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GUIDELINES FOR 2010 NATIONAL REPORTS 

 
 

1. Introduction 
 

The guidelines detail the design, structure and content of the National Report, including 
the Selected Issues. This document should be used by all contributors to the National 
Report (NR), who should  take into consideration the section they are covering  as well as 
the following introductory pages which detail the framework for data collection and 
presentation. 
 

 

 
The National Report  - except for the selected issues – is designed to be a short stand-
alone document, describing the national situation in 2009 as well as new developments 
and trends regarding the year 2010 (e.g. newly adopted drug strategies or drug laws1, 
sudden outbreak of deaths or infectious diseases, etc.). 
 
 

Structure 
 
The report is divided in three main parts: summary; new developments and trends; 
selected issues. The detailed structure of the report is presented on page 7 and is 
mandatory. 
 

Summary 
 
The National Report starts with a summary of the main developments reported in the NR 
(e.g. drug trends, change in responses) which occurred during the reporting period. This 
summary should briefly cover (e.g. one paragraph) each chapter of the NR (selected 
issues included), and highlight the main findings, including transversal analysis and 
interpretation whenever possible. 
 

A. New developments and trends 
 
Ten chapters constitute this part of the national report. For all of them, the instructions 
include four main elements:  introduction, key topics,  check list and related data collection 
tools. 
 
1. Introduction 
Each chapter must begin with an introduction containing contextual information and 
definitions, for example: 
 

- definitions (PDU, DRD) and classifications (prevention, treatment) used at national 
level,  
- data collection tools (surveys, registries, etc.) used at national level, 

                                                      
1
 In contrast with other topics which have a reporting delay, the EMCDDA is describing the latest 

developments regarding national drug laws and drug strategies. The publication of outdated information (e.g. 
not mentioning a newly adopted drug strategy) is been considered problematic by Member States.  

 

Design 
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- relevant background information which allows to understand the national situation 
(e.g. specific patterns of problem drug use in a country; organisational or legal 
framework).  

 
The contextual information and definitions should allow people who are not familiar 
with the concepts used in the report to understand the content of each chapter. It is 
not a summary of the chapter and it should be updated only whenever relevant 
changes take place.  
 
 
2. Key topics 
Each chapter is then sub-divided into key topics which should also be used as headings 
in the NR. For each of these key topics it is mandatory to report newly available 
information.  If no new information or if there are no existing data, please report it in a 
table annexed to the national report (see annex 2 for the template). It is not requested 
anymore to write “no new information available”.  
 
 
3. Check list 
The check-list gives guidance on the type of information and analysis which should be 
collected or performed. Check lists vary between chapters according to specific 
needs or data availability. However, the following questions should be systematically 
kept in mind when writing the NR: 

→ Are there any new data, developments and trends regarding the key topic? 

→ Are there any results of new research and studies regarding the key topic? 

→ How can these developments and results be interpreted in the wider (social, legal, 
etc.) context and when considering the results of other indicators? 

 
 
4. Related data collection tools 
The guidelines also mention other data collection tools used by the EMCDDA: 
 

• Standard tables (ST), for reporting standardised quantitative information 
according to agreed reporting cycles 

 
• Structured questionnaires (SQ), for reporting more qualitative information 

according to agreed reporting cycles.  
 

• And other EMCDDA relevant information tools. 
 
This column has been added in order to strengthen the links between the NR and 
these tools. Data reported in STs and SQs should be analysed and discussed in the 
National Report, with a special focus on trends and new developments. Ideally, the 
data from the STs and SQs do not need to be reproduced in the NR (length of the 
document, risk of discrepancies) but this might sometimes be useful to strengthen the 
readability and coherence of the NR. Please always refer to the concerned ST or SQ that 
are used in the NR, mentioning the number and year. 
 
 

Cross-referencing 
 
Each information should be reported only once in the report. When information is 
relevant for different parts of the NR, it should be highlighted in the most appropriate 
chapter and cross referenced in the other concerned chapters: for example, information 
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on legal or policy changes which relate to prevention, treatment, harm reduction or social 
reintegration should be cross-referenced between chapter 1 and the respective chapters.  

