
adults, or about 3 million people, may be ‘daily or almost
daily’ cannabis users. It is planned that this estimation can be
updated in the near future. Several countries have reported

increases of regular or intensive cannabis use, but only Spain
reported comparable data on ‘daily use’ (*) which increased
from 0.7 % in 1997 to 2% in 2006.

Another important information need in this area is to better
understand the factors associated with discontinuing use. As
noted above, most of those who initiate cannabis use will
discontinue it after an interval of time. Understanding the
factors associated with giving up is clearly important for the
design of interventions in this area. Some information in this
area is becoming available, for example, the 2005 French
population survey noted that among those who had ever
used cannabis, but have not used it in the last year, for most
(80%) the main reason for not using the drug was simply

a lack of interest in a drug; this is despite the fact that most
adults (almost 60 %) considered that they could easily obtain
cannabis if they wanted to.

() There is as yet no universally accepted definition of ‘intensive cannabis use’. It is, however, a broad term meaning use of cannabis that exceeds a certain
threshold of frequency. It does not necessarily imply the existence of ‘dependence/abuse’ or other problems, but it is considered to increase the risk of negative
consequences, including dependence. In this chapter, figures refer to ‘daily or almost daily use’ (defined as use on 20 or more days out of the last 30 days).
This benchmark has often been used in studies and can be derived from the European model questionnaire. Ongoing methodological studies (national and
EMCDDA) will help to understand better relationships between intensive/frequent use and problems (see box on developing psychometric scales, p. 42).

() 1997 (0.7 %), 1999 (0.8 %), 2001 (1.5%), 2003 (1.5%), 2005706 (2%). This measure (use on 30 days during last 30 days) is different from the previously
used ‘daily or almost daily use’ (use 20 days or more during last 30 days), which will produce a higher estimation. In France, a ‘regular consumer’ is defined
as using the drug ‘10 times or more in the last 30 days’ (4.3 % of adult males, 1.3% of adult females). In the United Kingdom, ‘frequent use’ is considered ‘use
more than once per month in the last year’, and is not comparable with measures used in this section.
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Developing psychometric scales to identify
intensive, dependent and problematic cannabis use
in survey data

Descriptions on drug use from surveys are based on
self-reported behaviour over different time intervals.
Historically, daily use has not been monitored systematically,
in part because in most countries the prevalence of cannabis
use was low. And, the approach of restricting attention to
use in the last month does not allow estimates of the number
of intensive users to be made with any precision. However,
as cannabis use has increased across Europe and concerns
about cannabis problems have grown, this approach has
had to be reconsidered. In fact, nearly all EU countries now
collect information on how many days the drug has been used
in the month prior to interview. Based on this information,

it is estimated that around 3 million people may be using
cannabis daily or almost daily.

The EMCDDA is working with national experts to improve
the reporting of this kind of intensive use in population
survey data. However, this still provides only a blunt tool for
identifying those who are suffering problems or dependence
because of their use of cannabis. This information is crucial
to understanding the public health impact of cannabis
consumption and is currently a key issue for the EMCDDA
expert survey group.

Current work is under way to develop the methodological and
conceptual framework necessary for monitoring ‘intensive
forms of drug use’ that could be used in population surveys

to better identify those experiencing problems. Some
countries are now starting to measure ‘dependence’ on or
‘problematic use’ of cannabis among the general population,
with pioneering projects under way in Germany, France, the
Netherlands, Poland, Portugal, the United Kingdom and, most
recently, Spain.

An example of why this work is important can be found in
the experience of the 2005 French survey which included the
experimental CAST scale (cannabis abuse screening test); on
this measure, a preliminary analysis suggested that as many
as 16 % of those using cannabis in the last year and 58 % of
daily users could be at risk of problematic use.

Trends in cannabis use among adults

Tracking trends in drug use in Europe is made difficult by
the absence in many countries of reliable time series data.
However, an increasing number of countries have launched
surveys from the 1990s onwards, and these are now
beginning to provide valuable insight into trends over time.

Time series provided by surveys can shed light on the
development of cannabis use in Europe. One finding is that

there are important temporal differences between countries
and waves of popularity observable in the use of the drug
since it began to become popular in the 1960s (**). An
example of this is data from Sweden (2005 Reitox national
report) where a relatively high level of experimentation was
reported in the 1970s among conscripts and school students,
followed by a substantial decrease in the 1980s, and then

a new rise during the 1990s to levels similar to those of the
1970s followed by a subsequent decrease in more recent
years. A similar phenomenon is seen in the Finnish data with
major drug waves, first in the 1960s and then again in the
1990s.

From the survey evidence, it can be concluded that cannabis
use increased markedly during the 1990s in almost all EU
countries. This increase has continued until recently in many
countries, although there are now signs of stabilisation in
some countries, especially among what can be considered
the high-prevalence group. An example here is the United
Kingdom, which in general terms often appears to be a
‘frontrunner’ in respect to drug-use trends. During the early
1990s, the United Kingdom stood out as a high-prevalence
country, reporting on most measures the highest prevalence
figures in Europe. However, last year prevalence levels
among young adults (16-34) stabilised from 1998 and
have fallen between 2003 and 2006 (20.0% to 16.3%).
Interestingly, in the youngest age group (16-24), a steady
decrease has been observed since 1998, suggesting that
cannabis use has become less popular among the young (*°).

Levels of cannabis use in France, Spain and Italy have all
began to approach the United Kingdom prevalence levels in
recent years (2002, 2003 and 2005 respectively), following
a period of steady increases. Again, some evidence of
stabilisation in the situation is becoming apparent: France
reported a decrease in use in 2005; and although Spain
reports a slight increase until 2006, overall there are signs
that the trend may be levelling off in the most recent data. In
the Czech Republic, a country with high prevalence rates,
trends are difficult to assess within the data available —
although the information for young adults suggests that
prevalence levels may have fallen slightly.

Among the middle and lower ranking countries in terms of
last year prevalence among young adults (15-34 years),
the latest data from Denmark and the Netherlands show

a slight fall, while levels of use still appear to be increasing
in Estonia, Germany, Hungary, Slovakia and Norway (*°).
However, most of these increases are small and, in general,
less pronounced in the more recent estimates.

Finland and Sweden remain among the countries reporting
the lowest levels of cannabis use and, although prevalence

(**) See also Figure 4 in the 2004 annual report.
(*) See Figure GPS-10 in the 2007 statistical bulletin.
(*) See Figure GPS-4 in the 2007 statistical bulletin.



estimates have increased, there is no suggestion of
convergence with higher prevalence countries. The increase
observed in Sweden between 2000 and 2004 in last year
prevalence among young adults (1.3% to 5.3 %), although
large, is difficult to interpret because of methodological
changes in the way the survey was conducted, and
prevalence estimates in the 2004, 2005 and 2006 surveys
suggest a stable situation.

Among school students

Another useful window on cannabis patterns and trends

is provided by school survey data, which show levels of
cannabis use increasing in many EU countries during the late
1990s and early 2000s.

Overall, the general picture emerging from the school survey
data reflects that found in adult surveys. The highest rates of
lifetime prevalence of cannabis use among school students
aged 15-16 years in Europe are reported by Belgium, the
Czech Republic, Ireland, Spain, France and the United
Kingdom: all report rates between 30% and 44 % and
Germany, ltaly, the Netherlands, Slovenia and Slovakia
report rates above 25%. As a point of contrast, Greece,
Cyprus, Romania, Sweden, Turkey and Norway all report
lifetime prevalence estimates lower than 10 %.

Analysis of data from the first three rounds of the ESPAD
(European schools project on alcohol and other drugs)
survey (1996-2003) showed marked geographical
differences in trends in lifetime prevalence of cannabis use
among school students aged 15-16 years. Countries can
be categorised into three geographical groups. In Ireland
and the United Kingdom, which have long histories of
cannabis use, lifetime prevalence is high but has remained
stable during the last decade. In the eastern and central
European Member States, together with Denmark, Spain,
France, Italy and Portugal, lifetime prevalence of cannabis
use increased substantially between 1995 and 2003. In
the third group of Member States (Finland and Sweden in
the north and Greece, Cyprus and Malta in the south) plus
Norway, estimates of lifetime prevalence among school
students have remained at relatively low levels (around
10% and below). Data from the next round of the ESPAD
study is expected next year.

Only four countries (Italy, Poland, Sweden, the United
Kingdom) reported new data from national school surveys
in 2005, and Belgium reported a survey from the Flanders
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region. In Sweden the situation appeared stable and slight
decreases were noted in the other four surveys.

Cannabis: treatment demand data (*)

Treatment demand patterns overall

Among the total of 326 000 treatment demands reported
in 2005 (data available from 21 countries), cannabis was
the primary reason for entering treatment in about 20 % of
all cases, making it the next most commonly reported drug
after heroin. The greatest demand for treatment for primary
cannabis use is usually in outpatient settings (“3).