 
 

B. Selected issues 
 
One topic for selected issue is labelled as mandatory and the Focal Points may choose 
one among the two other topics proposed. However, we encourage Focal Points to 
produce all three data collections, if relevant and possible, so as to allow the EMCDDA to 
produce a full European picture. The reporting structure for the selected issue is 
similar to the one described above (key topics; check lists). Please follow the same 
general rules as mentioned above.  
 
 
 

Interpretation and analyses of data and trends 
 

The National Report Guidelines include requests for: the interpretation of results (mainly 
from cross-sectional surveys and systematic data collection), the analysis of the 
relationship between different indicators as well as the analyses of trends in a wider 
context. Such interpretation and analyses require a good knowledge of the data quality for 
the various indicators. Otherwise, it is difficult to assess, for example, if a trend is really 
occurring or if the variations are due to the methodology applied or a change in data 
collection instruments. Some useful information and checklists, which are however not 
exhaustive but highlight some critical factors to consider, are presented in annex 1 and 
can provide an orientation for the interpretation and analyses of data and trends.  
 
 
 

Deadlines for providing National Reports, Standard Tables and Structured 
Questionnaires  
 

Object 
 

Date 

Standard Tables and Structured 
Questionnaires 

30th September 2010 

National Reports 
 

29th October 2010 
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2. Cover template  
 

 
 
 
 
 
 
 
 
 
 

2010 NATIONAL REPORT (2009 data) TO THE 
EMCDDA 

by the Reitox National Focal Point 
 
 
 

“COUNTRY NAME” 
New Development, Trends and in-depth 

information on selected issues 

 
 
 
 
 
 
 
 
 
 

REITOX 
 
 
 
 
 
 
 

Focal 
Point 
Logo 



3. Content table for national report 
 
 
Summary (major developments, highlights, incl. findings of the selected issues) 
 
 
Part A: New Developments and Trends 
 
1. Drug policy: legislation, strategies and economic analysis 
2. Drug use in the general population and specific targeted-groups 
3. Prevention 
4. Problem Drug Use 
5. Drug-related treatment: treatment demand and treatment availability 
6. Health correlates and consequences 
7. Responses to Health Correlates and Consequences 
8. Social correlates and social reintegration 
9. Drug-related crime, prevention of drug related crime and prison 
10. Drug Markets 
 
Part B: Selected Issues 
11. History, methods and implementation of national treatment guidelines (mandatory) 
12. Mortality related to drug use: a comprehensive approach and public health implications 

(voluntary) 
12. Cost of drug-related treatment in Europe: a comparative analysis (voluntary) 
 
Part C 
Bibliography 
Alphabetic list of all bibliographic references used (please use Harvard System) 
Alphabetic list of relevant databases available on internet 
Alphabetic list of relevant Internet addresses  
 
Annexes 
List of tables and  graphs used in the text 
List of Maps used in the text 
List of full references of laws in original language 
 



 

4.Guidelines 
 

Part A: New Developments and Trends 
 
 

1. Drug policy : legislation, strategies and economic analysis 
Introduction: definitions, data collection tools and background information (e.g. main policy documents, specific drug laws, organisational and administrative 
framework) 
 
Key topics Check List Related data collection 

tools 
 
Legal framework 
- Laws, regulations, directives or guidelines in the field of drug issues 
(demand & supply) 
Full references of laws in original language should be reported in annex or in footnote. If laws 
are detailed in a different chapter please refer to it in chapter 1. 

- Laws implementation 
 
National action plan, strategy, evaluation and coordination 
- National action plan and/or strategy  
- Implementation and evaluation of national action plan and/or strategy 
- Other drug policy developments 
e.g. government declaration, civil society initiatives 
- Coordination arrangements  
 
Economic analysis 
- Public expenditures 
- Budget 
- Social costs  

 
Main new developments and trends regarding the key topics 
 
Main conclusions of new policy papers and reports 
 
Main results of research and evaluation projects 
including a brief description of methods, sources, results, discussions, and 
references 
 
Analysis of the relationship between different indicators and 
of trends in a wider context (like legal, political, economic 
and social changes, etc.) 
 

 
 
ELDD 
 
 
 
SQ 32 (under revision in 
2009) 
 
 
 
 
 
ST on public drug-related 
expenditure  
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2. Drug use in the general population and specific targeted groups 
Introduction: definitions, data collection tools and background information on drug use and attitudes to drugs (e.g. main surveys, specific patterns of drug use) 
 
Key topics Check List Related data collection 

tools 
 
Drug Use in the general population (based on probabilistic sample) 
 
Drug Use in the school and youth population (based on probabilistic 
samples) 
 
Drug Use among targeted groups / settings at national and local level   
e.g: University students and conscript surveys, migrants, music venues, nightlife settings, gay 
clubs, gyms…

2
  

 

Main results of new research, studies and surveys 
following standard age groups and timeframes of STs when available. 
including a brief description of methods, sources, results, discussions, and 
references 
 

 
Prevalences by key variables 
gender, age, education, social status, urban/rural, lifestyles and health. 

 
Patterns of polydrug use  
 
Analysis of age of first use and incidence of use 
by calendar year, and/or birth cohort 

 
Factors associated to initiation of use, progression and 
cessation of use 
 
Frequency of use (EMQ categories), survey estimations of 
dependence/harmful use 
Please use voluntary table on frequency of use 

 
Risk perceptions 
overall and differentiating by users and non users. 

 
Analysis of time series and trends  
prevalence and patterns by relevant key variables. 

 

Analyses of the relationship between different indicators and 
of trends in a wider context (like legal, political, economic 
and social changes, youth culture, cultural and demographic 
changes, supply and markets changes) 

ST 01 
 
ST 02 
 
 
 
 
ST 30 
 
 
 
 
 
 
 
 
Voluntary table on 
frequency of use 
 

 

                                                      
2
 See also chapter 4 for other groups. 
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3. Prevention 
Introduction: definitions, data collection tools and background information (e.g. organisational framework of prevention, monitoring tools…) 
 

Key topics Check List Related data 
collection tools 

 
Universal prevention 
- School 
- Family 
- Community 
 
Selective prevention in at-risks groups and settings 
- At-risk groups 
- At-risk families 
- Recreational settings (incl. reduction of drug and alcohol related harm) 
 
Indicated prevention 
Children at risk with individually attributable risk factors (e.g. children with AD(H)D 

3
, children 

with externalising or internalising disorders) 
4
 

 
National and local Media campaigns 
Focus on big campaigns, state message and costs 

 
New developments and trends esp. regarding 
strategy/policy, types of interventions 
in relation to target group, objective, methodology, setting etc. 

 
Quality assurance  
quality standards, guidelines, evaluation of prevention and training 
opportunities and other measures that have the aim to improve the quality 
and effectiveness of drug prevention. 
 
Main results of new national research especially regarding 
effectiveness and outcome of interventions 
including a brief description of methods, sources, results, discussions, and 
references 
 

 
SQ 25 + MUSTAP 
 
 
 
 
 
SQ 26, SQ 23 

 

                                                      
3
 Attention Deficit (and Hyperactivity) Disorder 

4
 Externalising : sensation seeking, conduct disorders; Internalising : extreme shyness, depression 
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4. Problem Drug Use 
Introduction: definitions, data collection tools and background information (e.g. national definition of PDU and any discrepancies with the EMCDDA definition, 
specific patterns of problem drug use, main studies, etc…) 
 
Key topics Check List Related data 

collection tools 
 
Prevalence and incidence estimates of PDU 
 
- Indirect estimates of problem drug users 
Injecting drug users, problem opioids users, problem amphetamine users, problem cocaine 
users and overlaps between these groups. 

 
- Estimates of incidence of problem drug use 
 

 

Main results of new research, studies and surveys 

Specify substances used (e.g. which opioids, amphetamines or type of 
cocaine are used) and patterns of poly-drug use (especially overlaps 
between groups of users by drug) 

Include a brief description of the estimates or data, methods used, data 
quality, reliability of estimates and trends 

 
New developments and trends regarding the key topics 
 
Analyses of the relationship between different indicators and 
of trends in a wider context (like legal, political, economic 
and social changes etc.) 

ST7, ST8 

 
Data on PDUs from non-treatment sources 
 
- PDUs in data sources other than TDI.  
Data from low-threshold agencies, police data, emergencies, street samples etc.  
 