Drug clinic clients are often reported as problematically
using other drugs along with the primary drug for which
they seek treatment; this is less often the case for cannabis
users, who are the clients most often reported as using only
one substance (cannabis). Some, though, do use cannabis
in combination with other drugs, most often alcohol (37 %)
and amphetamines or ecstasy (28 %). After alcohol (38 %),
cannabis is reported as the second most frequently cited
secondary substance by those receiving treatment (*3).

Increasing treatment demands

Among the approximate 130 000 new demands for

drug treatment, cannabis clients represent 29 % of all

new drug clients, following closely the proportion of

new heroin treatment demands (35 %; data available

from 22 countries) (**). Although problems concerning

the availability of data make commenting on trends with
precision difficult, the main trends in demands for cannabis
treatment can be identified. Between 1999 and 2005,

the total numbers of both new and all reported cannabis
treatment demands have approximately trebled. However,
the upward trend seems to be stabilising in the most recent
data. In all countries (except Lithuania), among new clients,
the proportion reported as seeking treatment for primary
cannabis use is higher than the corresponding proportion
among all clients (*).

Over the period 1999-2005, the proportion of clients
seeking treatment for primary cannabis use increased in

all the countries that reported data (Figure 4). However,
there are interesting variations between countries, with
cannabis being cited by less than 5% of all clients reported
as entering treatment in Bulgaria, Lithuania, Poland and
Romania and by more than 30% in Hungary and France.
For the remaining countries, in 12 the proportion of

(**) The analysis of the general distribution and the trends is based on the data on clients demanding treatment in all treatment centres; the analysis of the profile of

clients and the patterns of drug use is mainly based on the data from outpatient treatment centres.

“?) See Figure TDI-2 in the 2007 statistical bulletin.

“4) See Figure TDI-2 in the 2007 statistical bulletin.

“5) See Tables TDI-3 (part iii) and TDI-5 (part ii) in the 2007 statistical bulletin.

“%) See Tables TDI-22 and TDI-23 (part i) and (part iv) in the 2007 statistical bulletin.
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Figure 4: Trends in pattern of use of treatment services (1999-2005) —
principal drug for which clients ask treatment as a percentage of all
requests
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NB: Based on data from 21 EU Member States: Bulgaria, the Czech Republic,
Denmark, Germany, Ireland, Greece, Spain, France, ltaly, Cyprus, Lithuania,
Luxembourg, Hungary, Malta, the Netherlands, Romania, Slovenia, Slovakia,
Finland, Sweden and the United Kingdom.

Missing data were interpolated for each country by maintaining the average
EU trend in the available data for each year.

For more information and detailed notes see Figure TDI-3 in the 2007 statistical
bulletin.

Sources: Reitox national focal points.

cannabis clients is between 5% and 20 % and in seven it is
between 21 % and 29 %. Similarly, among new treatment
demands, there are considerable variations between
countries, with cannabis being cited by less than 10 % of
new clients in Bulgaria, Lithuania, Luxembourg, Poland and
Romania and by more than 50% in Denmark, Germany,
France and Hungary (*).

The increase in the demand for cannabis treatment does not
appear to have a simple explanation. The extent to which
increased demand for treatment is a result of increases in

the prevalence of intensive cannabis and related problems

in the population, and an increased perception of the risks
remains unclear. Other factors might have also contributed
to it, including better data coverage of outpatient treatment
agencies seeing cannabis clients, which are typically the
centres for cannabis treatment demand, and possibly more
diagnosis and reporting on problematic cannabis use.
Contributions from two other possible causes should also

be considered: the diversification of the treatment offer, for
example the opening of cannabis treatment centres in France
in late 2004, and the increase in the number of referrals from
the criminal justice system. In the first case, in response to
increasing demand for cannabis treatment, several countries

have implemented specific programmes for adolescents or
young people, with a treatment offer more targeted towards
cannabis users; here, an increase in demand has produced
an increase in offer which, in turn, may have accentuated
the demand. In the second case, referrals from the criminal
justice system are often related to offences associated to
cannabis use; research findings show that the majority of
people diverted to treatment from the criminal justice system
have cannabis as the primary drug of use; in this scenario,
an increase in the number of referrals from the criminal
justice system will have contributed to the increased demand
for cannabis treatment.

Client profiles

Whatever the explanatory factors that have led to increases
in demand for cannabis treatment, the characteristics

of those who end up seeking treatment are of interest,
although it cannot be suggested that this tiny fraction of the
cannabis-using population is representative. Looking at the
profile of people entering outpatient treatment for a primary
cannabis use, the most common characteristics are being
young, male, still in education as opposed to employed or
unemployed, and living with their parents as opposed to
having their own accommodation (*). Compared to the other
drug clients, people entering treatment for primary cannabis
use have the highest proportion of males and the youngest
age (mean age 24.5 years). Those entering treatment for the
first time are even younger than all cannabis clients (mean
age 23.8); correspondingly 67 % and 80 % of those aged
15-19 or younger than 15 years are new cannabis clients.
However, in the last three years, indications of an increase
in the age of new cannabis clients are reported (*). Overall,
cannabis clients can be divided into three groups: those who
use it occasionally (34 %), those using it once to several times
a week (27 %) and those using it daily (39 %).

It is likely that these differences in reported use of the drug
among cannabis clients are the result of different referral
routes into treatment, and speculation might be that the
increase in referrals from the criminal justice system may
be associated with some of those with low consumption
levels reported as entering treatment. There are differences
between countries in the frequency of cannabis use, with
half of the countries reporting more than 30% of clients as
daily cannabis users and the other half with less than 30 %.
The Netherlands, Denmark and Spain have the highest
proportions of regular users among clients in treatment, while
Hungary, Germany and Italy report the highest proportion
of occasional users (*°). In addition, as discussed below,

(*) See Tables TDI-5 (part ii) and TDI-4 (part ii) in the 2007 statistical bulletin.

(*") See Tables TDI-13, TDI-14 and TDI-21 (part i) and (part ii) in the 2007 statistical bulletin.
(*®) See Table TDI-10 (part i), (part ii) and (part ix) in the 2007, 2006 and 2005 statistical bulletins.

(*) See Table TDI-18 (part iii) and (part iv) in the 2007 statistical bulletin.



the focus of responses to intensive cannabis use may be on
prevention rather than treatment, and such differences in
national practice may affect overall levels of reporting; this
may in part explain why some high-prevalence countries
report relatively low cannabis treatment figures.

Responding to cannabis problems

Data on cannabis treatment has to be seen in the context

of what constitutes cannabis treatment in Europe, which
currently covers a broad continuum of measures that range
from brief interventions to treatment in residential settings. In
some of the programmes, the orientation is as much towards
prevention and harm reduction as towards the treatment of
drug problems.

Identifying those at risk and intervening early is recognised
as an important component of all drug programmes, and
teaching staff may be among the first to identify cannabis
among their pupils. Germany, ltaly and Poland all have
developed programmes for teachers that help them respond
to cannabis use and seek specialist help when this is
appropriate.

No strong evidence base exists to inform cannabis treatment
practice, and research studies in this area are limited and
mainly based on American and Australian experiences.

In Europe, the most common reported approaches to
cannabis problems include: shortterm outpatient services,
counselling, school-based programmes and outreach
prevention activities. Generally, interventions appear to be
based on brief-intervention approaches using a combination
of motivational interviewing and cognitive-behavioural
elements. Although no strong consensus exists on what
constitutes effective practices, some studies have suggested
this kind of approach can be useful. One European
initiative in this area is the Incant project, where Belgium,
France, Germany, the Netherlands and Switzerland have
cooperated on exploring the value of multidimensional
family therapy (MDFT) with cannabis users. After receiving
a positive pilot phase evaluation (Rigter, 2005), this project
has been expanded into a multi-site, randomised controlled
trial comparing MDFT to standard treatments for cannabis
disorders.

Only 13 Member States report the availability of specialised
treatment facilities for problematic cannabis users,
suggesting that most cannabis users are seen in general drug
programmes or generic health or youth services. Concerns
have been raised that it may be inappropriate to treat young
cannabis users in general drug services if this leads to clients

Chapter 3: Cannabis

mixing with older, problematic users of other drugs. Although
the extent to which this is a problem remains unclear, it
remains an important question for planning services in this
area.

France provides an example of a specialised service for
cannabis users where 250 cannabis consultation centres
have been created in 2005. These centres are now seeing an
estimated 2 900 clients per month with around a third of the
clients (31 %) being self-referred, or referred by a third person
(31 %) and just over a third being referred by court decision
(38%). Other examples of specific treatment programmes for
cannabis users include the Maria Youth Centre in Sweden,
which provides young problematic cannabis users with a
counselling programme, followed by support sessions. And
in Germany, a modular therapy of cannabis-related disorders
for adolescents (Candis) has been developed at the Research
Outpatient Department in Dresden since January 2006.