 

Main results of new research, studies and surveys 

Specify type of drug or their combination, gender, age, first use, education, 
employment, ethnic status, patterns of use (frequency of use, route of 
administration, especially injecting, duration, risk behaviours, poly drug 
use), other variables considered important. 

Describe contact with / use of non-treatment interventions (e.g. needle 
exchange, outreach, DRID testing) in these users as well as social and 
cultural context 

Include a brief description of the estimates or data, any methods used to 
assess the proportion of PDU cases outside of treatment, data quality, 
reliability of estimates and trends)  

 
New developments and trends regarding the key topics 
 
Analyses of the relationship between different indicators and 
of trends in a wider context (like legal, political, economic 
and social changes etc.) 
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Intensive, frequent, long-term and other problematic forms of use

5
 

 
- Description of the forms of use falling outside the EMCDDA’s PDU 
definition (in vulnerable groups) 
i.e. those not probably described by general population surveys, or specific groups mentioned 
in chapter 2. 

 
- Prevalence estimates of intensive, frequent, long-term and other 
problematic forms of use, not included in PDU definition 
e.g. indirect estimates of heavy cannabis users 
 

 
Main results of new research, studies and surveys 

Specify by type of drug or their combination, gender, age, first use, 
education, employment, ethnic status, patterns of use (frequency of use, 
route of administration, especially injecting, duration, risk behaviours, poly 
drug use), other variables considered important. 

Include a brief description of the estimates or data, methods used, data 
quality, reliability of estimates and trends 

 
New developments and trends regarding the key topics 
 
Analyses of the relationship between and with different 
indicators (PDU estimates and TDI data and GPS 
estimates) and of trends in a wider context (like legal, 
political, economic and social changes etc.) 

 

 

                                                      
5
 General population surveys recording intensive use, dependent use or frequency of use should be reported in  chapter 2. 
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5. Drug-related treatment: treatment demand and treatment availability 
Introduction: definitions, data collection tools and background information (e.g. specific organisational framework, specific surveys among persons treated…) 
 
Key topics Check List Related data 

collection tools 
General description, availability & quality assurance 
 
Strategy/policy 
 
 
Treatment systems 
 
- Organisation and quality assurance 
- Availability and diversification of treatment 
 
 

New developments and trends esp. regarding 
strategy/policy

6
, treatment organisation and types of 

interventions 
Describe treatment coordination, implementation, f unding, providers (e.g. 
assessment of population in need, planning and commissioning of 
treatment services) 
Describe treatment units in the country, including characteristics of units, 
interventions (psychosocial, substitution, detoxification), diversity (target 
groups), contextual information 

 

Quality Assurance 
quality standards, guidelines, evaluation of treatment and training 
opportunities and other measures that have the aim to improve the quality 
and effectiveness of drug treatment. 

 

Main results of new national research especially regarding 
effectiveness and outcome of interventions 
including a brief description of methods, sources, results, discussions, and 
references 
 
 

SQ 27 part I 
(section A), 
Country treatment 
overviews 
(EMCDDA website) 
 
TDI , SQ 27 part I 
(section B) 
 
 
SQ 27 part II 
 

Access to treatment 
Characteristics of treated clients (TDI data included) 

 
Main results of new monitoring system, research, studies 
and surveys 
Specify by :  
-  type of treatment centre (outpatients., inpatients., lowthresholds, GPs, 
prisons),  
- first clients, all clients entering treatment and all clients in treatment, 

 TDI/ST 24/SQ 27 
 
 
 

                                                      
6
 Check the national drug treatment overviews that are online and which contain summary information on the topics, and indicate changes 
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- clients in opioids substitution treatment (OST) 
- drug type (incl. polydrug use) 
- patterns of drug use, incl. injecting drug use  
 

Relevant contextual and qualitative information and 
research results 
Including a brief description of methods, sources, results, discussions, and 
references 

Trends of clients in treatment (incl. numbers) Main results of new research, studies and surveys 
Specify by:  
- Treatment demands  
- OST 
-  total number of clients in treatment  
 
Include a brief description of the estimates or data, methods used, data 
quality, reliability of estimates 
 
New developments and trends regarding the key topics 
 
Analysis of the relationship between the different indicators 
and of trends in a wider context (ideally since mid-1990, 
considering legal, political, economic and social changes, 
prevalence, etc.) 
 
 

TDI/ST 24/SQ 27  
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6. Health correlates and consequences 
Introduction: definitions, data collection tools and background information (e.g.: organisational framework, data collection tools and background information, (see 
also check list)) 
 
Key topics Check List Related data 

collection tools 
 
Drug related infectious diseases 
 
- HIV/AIDS and viral hepatitis

7
. 

Both case reports /notifications and prevalence data (and the latter both from 
seroprevalence studies and from diagnostic testing). 
 

- STIs and tuberculosis 
 
- Other infectious morbidity  
e.g. abscesses, sepses, endocarditis, tetanus, wound botulism,… 
 

- Behavioural data
8
  

Main results of new research, studies and surveys 

In different sub-groups of drug users, (sexual) risk behaviour in drug users, 
HIV/HCV testing levels, access to and availability of HIV and hepatitis 
treatment (only results from epidemiological studies, give detailed 
descriptions of viral treatment itself in the responses section). 

include a brief description of the estimates or data, methods used, data 
quality, reliability of estimates and trends)  

 

New developments and trends regarding the key topics 

Discuss validity of trends observed in different data sources e.g. between 
DRID notifications and prevalence studies, young and new IDUs etc. 

Discuss national situation and situation in main cities or by region (what are 
most and least problematic regions) 

Discuss evidence and relative importance of transmission in IDUs by 
injecting versus sexual transmission or other routes (sharing snorting tubes, 
tattooing..). 

Mention any data on prevalence of these infections in non-injecting drug 
users, the general population and role of IDUs as a transmission group 
among other risk groups / factors.  

 

Analysis of the relationship between different indicators (try 
to link trends in infectious diseases with intervention 
implementation

9
) and of trends in a wider context (like legal, 

political, economic and social changes etc.) 

 
ST9 

                                                      
7
 Please be specific about what serological markers were used in studies, especially for hepatitis B 

8
 As defined in ST9 and DRID protocol 

9
 Please  use  chapter 7 for detailed descriptions of interventions 
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Other drug-related health correlates and consequences 

- Non-fatal overdoses and drug-related emergencies 

- Other topics of interest  
e.g. psychiatric and somatic co-morbidity, traffic accidents, pregnancies and children born to 
drug users… 

 

 

Main results of new research and studies  

including a brief description of methods, sources, case definition, results 
and discussions, and references 

 

New developments and trends regarding the key topics 

 

Analysis of the relationship between different indicators and 
of trends in a wider context (like legal, political, economic 
and social changes, etc.) 

 

 
Drug related deaths and mortality of drug users 
 
- Drug-induced deaths (overdoses/poisonings) 
 
- Mortality and causes of deaths among drug users (mortality cohort 
studies) 
 
- Specific causes of mortality indirectly related to drug use 
(e.g. HIV/Aids and HCV related to IDU, suicides, accidents) 

 
 

New developments and trends regarding drug-induced 
deaths 

Specify numbers, victims’ characteristics, separate illegal drugs and 
medicines. Substances involved, public health implication 

Include a description of the sources (GMR and/or SR), access to data, case 
definition and any differences with EMCDDA definition if not in the 
introduction 

 

New developments and trends regarding recent or ongoing 
mortality cohort studies  

Specify results -overall and cause specific mortality rates and SMRs-, and 
public health implication 

Include a description of the Recruitment settings, numbers, follow- up, 
Reference/links  

 

New developments and trends regarding indirectly related 
deaths and total mortality  

Specify results –incl. fraction attributable to drugs-, and discussion and 
implications 

Include a description of the Sources (GMR, studies) and definitions 

 

Estimations of total mortality related to drug use (directly 
and indirectly related) 

ST5, ST6, Field 
trial template 
 
 
 
 
 
 
 
ST18 
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including a brief description of methods, sources, case definition, results 
and discussions, and references 

Analysis of the relationship between and with different 
indicators and of trends in a wider context (like legal, 
political, economic and social changes etc.) 