Quasi-compulsory interventions

Despite a general move towards directing cannabis users
coming into contact with the criminal justice system towards
treatment and counselling services rather than penal
sanctions, the availability and structure of these mechanisms
differ substantially across Europe with few countries
(Germany, France, Luxembourg, Austria, Sweden) reporting
offering structured programmes or services.

For cannabis users referred from court services, treatment
interventions are not the only kind of response noted.
Occasional users are offered intensive courses in some
countries, for example Germany, Austria and Luxembourg all
report courses aimed at changing the beliefs and patterns of
use of cannabis users (*).

New communication strategies for engaging
with cannabis users

A number of innovative programmes in Europe attempt to
exploit new communication tools for engaging with cannabis
users. In some countries (Germany, the United Kingdom)
Internet-based brief interventions have been developed that
allow cannabis consumers to audit their current use and
self-identify problems. An example of this approach is the
German ‘quit the shit’ (5*), which offers support to users who
wish to stop using cannabis. An evaluation study found

that those using this service reported reduced cannabis
consumption, both in terms of quantity used and number of
days on which consumption occurred.

(*) http://www.lwl.org/LWL/Jugend/KS/Projekte_KS1/FreD/FreD-Basics/
(*Y)  http://www.drugcom.de
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In Denmark, SMASH is an anonymous support and
counselling project for young cannabis users, intended
to reduce the harmful effects, provide information

and support to help them stop smoking cannabis (%2).
The project is based around subscription to two SMS
packages. The first of these (hashfacts) provides factual

Drug use and related problems among very young people
(under 15 years old) — EMCDDA 2007 selected issue

The selected issue on the use of drugs by very young Europeans
(under the age of 15) finds that the prevalence of drug use
among this age group is low and mainly reflects experimental
use. Regular use of drugs by very young people is rare, and it
often concerns a highly problematic section of the population.

The primary response to drug use among the under-15s
largely centres on prevention or early intervention strategies.
Nevertheless, the selected issue estimates that around 4 000 very

information about cannabis use and the second offers
support and motivation to those attempting to stop taking
drugs. Young people can also receive personal coaching
via text messages to help them stop or reduce their use of
cannabis. A similar service exists in Ireland, although the
emphasis is on information dissemination.

young people receive drug treatment in Europe. Drug treatment
tailored to the needs of young people is the exception, but most
of the European countries have identified the need for such
programmes.

The selected issue also looks at how recognition of the links
between the consumption of licit and illicit psychoactive
substances at a young age and substance dependence later in
life has been worked into European public health policies.

This selected issue is available in print and on the Internet in
English only (http:/ZissuesO7.emcdda.europa.eu).

(°)  http://www.smash.name






Chapter 4
Amphetamines, ecstasy and LSD

In many European countries, the second most commonly used
illicit substance is some form of synthetically produced drug,
although on a European scale, there are now more users

of cocaine. The use of these substances among the general
population is typically low, but prevalence rates among
younger age groups are significantly higher, and in some
social settings or cultural groups the use of these drugs may
be particularly high. Globally, amphetamines (amphetamine
and methamphetamine) and ecstasy are among the most
prevalent synthetic illicit drugs.

Amphetamine and methamphetamine are central nervous
system stimulants. Of the two drugs, amphetamine is by far
the more commonly available in Europe whereas significant
methamphetamine use appears to be restricted to the Czech
Republic and Slovakia.

Amphetamine and methamphetamine:
differences and similarities

On the illicit drugs market, the main representatives

of the amphetamines group are amphetamine and
methamphetamine (and their salts) — two closely related
synthetic substances, members of the phenethylamine family.
Both substances are central nervous system stimulants, which
share the same mechanism of action, behavioural effects,
tolerance, withdrawal and prolonged use (chronic) effects.
Amphetamine is less potent than methamphetamine, but in
uncontrolled situations the effects are almost indistinguishable.

Amphetamine and methamphetamine products mostly consist
of powders, but ice, the pure crystalline hydrochloride salt

of methamphetamine is also used. Tablets containing either
amphetamine or methamphetamine may carry logos similar to
those seen on MDMA and other ecstasy tablets.

Given the physical forms in which they are available,
amphetamine and methamphetamine may be ingested,
snorted, inhaled and, less commonly, injected. Unlike
the sulphate salt of amphetamine, methamphetamine
hydrochloride, particularly the crystalline form (ice), is
sufficiently volatile to be smoked.

Source: EMCDDA drugs profiles (http:Zwww.emcdda.europa.eu/?nnodeid=
25328).

Ecstasy refers to synthetic substances that are chemically
related to amphetamines but which differ to some extent in
their effects. The best-known member of the ecstasy group
of drugs is 3,4-methylenedioxy-methamphetamine (MDMA),
but other analogues are also occasionally found in ecstasy
tablets (MDA, MDEA). The prevalence of ecstasy use in the
EU has been increasing since the 1990s.

Historically, lysergic acid diethylamide (LSD) has been by far
the best-known hallucinogenic drug, but overall consumption
levels have been low and somewhat stable for a considerable
time. Recently, evidence of increased availability and use of
naturally occurring hallucinogenic substances, hallucinogenic
mushrooms in particular, has emerged.

Supply and availability (=)

Amphetamine

Global amphetamine production was estimated at 88 tonnes
in 2005 (UNODC, 2007). Although illicit manufacture has
extended to other parts of the world, it is still concentrated in
western and central Europe. Laboratories manufacturing illicit
amphetamine were dismantled in 2005 in Belgium, Bulgaria,
Germany, Estonia, Lithuania, the Netherlands and Poland.
Amphetamine seized in Europe is reported to come mainly
from Belgium, the Netherlands and Poland, and to a lesser
extent from Estonia and Lithuania.

Globally, 12.9 tonnes of amphetamine was seized in 2005,
most of it in two regions: western and central Europe and
east and south-east Asia.

In 2005, an estimated 40 300 seizures of amphetamine,
amounting to 6.6 tonnes, were made in Europe. Until
2004, the United Kingdom has consistently accounted for
the greatest number of seizures and the largest quantities
of amphetamine intercepted in Europe. Despite some
fluctuations, at European level, both the overall number
of amphetamine seizures and quantities seized have
increased since 2000 (%%). In 2005, however, a majority
of reporting countries recorded a downward trend in

the number of amphetamine seizures made. This picture

(**) For information on interpreting seizures and other market data see p. 37. Data on seizures and quantities seized of amphetamine, ecstasy and LSD are not

available for all countries for 2005; see the seizure tables in the 2007 statistical bulletin for more information.

(*) See Tables SZR-11 and SZR-12 in the 2007 statistical bulletin.
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Internet as a source of information on emerging
drug trends

In 2004, over a third of young people in the EU stated that
they would turn to the Internet if they wanted to know more
about drugs (Eurobarometer, 2004). If young people do

go online seeking drug information, a real question arises

as to the extent to which the information they access will

be unbiased and accurate. Numerous sites cover drug use
issues, some of them government-sponsored, others run by
lobby groups, consumer or advocacy networks. In addition
to acting as a source of information on drugs, the Internet has
created a marketplace for both licit and illicit drugs, with sites
offering for sale illicit drugs and legal alternatives. Online
drug retailers increasingly have the potential to spread new
drug-taking practices or products by exploiting the marketing
potential of the Internet by using online marketing strategies
that are very responsive to users’ demands and to changing
legal and market situations.

Within the framework of the E-POD (European perspectives
on drugs) project, the EMCDDA is exploring ways to use the
Internet as a source of information on emerging drug trends.
At the EU level there are also developments to provide reliable
information on public health matters: the new EU public health
portal provides a gateway into a range of European public
health resources including drug-related information (*).

() http://ec.europa.eu/health-eu

that in 2005, drug telephone helplines in Finland reported
telephone calls about GBL for the first time (FESAT, 2005).

Health risks

The main health risk associated with the use of GHB appears
to be the high risk of loss of consciousness, especially when
the drug is combined with alcohol or other sedative drugs.
GHB use can also result in other problems including coma,
decrease in body temperature, hypotonia, hallucinations,
nausea, vomiting, bradycardia and respiratory depression.
Physical dependence to GHB has been observed following
prolonged use, and additional health risks may be posed
due to the possible presence of solvents or heavy metal
contaminants.

Since 1993, five Member States and Norway have reported
GHB-related deaths to the EMCDDA: Denmark and ltaly (one
case each), Finland and Norway (three cases each) as well
as Sweden and the United Kingdom (around 40 GHB-related
deaths).