 
 



 

 19 

 

7. Responses to health correlates and consequences 
Introduction: definitions, data collection tools and background information (e.g. specific organisational framework, monitoring tools,….) 
 
Key topics Check List Related data 

collection tools 
 
Prevention of drug related emergencies and reduction of drug-related 
deaths 
 
Prevention and treatment of drug-related infectious diseases 
 
Responses to other health correlates  among drug users  
e.g. psychiatric and somatic co-morbidity 

New developments and trends esp. regarding 
strategy/policy, types and availability of interventions, access 
to and coverage of services, characteristics of service users 

 

Quality Assurance 
quality standards, guidelines, evaluation, training opportunities and other 
measures that have the aim to improve the quality and effectiveness of 
interventions. 

 

Main results of new national research especially regarding 
effectiveness and outcome of interventions 
including a brief description of methods, sources, results, discussions, and 
references 

SQ 23 
 
 
 
SQ 23, ST 10 
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8. Social correlates and social reintegration 
 

Introduction: definitions, data collection tools and background information (e.g.  specific organisational framework, monitoring tools,) 
 
Key topics Check List Related data 

collection tools 
 
Social exclusion and drug use 
 
- Social exclusion among drug users

10
  

 
- Drug use among socially excluded groups  
If possible, report in regards to relevant target groups in your country (e.g. homelessness,  
migrants, others) 

 
 

Main results of new research and studies 

including a brief description of the methodology used 

 

New developments and trends regarding the key topics 

 

Analysis of the relationship between different indicators and 
of trends in a wider context (like legal, political, economic 
and social changes, supply reduction activities etc.) 

TDI 

Social reintegration 
 
- Housing 
 
- Education, training 
 
- Employment  
 

New developments and trends esp. regarding 
strategy/policy, types and availability of interventions, access 
to and coverage of services, characteristics of service users 

 

Quality Assurance 
quality standards, guidelines, evaluation, training opportunities and other 
measures that have the aim to improve the quality and effectiveness of 
interventions. 

 
Main results of new national research especially regarding 
effectiveness and outcome of interventions 
including a brief description of methods, sources, results, discussions, and 
references 

SQ 28 (under 
revision in 2009) 

 

                                                      
10

 See also chapters 2 and 4 for other groups. 
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9. Drug-related crime, prevention of drug related crime and, prison 
 

Introduction: definitions, data collection tools and background information (e.g.  organisational framework, monitoring tools) 
 
Key topics Check List Related data 

collection tools 
 
Drug-related Crime 
 
- Drug law offences 
reports for criminal and non-criminal offences for drug-related use (use and possession for 
use), drug-related supply (cultivation, production, trafficking and sale.), and other drug law 
offences (e.g. precursor offences, money laundering) 

 

- Other drug related crime 
e.g. property crimes, illegal prostitution, prescription offences, violence under the influence; 
driving offences; etc. 

Main results of new research and studies 
including a brief description of the methodology used 

 

New developments and trends regarding the key topics 

 

Analysis of the relationship between different indicators and 
of trends in a wider context (like legal, political, economic 
and social changes, supply reduction activities etc.) 

ST 11 

 
Prevention of drug-related crime 
e.g. urban security issues related to drug use, interventions to prevent drug-related crime  

 

New developments and trends esp. regarding 
strategy/policy, types, availability and coverage of 
interventions 

 

Quality Assurance 
quality standards, guidelines, evaluation, training opportunities and other 
measures that have the aim to improve the quality and effectiveness of 
interventions. 

 
Main results of new national research especially regarding 
effectiveness and outcome of interventions 
including a brief description of methods, sources, results, discussions, and 
references 

 

Interventions in the criminal justice system 
 
- Alternatives to prison 
 
- Other interventions in the criminal justice system 

New developments and trends esp. regarding 
strategy/policy, types and availability of alternatives, 

characteristics of users 

 

Quality Assurance 
quality standards, guidelines, evaluation, training opportunities and other 
measures that have the aim to improve the quality and effectiveness of 
alternatives to prison. 