In Amsterdam, the reported number of non-fatal emergencies
due to the use of GHB was 76 in 2005, exceeding, as in
previous years, the medical emergencies attributed to use of

hallucinogenic mushrooms (70 cases), ecstasy (63 cases),
amphetamine (three cases) and LSD (one case). Compared
with other substances, a high proportion of GHB cases (84 %)
required transportation to a hospital. GHB information requests
to the National Poisons Information Centre in the Netherlands
increased by 27 % (constituting 241 of the 1 383 requests
made) in 2005 compared with 2004.

Risk reduction

Responses to the use of GHB are most commonly provided
by national or community projects targeting nightlife settings,
and usually consist of training club staff and disseminating
information about the risks of using GHB (Germany, France,
the Netherlands, Austria, the United Kingdom). Advice on
precautions to be taken in nightlife settings to avoid having
drinks ‘spiked” and measures to be taken in the case of a
potential overdose are central in information disseminated
about GHB. Teams that provide first aid support for drug and
alcohol problems are increasingly deployed at large events
to respond to incidents involving GHB or other drug-related.

Ketamine

Ketamine has been monitored in the EU since concerns

first arose in 2000 about its misuse (EMCDDA, 2002).

At national level, ketamine is subject to controlled drugs
legislation (as opposed to medicine regulations) in almost
half of the EU Member States, and in Sweden and the United
Kingdom, ketamine was listed as a narcotic substance in
2005 and 2006 respectively. Recently, a critical review

of ketamine conducted by the WHO concluded that
international controls would create problems with the
availability of the substance for use in human medicine

in remote areas of the world and in veterinary medicine,
because there is no appropriate replacement (WHO, 2006).
Following this review, in March 2007, the UN Commission
on Narcotic Drugs draft resolution on responding to the

New psychoactive substances

Council Decision 2005/387/JHA of 10 May 2005 on

the information exchange, risk assessment and control of
new psychoactive substances establishes a mechanism for
the rapid exchange of information on new psychoactive
substances that may pose public health and social threats.
The EMCDDA and Europol, in close collaboration with their
networks — the Reitox national focal points and Europol
national units respectively — are assigned a central role in
implementing an early-warning system for detection of new
psychoactive substances (%).

() http://www.emcdda.europa.eu/?nnodeid=1346



threat posed by the abuse and diversion of ketamine
encouraged Member States to consider adopting a system of
precautionary measures for use by their government agencies
to facilitate the timely detection of the diversion of ketamine.

Little epidemiological data exists on the use of ketamine,
although a recent school survey in the United Kingdom

Chapter 7: New and emerging drug trends and action on new drugs

reported lifetime prevalence rates at less than 0.5%. Some
data is also available from surveys carried out in dance
music settings, and among the different studies on this
high-risk population, rates of ever in lifetime use of ketamine
were reported to range from 7% in a Czech study to 21 % in
a Hungarian sample.
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Chapter 8

Drug-related infectious diseases and drug-related deaths

Drug-related infectious diseases

Data provided to the EMCDDA and the European Centre for
the Epidemiological Monitoring of AIDS (EuroHIV, 2006)
suggest that, by the end of 2005, the transmission of HIV
among injecting drug users (IDUs) was low in most countries
of the European Union. This may at least partly follow from
the increased availability of prevention, treatment and
harm-reduction measures including substitution treatment

and needle and syringe programmes, although other factors,
such as the declines in injecting drug use observed in several
countries, may also have played an important role. In several
EU countries and regions, however, it is likely that IDU-related
HIV transmission still continued at relatively high rates in
2005 (), underlining the need to ensure the coverage and
effectiveness of local prevention practice.

Surveillance of drug-related infectious diseases among
IDUs in Europe is currently focused on HIV/AIDS and viral
hepatitis (B and C). It consists of two complementary systems,
case reporting (or ‘notifications’: absolute counts of newly
reported/notified cases) and ‘seroprevalence monitoring’
(or ‘sentinel surveillance’: percentage testing positive in
samples of IDUs) (Figure 11) (***). Both systems are likely
to be imperfect, and countries differ in the availability of
data. However, while the data provided by either of these
two systems should be interpreted with caution, taken
together, they provide a more complete picture of recent
epidemiological trends.

Indicators of HIV incidence and prevalence

HIV case reporting

An important indicator of the number (incidence) of new
infections among injecting drug users is provided by case
reports of newly diagnosed HIV infections. In interpreting this
data, a number of considerations should be borne in mind:
infected IDUs may not be diagnosed if they are not in contact
with health services; new infections may not necessarily

be attributed to drug injection; and, the number of cases

identified may be influenced by differences in testing and
reporting rates between countries or over time.

The available data suggests that, by 2005, in most countries,
rates of new infection related to IDUs were low. A caveat

to this analysis is that in several high-prevalence countries,
recent case reporting data is not available (Estonia, Spain,
Italy, Austria). In 19 Member States, most of which have
never experienced large HIV epidemics among IDUs, rates
of reported IDU-related cases remained under five cases per
million population in 2005. Higher figures were reported

by Ireland and Luxembourg, with 16 and 15 new cases

per million respectively. In Portugal, which reported the
highest rate among the countries where IDU-specific data

are available (85 new cases per million of the general
population in 2005), the current situation appears to have
stabilised after a decline between 2000 and 2003 (*42).

In Latvia, Lithuania and probably also in Estonia, rates of
reported new IDU-related infections have strongly declined
since the epidemic peaks in 2001-02, although they are still
high in comparison with most other countries. In Latvia, the
rate has dropped from 283 new cases per million in 2001

to 49 per million in 2005. In Lithuania, after an outbreak
among prisoners, a peak observed in 2002 (109 per million)
has been followed by a decrease to 25 new cases per million
in 2005. Although there has been a strong decline in HIV
infection in Estonia, the country still reports the highest rate

of new HIV infections in the EU. And, while IDU-specific data
are not available for Estonia, drug injecting is likely to remain
a major transmission route for HIV in this country.

HIV prevalence among young and new IDUs

Support for the conclusions drawn from the available case
reporting data can be found by analysing levels of HIV
infection in samples of new IDUs (those injecting less than two
years) and young IDUs (those under age 25). As infections

in these groups are likely to be recently acquired, these

data provide proxy indicators of HIV incidence. In these
subgroups (found in the prevalence studies reported below),
a high level of HIV infection (over 5% in 2004-05) supports

(*°) See Figure INF-2 in the 2007 statistical bulletin.

(*41) Some prevalence studies in this area are small-scale: only samples of more than 50 people and statistically significant (p < 0.05) time trends are reported in

this section.

(*#2) The rises in 2004 (HIV cases) and 2005 (AIDS cases) in Portugal may be due to increased attention and reporting by professionals following discussions

regarding the change to mandatory HIV reporting in 2005.
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Figure 11: Estimates from national and subnational studies of HIV prevalence among injecting drug users, 2004/05
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Estimates for Spain and Sweden include 2006 data; data for Ireland and Latvia are from 2003; data for Slovakia are from 2003/04.

Countries are presented by order of increasing prevalence, based on the average of national data or, if not available, of subnational data.

Comparisons between countries have to be interpreted with caution owing to different types of settings and study methods; national sampling strategies vary — see Figure
INF-3 in the 2007 statistical bulletin for further information. All reported sample sizes are larger than 50.

Sources:
statistical bulletin.

indications of recent high incidence among IDUs in Portugal

(data are national), Lithuania and Estonia (data are regional
or city level), and suggests this has also been the case in one
city out of the three reporting in Poland (**). It should be kept
in mind that the size of these subsamples is, in general, small
and that HIV seroprevalence data on young and new IDUs is
not available from some countries.

Trends in HIV prevalence

Increasing HIV prevalences in repeated samples of IDUs
may also indicate ongoing infections — although declines
in mortality of infected IDUs or decreasing numbers of
uninfected IDUs can be important confounders. Most
available time series for the EU show stable prevalence,
suggesting that the numbers of infected IDUs dying are
balanced by the numbers of IDUs contracting HIV infection.
Nonetheless, geographically scattered increases in
prevalence across nine countries are observed since 2001
in some time series studies, although often alongside stable
or declining trends in other regions making overall trends
difficult to detect. These countries include again Latvia

Reitox national focal points. For primary sources, study details and data before 2004, see Table INF-8 (part i) and (part ii) and Table INF-O (part i) in the 2007

(national increase) and Lithuania (increase in one city),

but also Austria (national increase), the United Kingdom
(increase in England and Wales, but still at a low level) as
well as some countries where prevalence is still very low (less
than 1%). Overall, these local or national level increases in
HIV prevalence suggest that complacency concerning the
provision of prevention measures to IDUs should be avoided.

In contrast, declining prevalence is reported from Greece
(both at national level and in one region), Spain (both at
national level and in one region) and Finland (national).
Moreover, consistently low prevalence since 2001 (less
than 1% in all available data) is reported in four countries,
all of which are new Member States: Bulgaria (Sofia, but
prevalence is increasing), Hungary (national), Slovenia (two
cities, but increasing) and Slovakia (two cities).

Overall, among the more than 90 time series of repeated
HIV prevalence measurements in IDU samples covering
22 EU Member States plus Norway in 2001-05, more
regions show a declining than an increasing trend. The

(1%) See Tables INF-9 and INF-10 in the 2007 statistical bulletin. In the annual report, only samples of size 50 and larger are reported.



data suggest that, especially in areas where prevalence has
been high, the burden of infection in IDUs is likely to be now
decreasing and possibly that prevention and harm-reduction
policies are showing effect (244).

EU estimate

From the available case reporting and seroprevalence data
and estimates of the number of IDUs and problem drug users
(see Chapter 6), it is estimated that, in the EU, there may

be some 100 000 to 200 000 people living with HIV who
have ever in their lives been drug injectors. The number of
newly diagnosed cases of HIV among injecting drug users is
estimated to be currently around 3 500 per annum in the EU.

AIDS incidence and access to HAART

As highly active antiretroviral treatment (HAART), available
since 1996, effectively stops progression of HIV infection

to AIDS, AIDS incidence data have therefore become less
helpful as an indicator for HIV transmission. Levels of HAART
coverage are estimated by the WHO to be high in the EU
Member States, candidate countries and Norway, with all
reporting at least 75 % coverage (*°), although specific data
for IDUs are not available. AIDS incidence data remains
important as it indicates the level of symptomatic disease and
the introduction and availability of HAART.

Portugal remains the country with the highest incidence

of IDU-related AIDS and it is the only country recording a
recent increase, with an estimated 36 new cases per million
population in 2005, up from 30 cases per million in 2004.
In addition, total AIDS mortality (most likely largely related
to injecting drug use) has not declined between 1997 and
2002, suggesting that access to HAART may have been
low during this period (**¢). Of the Baltic countries, Latvia
records a decrease in AIDS incidence, at 23 new cases per
million in 2005, down from a peak of 26 new cases per
million in 2004, while Estonia has not provided IDU-specific
data in 2005 but reported an increase between 2003 and
2004 (from four to 13 cases per million) (*7).

Hepatitis B and C infections

While HIV infection in IDUs in the EU is mainly concentrated
in few high-prevalence countries, viral hepatitis and, in
particular, infection caused by the hepatitis C virus (HCV), is
much more evenly distributed and more highly prevalent.

Chapter 8: Drug-related infectious diseases and drug-related deaths

HCV antibody levels of over 60% among the IDU samples
tested in 2004-05 are reported in 60 studies from

17 countries (six countries out of 28 report no data) (**).
Among young IDUs (under age 25) in these samples, a high
prevalence (over 40% in at least one sample) was found in
seven countries and among new IDUs, for whom data are
not available for many countries, in Poland and the United
Kingdom (*#°). Only five countries reported studies where
prevalence was less than 25 %.

From the available data and estimates of the number of IDUs
and problem drug users (see Chapter 6), it can be calculated
that there may be around one million people living with an
HCV infection in the EU who have ever in their lives been
drug injectors.

The prevalence of markers for HBV infection varies to a
greater extent than that of HCV markers, possibly due to
differences in vaccination levels. The most complete data
set available is that for the antibody to the hepatitis core
antigen (anti-HBc), which indicates a history of infection.
In 2004-05, prevalence rates of over 40 % were reported
from six countries.

Time trends in notified cases of hepatitis B and C show
different pictures. In the case of hepatitis B, the proportion
of IDUs among all notified cases appears generally to

have declined, possibly reflecting the increasing impact of
vaccination programmes. No general trend is visible for

the proportion of IDUs among notified cases of hepatitis

C infection (**°); however, this proportion differs strongly
between countries, suggesting that differences exist in the
transmission of hepatitis C. Understanding the factors that are
responsible for inter-country differences in infection rates is
likely to be important for the design of better prevention and
harm-reduction strategies in this area.

Preventing infectious diseases

The last decade has seen a consensus emerging at EU level
on the key elements necessary for an effective response to
infectious diseases among injecting drug users. In Europe,
multi-component prevention responses are well established
— they may include: access to adequate drug treatment,
especially substitution treatment; needle and syringe
programmes; information and distribution of prevention
material; education, including peer education, on how to

144) See Tables INF-8, INF-9 and INF-10 in the 2007 statistical bulletin.
145) See Figure INF-14 in the 2006 statistical bulletin.

over time (source EuroHIV).

) Portugal National Coordination for HIV/AIDS Infection, Ministry of Health, 2006.
147) See Figure INF-1 in the 2007 statistical bulletin. Data for the two most recent years are estimates adjusted for reporting delays therefore subject to changes

(*®) See Tables INF-11, INF-12 and INF-13 in the 2007 statistical bulletin. In the annual report only samples of size 50 and larger are reported.

(*#°) See Figure INF-6 (part vii) in the 2007 statistical bulletin.
(*°) See Figures INF-8 and INF-11 in the 2007 statistical bulletin.
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Good prison health is good public health

Among the greatest challenges in public health in the last
two decades are: the resurgence of communicable diseases
such as TB; the rise and rapid spread of HIV/AIDS; and

the seemingly uncontrollable pandemic of problematic use
of psychotropic drugs. The most vulnerable sections of the
population suffer disproportionately from these conditions.
Among prison populations, in particular, drug problems are
often common and levels of infectious diseases relatively
high. Moreover, drug use often continues or, sometimes, is
initiated in prison; and in this setting, high-risk behaviours
can be common. Prisons, therefore, have the potential to
lead to elevated levels of infection of potential life-threatening
diseases but may also provide an opportunity to intervene
with a particularly important target group.

With a few exceptions (France, the United Kingdom (England
and Wales), Norway) prison health is generally an integral
part of the judicial or security system rather than of the

health system, thus risking isolating health in prisons from
mainstream public health approaches and raising questions
about the independence, quality, accessibility and level of
health services provided.

The poor health status of prisoners can have implications

for wider public health, when drug users are released and
resume contact with their family and others in the community.
Therefore, the detection of serious communicable diseases
such as HIV infection and tuberculosis, accompanied by
adequate treatment and harm-reduction measures can
contribute significantly to the health status of the communities
from which the prisoners come and to which they will return.
For those who are drug-dependent, treatment programmes in
prison can provide an opportunity that may benefit not only
the individual’s health, but may also reduce the likelihood of
future offending.

In order to increase our knowledge of the prison health
situation and of the specific responses, the public health
programme of the European Commission supports the Health
in Prisons Project, World Health Organisation Regional Office
for Europe, to establish a database for the collection of relevant
prison health indicators and other health determinants. The
EMCDDA is involved in the joint development of the database
together with WHO Europe and the European Network on
Drugs and Infections Prevention in Prison (Endipp) ().

() http://data.euro.who.int/hip/

reduce risks; voluntary counselling and testing of infectious
diseases; vaccination and treatment of infectious diseases.

Regardless of the balance of these elements in different
national policies, there is clear agreement that a coordinated
and comprehensive public health approach is vital to reduce
the spread of infectious diseases among drug users.

To address the problem of undiagnosed HIV infection, new
guidance has been published this year (WHO/UNAIDS,
2007). A more proactive approach of healthcare providers
to recommending HIV testing and counselling, especially at
facilities targeting most-at-risk populations, such as injecting
drug users, is suggested in order to achieve increased
voluntary uptake of HIV testing. A message emerging

from the work of the EMCDDA on this topic is that regular
voluntary medical examination, including testing and
counselling for HIV and other infections, is a particularly
appropriate service to offer to injecting drug users.

For the prevention of hepatitis A and B, vaccination has an
important role to play. Some countries provide vaccination
for hepatitis B at the population level, while others target
those considered to be at particular risk. In Norway, hepatitis
A and B vaccinations were stepped up after epidemic
outbreaks of these liver infections showed that injecting drug
use had spread to smaller municipalities.

The high prevalence of hepatitis C infection among injectors
points strongly for the need to develop more effective
responses to this disease, for which vaccination is not an
option. A number of countries have specific programmes
aimed at hepatitis C prevention and some interesting work
is developing in this area, for example the ‘stop hepC’
campaign, which has run in Oslo since 2003, aims at
reaching drug users before they have started injecting or
while they are still new to the practice.

Drug treatment and harm-reduction services also need to
develop responses to the risks posed by the sexual behaviour
of their clients. In addition to drug injecting, drug users may
also be exposed to an elevated risk of HIV infection due to
their sexual behaviour — either because of impaired decision-
making, the association of some drugs with high-risk sexual
behaviours, or through their involvement in sex work or sex
for drug exchanges. Women drug users may be particularly
vulnerable, though concerns also exist about the interaction
between drug use and high-risk sexual behaviour among
some groups of men who have sex with men. In addition to
HIV, drug users may also be at higher risk of acquiring other
sexually transmitted diseases (STDs), and drug treatment
services may be able to play an important role in diagnosing
undetected STDs. For example, a recent Maltese study
reported undetected human papilloma virus infections among
women screened at an outpatient treatment unit.

Needle and syringe programmes

The integration of needle and syringe exchange or
distribution schemes within services provided by drugs
agencies and the combined offer of risk counselling and
advice services, as well as of referral of drug users to
treatment are common in the EU. Needle and syringe



programmes (NSPs) were identified as a priority measure
for addressing the spread of infectious disease among
drug injectors in three out of four EU countries and
Norway (***). Provision of clean needles and syringes

is reported by all countries except Cyprus, where this
measure has, in 2006, been recommended by an expert
group to curb a possible increase in injecting-related
infections. The distribution of other sterile equipment such
as alcohol pads and dry wipes, water, filters and cookers
together with clean syringes is becoming a general
approach among service providers. While the distribution
of sterile injecting material through NSPs is generally no
longer regarded as a controversial issue, not all countries
prioritise these programmes, and some consider pharmacy
sales as largely sufficient.

The nature and range of provision of sterile injecting
material vary between countries. In general, syringe
provision outlets are located in specialised drugs agencies,
and in all but three countries this type of provision is
complemented by mobile services that can reach out to
groups of drug injectors in marginalised neighbourhoods.
Syringe vending machines complement the available NSP
services in 10 countries (*°2), but data on turnover are
scarce and research about the effectiveness of this type of
provision is lacking. Luxembourg has now joined Spain
and Germany among the few countries offering needle
and syringe exchange in prisons; although provision in
Germany is limited to one prison in Berlin.

The widespread availability of community-based
pharmacies means that syringe exchange schemes
operated through pharmacies can considerably improve
the geographical availability of syringes and, therefore,
complement provision by specialist agencies. For example,
in Scotland, 1.7 million syringes were distributed through
a network of 116 participating pharmacies in 2004,

and in Portugal more than 1 300 pharmacies took part
in the scheme and distributed 1.4 million syringes (**3).
Formally organised pharmacy-based syringe exchange
or distribution schemes are reported in eight European
countries (Belgium, Denmark, Spain, France, the
Netherlands, Portugal, Slovenia, the United Kingdom).

In countries where pharmacies represent a common
source for drug users to obtain their injecting equipment,
they could play a more important role in delivering other
health-promoting measures to drug users, including

the dissemination of information about sexual and
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injecting-related risks of infectious diseases, testing and
counselling services, and referral to treatment. Currently,
work to motivate pharmacists to get involved in syringe
programmes and to support those who are is only reported
by France, Portugal and the United Kingdom.

The geographic coverage of NSPs and the provision of
injecting material through them vary greatly between
countries. However, a growing number of countries

have nationwide networks of NSPs. Countries reporting
good national coverage of NSPs include: Luxembourg
and Malta, two small countries; Italy, where NSPs

are commonly or often implemented in about 70 % of

all local health districts; the Czech Republic, where

they are available in all 77 districts and in the capital
city of Prague; and Finland, where legislation obliges
municipalities to provide relevant services to prevent
infectious diseases, including NSPs. Portugal estimates that
its pharmacy-based and outreach NSPs cover about 50 %
of the territory, and in Denmark, 10 of the 13 counties
run NSPs. All Austrian cities with a significant injecting
drug scene have at least one needle and syringe outlet,
and in Bulgaria, services are available in 10 cities with
relatively high levels of problem drug use. In Estonia, it
was estimated in 2005 that 37 % of IDUs were in contact
with NSPs, while the coverage of the target groups in
Slovakia and Romania was estimated to be considerably
lower (20% and 10-15 %, respectively).

Between 2003 and 2005, increases in the total number
of syringes exchanged or distributed through specialised
NSPs were reported by several countries (Bulgaria, the
Czech Republic, Estonia, Hungary, Austria, Slovakia,
Finland) (*5%).

Specialised agencies that provide needle and syringe
programmes can have other important public health
roles, for example, assessing and raising the awareness
for risk behaviour among clients, motivating them to get
tested and vaccinated, as well as providing a conduit to
primary healthcare and drug treatment. While the extent
to which these agencies deliver these services is unclear,
the need for this type of service development is underlined
by the findings of a national audit recently conducted in
England. This audit report found that levels of awareness
of infectious diseases among clients were relatively low,
and that agencies could be more proactive in offering
counselling, testing and vaccination.

1) See Figure 11 in the 2006 annual report.

2) See Table HSR-2 in the 2007 statistical bulletin.
%) See Table HSR-4 in the 2007 statistical bulletin.
154) See Table HSR-3 in the 2007 statistical bulletin.
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Drug-related deaths and mortality

Drug-related deaths

The EMCDDA definition of drug-related deaths refers to
those that are caused directly by the consumption of one or
more drugs. In general, drug-related deaths occur shortly
after the consumption of the substance(s). Other terms used
to describe these deaths include ‘overdoses’, ‘poisonings’,
‘drug-induced deaths’ and ‘acute drug deaths’ (**°). The
number of drug-related deaths in a community will depend
on the number of people using drugs associated with
overdose (particularly opioids). Other factors that will also
be important include: the proportion of injectors, prevalence
of polydrug use, availability and policy of treatment services
and emergency services.

Although the comparability of European data has improved
in recent years, differences in the quality of reporting
between countries still mean that direct comparisons should
be made with caution. The extent of drug-related deaths

can be expressed in terms of the number of cases reported,
by population rates or by proportional mortality. While
differences in the quality of reporting exist between countries,
if methods are unchanged over time, trends in numbers and
characteristics of overdose cases may be observed.

Between 1990 and 2004, from 6 500 to over 9 000 deaths
were reported each year by EU Member States, adding up to
more than 122 000 deaths during this period. These figures
should be considered as a minimum estimate (*°°).

Population mortality due to drug-related death varies widely
between countries, ranging from 3-5 (**") to over 50 deaths
per million inhabitants (average 18.3), with rates of over

20 per million being found in 11 European countries. Among
males aged 15-39 years, mortality rates are typically three
times higher (averaging 61 deaths per million). In 2004-05,
drug-related deaths accounted for 4% of all deaths among
Europeans aged 15-39 years, and for more than 7% in nine
countries (*s8).

In addition to overdoses, drug users die from causes
indirectly related to drug use. For instance, AIDS deaths
related to injecting drug use accounted for almost

1 400 deaths in 2003 (EuroHIV, 2006) (**°), although this is
possibly an underestimate. The number of deaths from other
causes indirectly related to drug use (e.g. hepatitis, violence,
suicide or accidents) is more difficult to assess. It has been
estimated that, in at least some European cities, 10-20 % of
mortality among young adults could be attributed to opioid
use, directly or indirectly (Bargagli et al., 2006) (see below).
Mortality related to other forms of drug use (e.g. cocaine)
would add to this figure, but is more difficult to quantify.

Determining the overall level of mortality resulting from
problem drug use at a national or European level will require
advances in data collection and analysis. An attempt at

such an exercise on a national scale is reported in the Dutch
national report. By extrapolating data from a local study, the
mortality rate due, directly and indirectly, to problem drug
use was estimated, taking into account regional differences.
Although further methodological work is needed, this type of
study, in addition to measuring the extent of deaths indirectly
related to drug use, has the potential to overcome possible
under-reporting of overdose deaths.

Acute deaths related to opioids
Heroin deaths (1)

Opioid overdose is one of the leading causes of death
among young people in Europe, particularly among males
in urban areas. Opioids are present in most cases of acute
drug-related deaths due to illegal substances reported in
the EU, accounting for 46 % to 100% (Figure 12), mainly
heroin or its metabolites. In Europe, most opioid deaths

are related to heroin, but often other substances are also
identified as having possibly played a role, in particular
alcohol, benzodiazepines, or other opioids and, in some
countries, cocaine. A voluntary data collection on substances
involved in drug deaths in which nine countries participated
in 2006 (***) has confirmed that in opioid overdoses, more
than one drug is usually mentioned (60-90 % of cases) and
they could be considered ‘polydrug deaths’.

Men account for the majority of opioid overdose deaths
(59-100%), with the highest proportions of females
occurring in the Czech Republic, Poland and Slovakia and
the lowest in Italy, Lithuania and Luxembourg. Most overdose

(***) Most national case definitions are the same as the EMCDDA definition or very similar, although some countries still include cases due to psychoactive

medicines or non-overdose deaths, generally as a limited proportion (see the 2007 statistical bulletin methodological note ‘Drug-related deaths summary:

definitions and methodological issues’ and ‘DRD Standard Protocol, version 3.1°).

(*°) See Tables DRD-2 (part i), DRD-3 and DRD-4 in the 2007 statistical bulletin.

(%) In France, the rate was 0.9 per million in 2005, which may imply some under-reporting, but it should be noted that it was about 10 times higher in 1994,

when overdose deaths started to decline.
(***) See Table DRD-5 in the 2007 statistical bulletin.

(***) Note that figure refers to the west and centre area of WHO Europe, which includes some non-EU countries, and the total deaths for Estonia, Latvia and

Lithuania (east area).

(2%°) As most cases reported to the EMCDDA are opioid overdoses, general characteristics of acute drug-related deaths are used for description of opioid cases.
(2¢*) The Czech Republic, Denmark, Germany, Latvia, Malta, the Netherlands, Austria, Portugal and the United Kingdom.



Chapter 8: Drug-related infectious diseases and drug-related deaths

Figure 12: Proportion of acute drug-related deaths that show presence of opioids
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® For the Czech Republic, the EMCDDA Selection D definition of acute drug-related death was used instead of the national definition. The national definition includes
poisoning by psychoactive medicines, which accounts for most cases (156 cases out of 218).

(® Office of National Statistics definition.

NB: In some countries, the ‘National definitions’ of drug-related death include a limited number of cases of deaths indirectly related to drug use.

Data for 2005 or last year for which information is available. For further information, see Table DRD-1 in the 2007 statistical bulletin.
Sources: Reitox national reports (2006), taken from national mortality registries or special registries.

fatalities concern those aged between 20 and 40 years old,
with the mean age in most countries in the mid-30s (*2). The
mean age at overdose death is lowest in Bulgaria, Estonia,
Latvia, and Romania and highest in Poland, Finland and
the United Kingdom. There are very few reported overdose
deaths among people aged less than 15 years, although
drug deaths in this age group could be under-reported.
While some drug-related deaths are recorded among those
aged over 65 years, only seven countries report more than
5% of cases in this age group. In several of the Member
States that joined the EU since 2004, the comparatively
low mean age at death and the high proportion of fatal
overdoses among those aged less than 25 years may signal
a younger heroin-using population in these countries (*¢3).

In many Member States, the age of overdose fatalities is
increasing, suggesting a decrease in the incidence of heroin
use among young people. This trend is common among the
EU-15 Member States, although in Austria and Luxembourg
decreases have been observed in recent years. In the other
Member States, the trend is less clear, and the small numbers
of cases makes it difficult to interpret the figures (*%4).

Methadone and buprenorphine deaths

Although research shows that substitution treatment reduces
the risk of fatal overdose, each year some deaths are
reported associated with the misuse of substitution medicines.
Monitoring the number of deaths related to methadone

and to buprenorphine and the circumstances surrounding

the deaths can provide important information for the

quality assurance of substitution programmes and to inform
prevention and harm-reduction initiatives.

The presence of methadone in a substantial proportion
of drug-related deaths is reported by several countries,
although the role played by methadone in the death

is not always clear and other substances may also be
present. Denmark reported that methadone was the
cause of poisoning (alone or in combination) in 43 % of
drug-related deaths (89 out of 206, in 2005); Germany
reported that 255 cases (out of 1 477) were attributed
to ‘substitution substances’ (75 alone and 180 with other
narcotics) in 2005, compared with 345 cases in 2004;
the United Kingdom reported 280 cases (out of 1 972,
drug strategy definition) with ‘mention’ of methadone

(*?) See Table DRD-1 (part i) in the 2007 statistical bulletin.
(2¢%) See Figure DRD-2 in the 2007 statistical bulletin.
(%) See Figures DRD-3 and DRD-4 in the 2007 statistical bulletin.

83



84

Annual report 2007: the state of the drugs problem in Europe

(2004); and, in Norway, 55 autopsies revealed traces

of methadone. Spain reported (Reitox national reports,
2005) that there were few fatal overdoses involving only
methadone (2 % of total), but that it was frequently present
in combination in opioid deaths (42 %) and cocaine
deaths (20 %). Other countries did not report methadone
deaths or the numbers were very small.

Deaths due to buprenorphine poisoning appear to

be rare, which is attributed to the agonist-antagonist
pharmacological characteristics of this drug. However,
some deaths have been reported by European countries.
In the 2006 and 2005 national reports, only France and
Finland recorded deaths related to this substance. In
Finland, buprenorphine was found in 83 cases in 2005
(73 in 2004), generally combined with benzodiazepines,
sedatives or alcohol, or injected. In France, only two

fatal overdoses involving buprenorphine were reported in
2005 (four in 2004). Buprenorphine is the main opioid
substitution drug in these two countries, but the estimated
70 000 to 85 000 people receiving the substance in
France is much greater than the numbers treated in
Finland. In addition to France and Finland, in 2004, three
other countries reported deaths mentioning buprenorphine
(two or three in each case). A study searching exhaustively
for deaths with mentions of buprenorphine in the United
Kingdom between 1980 and 2002 found only 43 cases,
often in combination with benzodiazepines or other
opioids (Schifano et al., 2005).

Acute deaths related to non-opioid drugs
Deaths related to ecstasy and amphetamines

Deaths mentioning ecstasy are infrequent, but caused
considerable concern when they started to be reported
some years ago, as they often occur unexpectedly among
socially integrated young people. The limited data
available in the 2006 Reitox national reports suggests that
ecstasy deaths remain at similar levels to those reported

in previous years. In Europe as a whole, there were
references to 78 deaths involving ecstasy (**°).

Amphetamine deaths are also infrequently reported,
although in the Czech Republic 16 deaths were attributed
to pervitin (methamphetamine) in 2004 and 14 in 2005,
correlating with an increase in the estimated number of
problem pervitin users and treatment demands. In Finland,
65 deaths were reported involving amphetamines,
although the role of the drug in these deaths was not
specified.

Deaths related to cocaine

Overdose deaths due to cocaine are more difficult to identify
than those caused by opioids, and are often considered to
be the result of a combination of causes, rather than from
cocaine toxicity itself (**°). Studies have found that most
cocaine deaths are related to chronic use of the drug and
are often the result of cardiovascular and neurological
problems brought on by the use of cocaine over a long time,
particularly in users with predisposing conditions or risk
factors. In Europe, reports of deaths with cocaine involved
usually also mention the presence of other substances
(including alcohol and opioids), reflecting the use of cocaine
in combination with other drugs.

Among the countries supplying data, over 400 cocaine
deaths were identified in both the 2006 and 2005 national
reports. There is a clear need to investigate further the health
consequences and mortality related to cocaine use.

Trends in acute drug-related deaths

National trends in drug-related deaths can provide insights
both into developments in patterns of problematic drug

use in each country and into developments in responses.
Data available for the EU reveal some general trends in
drug-related deaths. From a longer term perspective, the
EU-15 Member States and Norway experienced a sharp
increase in drug-related deaths during the 1980s and early
1990s, possibly paralleling the expansion of heroin use and
injection (*¢7). Drug deaths continued to increase between
1990 and 2000, although less sharply.

Since 2000, many EU countries have reported decreases
in the numbers of drug-related deaths, possibly related

to increases in treatment availability and harm-reduction
initiatives, although possible moves away from injection or
a reduction in heroin availability may also be important. At
European level, drug-related deaths fell by 6% in 2001, by
14% in 2002 and by 5% in 2003 (Figure 13). However,
reports for 2004 and provisional data for 2005 indicate
that the decrease in drug-related deaths has not continued
beyond 2003.

A worrying trend has begun to emerge in reports of
drug-related deaths in some countries. After marked peaks
in drug-related deaths in 1999-2001, followed by a clear
decrease for two to three years, an increase in reported
deaths has been observed in 2004 and 2005 (*%¢). This
pattern generally describes the trends in drug-related deaths
observed in recent years in Ireland, Greece, Portugal,
Finland and Norway and, to a lesser extent, those observed

(***) Depending on country, figures refer to 2004 or 2005, for ecstasy and cocaine.

() See the 2007 selected issue on cocaine for a more detailed report on deaths related to this drug.

(**") See Figure DRD-8 in the 2007 statistical bulletin.
(*®*) See Table DRD-2 in the 2007 statistical bulletin.



Figure 13: Overall trend in acute drug-related deaths, 1996-2005
for all Member States with available data
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® For 2005 the figure is provisional, based on comparing 2004 and 2005
only for those countries with data for both years.

NB: The indexed change is calculated based on countries with information for the
stated year and the preceding.
See Table DRD-2 in the 2007 statistical bulletin for numbers of deaths in each
country and notes on methodology.

Sources: Reitox national reports (2006), taken from general mortality registries or
special registries (forensic or police).

in the Netherlands, Austria and the United Kingdom.

In Iltaly, after several years of decreasing numbers of
drug-related deaths, some increase has been recorded in
the past two years (**°). Several possible causes have been
suggested to account for this recent increase, among which
are polydrug use by opioid users, or a possible increase in
the availability of heroin.

There is a marked discrepancy in trends in drug-related
deaths between the EU-15 Member States and those who
have joined since 2004. Among the EU-15 Member States,
there has been an overall decrease since 1996, very marked
between 2000 and 2002, suggesting a long-term decrease
in the number of young opioid injectors. However, recent
trends in these countries are mixed. In the new Member
States, a sharp increase was observed until 2002, but
decreasing in 2003-04.

Increases in the proportion of drug-related deaths in

drug users aged under 30 years have been observed in
Greece and among those aged under 25 years in Estonia,
Luxembourg and Austria, and to a lesser extent in Latvia and
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the Netherlands, although in most countries young drug users
account for a decreasing proportion of overdoses (™).

Gender differences are also observable in trends in
drug-related deaths (*"*). For more details see the 2006
selected issue on gender and drug use.

Overall mortality among problem drug users

Information on the overall mortality (directly and indirectly
caused by drugs) among problem drug users mostly refers

to opioid users whereas information on mortality related

to other forms of drug use is generally lacking, but it will

be increasingly important for public health purposes, for
instance among regular but socially integrated cocaine users.

Research studies among opioid users in various European
settings have found that mortality among this group is high
compared to that of the general population. A collaborative
study that started within an EMCDDA project found that
opioid users recruited in treatment in eight European
locations had a very high mortality compared to their peers
of the same age (see EMCDDA, 2006). A mortality cohort
study carried out in the Czech Republic found that the
standardised mortality ratio of stimulant users was 4-6 times
higher than that of the general population, while that of
opioid users was 9-12 times higher (Reitox national reports,
2005). A French cohort study that followed individuals
arrested for heroin, cocaine or crack use found that male
mortality was five times higher and female mortality 9.5 times
than in the general population, but with a decreasing

trend (Reitox national reports, 2005). Further information

on mortality among drug users is expected from cohort
studies in progress in several European countries (Bulgaria,
Spain, Malta, Austria, Poland, Romania, Sweden, the
United Kingdom, Norway).

Recent studies from the Netherlands and Norway did not find
any relationship between age and risk of overdose death
(Cruts et al., in press; @degard et al., 2006 cited in the
Norwegian national report), however, as opioid users age,
mortality due to chronic conditions may add progressively to
mortality due to external causes such as suicide and violence.
Poor living conditions of drug users as well as their mental
health problems may also contribute substantially to the high
mortality of this group.

Suicide is identified as a cause of drug overdose deaths in
some studies among drug users. Known suicides, added
together with undetermined intent deaths constituted 30 %
of all drug-related deaths reported in Scotland in 2005.

In 2003, 13% of all drug-related deaths were suicides

(*¢°) See Figure DRD-11 in the 2007 statistical bulletin.
(*°) See Figure DRD-9 in the 2007 statistical bulletin.
() See Figure DRD-6 in the 2007 statistical bulletin.
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(Scottish Executive, 2005). Substance misuse problems are
thought to contribute to suicidal behaviour in several ways:
common risk factors, substance misuse among people prone
to high-risk behaviours.

Reducing drug-related deaths

The attention given to overdose prevention measures has
grown in recognition of the relative importance of drug
overdose as a public health issue. While engagement

with treatment and other services may reduce drug-related
deaths, there remains considerable potential for developing
interventions targeted specifically on overdose risks, and
overall, Europe still lacks a comprehensive approach to
overdose prevention.

Member States, especially those with older heroin epidemics,
have increasingly stepped up their availability of drug
treatment over the past years and are now reaching an
increasing number of hard-to-reach problem drug users
(see also Chapter 2 and Chapter 6). Easier accessibility

of treatment and greater variety of approaches, including
substitution treatment, improve rates of retention in treatment,
which makes an important contribution to reducing
drug-related deaths and mortality. Several countries have
lowered accessibility thresholds to drug maintenance
treatment, and changes in philosophy towards expediting
entry and re-enrolling in methadone maintenance treatment
(measures which have been shown to increase survival)
are evident. Furthermore, studies from high-threshold
programmes, suggest that strict admission criteria and
treatment rules lead to more disciplinary discharges,
increasing the risk of death to those discharged, compared
to those remaining in treatment (Fugelstad et al., 2007).

A longitudinal study on the effectiveness of treatments

for heroin addiction, which will examine the association
between retention in treatment and mortality, is currently
underway in ltaly (Bargagli et al., 2006).

In the first few weeks after leaving prison or treatment those
who have withdrawn from opioid drugs are at an elevated
risk of an overdose, if they relapse back into drug use — as
their previous tolerance will be reduced. It is, therefore, an
important harm-reduction measure to inform those leaving
such settings of the risks that resuming drug use can pose and
discuss with them risk reduction strategies. Continuity of care
with social support and treatment services can play an import
role here, especially for those leaving prison.

Other overdose prevention approaches include teaching

drug users the recovery position and how to respond better
to emergency situations, as well as working with the police,
ambulance service and drug users themselves to encourage
the calling of emergency medical services at an early stage

Co-morbidity and Isadora project

Psychiatric disorders are commonly related to problematic
drug use. Although no systematic collection of information
on co-morbidity exists at European level, findings from local
research conducted in several European countries suggest
that between 30 % and 90 % of clients in drug treatment
may have co-morbid psychiatric conditions. The most
common disorders diagnosed among those dependent on
drugs include personality disorders, depression, antisocial
personality, anxiety, and mood and eating disorders.
Schizophrenia and suicidal tendencies are also mentioned.
Co-morbidity is reported to be more common among heroin
users, especially those who have a long history of drug

use and who have experienced several interruptions in
methadone treatment and whose social and living conditions
have deteriorated. Similarly, drug dependence is common
among people with serious mental illness.

The European project Isadora (‘integrated services aimed

at dual diagnosis and optimal recovery from addiction’)
was concluded in 2005 after a three-year research

period (*). The project, aiming to identify major institutional
and individual risk factors for co-morbidity, involved

seven sites across Europe and 352 patients recruited

from acute psychiatric wards. According to the results,

poor prognosis and chaotic dual diagnosis pathways

are not due to client characteristics alone, but also to
fragmented service provision, often resulting in an inefficient
compartmentalisation of care. Among the outputs of Isadora
is a comprehensive dual diagnosis training manual.

() http:/isadora.advsh.net/

in an overdose event. Research suggests that concurrent use
of other drugs, particularly alcohol and sedative drugs, may
increase the risk of fatal opioid overdose and, therefore,
polydrug use is an important issue for services to address.
Some experimental work has looked at the possibility of
providing drug users with opioid antagonists, an example
being a Scottish pilot scheme to distribute Naloxone to
drug users, their families and friends. This approach has
not been widely developed in Europe to date, but may
have potential. The availability of opioid antagonists in
ambulances, treatment facilities or other settings where
opioid drug overdose is likely to be encountered is a

more common approach, though not universal. Given

the effectiveness of these drugs, if quickly administered,

a need clearly exists to review the availability of this sort

of response within any review of overdose prevention
measures.

An approach that has generated some controversy is the
provision of drug consumption rooms, whereby drug users
may consume their drugs in a designated space where



medical and other services may also be available. Drug
consumption rooms have been criticised by the INCB in
their recent annual reports, but are viewed by some EU
Member States as a useful component of their responses to
some forms of highly problematic drug use. The arguments
made in favour of drug consumption rooms include that they
can provide an overdose prevention measure, reduce other
risks associated with injecting, provide an opportunity for
disseminating information and act as a conduit to primary
healthcare, treatment and other drug services. Consumption
rooms are sometimes also viewed as an opportunity to limit
public nuisance caused by the use of drugs. There are now
in excess of 70 consumption rooms in the EU and Norway:
about 40 in the Netherlands, 25 in Germany, six in Spain
and one each in Luxembourg and Norway.

Chapter 8: Drug-related infectious diseases and drug-related deaths

Information, education and communication (IEC) techniques
are used throughout Europe in initiatives that aim to reduce
drug-related deaths. Several countries report that specifically
developed information materials are distributed among drug
users, their peers and families, or police. However, besides
first aid courses for staff at drugs agencies or for drug users
themselves, overdose risk assessment and counselling about
risk management seems to be becoming more common in
Europe and is mentioned, for example, in the reports from
Romania, the Netherlands and Malta. In 2005, an action
plan to reduce drug-related deaths was launched in Scotland,
and consists of an overdose awareness DVD, new research
to look at the delays in calling for help and a national forum
to look at trends and identify areas where further action
needs to be taken.
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