SQ 31 under 
revision in 2009 
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Main results of new national research especially regarding 
effectiveness and outcome of interventions 
including a brief description of methods, sources, results, discussions, and 
references 

 
Drug use and problem drug use in prisons 
Prevalence, patterns of use and risks behaviours 

Main results of monitoring system, new research and 
studies 
including a brief description of the methodology used 

 
New developments and trends regarding the key topics 
 
Analysis of the relationship between different indicators and 
of trends in a wider context (like legal, political, economic 
and social changes, supply reduction activities etc.) 

ST 12/ TDI 

Responses to drug-related health issues in prisons (and other custodial 

settings
11

) 

 
- drug treatment (incl. number of prisoners receiving opioid substitution 
treatment) 
 
- prevention and reduction of drug-related harm 
 
- prevention, treatment and care of infectious diseases 
 
- prevention of overdose-risk upon prison release 
 
 
Reintegration of drug users after release from prison 

New developments and trends esp. regarding 
strategy/policy, types and availability of interventions, access 
to and coverage of services, characteristics of service users 

 

Quality Assurance 
quality standards, guidelines, evaluation, training opportunities and other 
measures that have the aim to improve the quality and effectiveness of 
interventions. 

 
Main results of new national research especially regarding 
effectiveness and outcome of interventions 
including a brief description of methods, sources, results, discussions, and 
references 

SQ 23/29  
 
 
 
 
 
 
 
 
 
 
 
 
SQ 27, part 2 

 
 
 
 
 
 

10. Drug Markets 

                                                      
11

 Custodial settings include police arrest, pre-trial detention and imprisonment in facilities under the prison administration, special penal institutions for juvenile offenders, for 
drug-addicted offenders, psychiatric institutions or hospitals for mentally ill prisoners, detention centres where asylum seekers are held for administrative reasons) 
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Introduction: definitions, data collection tools and background information (e.g. organisational framework of law enforcement, specific drugs and drug 
production, monitoring tools) 
 
Key topics Check List Related data 

collection tools 
Availability and supply 
- Perceived availability of drugs, exposure, access to drugs 
e.g. in general population, specific groups/places/settings, problem drug users. 

 
- Drugs origin : national production versus imported 
 
- Trafficking patterns, national and international flows, routes, modi 
operandi; and organisation of domestic drug markets 
 

Seizures 
- Quantities and numbers of seizures of all illicit drugs

12
 

 

- Quantities and numbers of seizures of precursor chemicals used in the 
manufacture of illicit drugs 
 
- Number of illicit laboratories and other production sites dismantled; and 
precise type of illicit drugs manufactured there 
e.g., in case of “cocaine laboratory” whether manufacturing crack from hydrochloride or base, 
or hydrochloride from base or paste, etc. 

 
Price/purity 
- Price of illicit drugs at retail level  
including description of the methods used to get these data, including sampling strategy  

 
- Purity/potency of illicit drugs  
including description of the methods used to get these data, including sampling strategy  

- Composition of illicit drugs and drug tablets (including cutting agents) 

Main results of new research and studies on drug supply and 
drug markets 
including a brief description of the methodology used  

New developments and trends regarding the key topics 

 

Analysis of the relationship between different indicators (e.g 
availability and prices) and of trends in a wider context (like 
legal, political, economic and social changes, supply 
reduction activities etc.) 

 

 
 
 
 
 
 
 
 
 
ST 13 
 
 
 
 
 
 
 
 
 
 
 
ST 14,15,16 
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 With a particular attention to those not reported in ST 13 



Part B: Selected Issues guidelines 
 
 

11. History, methods and implementation of national treatment guidelines 
 

Mandatory Selected Issue 
 
 

Overview  
Definition 
 “Guidelines are systematically developed statements to assist practitioners and patient 
decisions about appropriate interventions for specific circumstances (see also Field and 
Lohr, 1992). Commonly guidelines include a set of recommendations or steps that can be 
followed when implementing an intervention. For example, quality guidelines for treatment 
may refer to treatment processes e.g. guidance for binding levels of assessment, 
individual treatment planning, informed consent, pathways of care, referrals. They may 
also include evaluation processes that refer e.g. to binding documentation 
(entry/discharge), retention, supervision, evaluation of client satisfaction, staff satisfaction, 
outcomes. The content of guidelines is commonly based on the available research 
evidence.” Treatment guidelines may also be called treatment standards o be part of 
treatment manuals. 
 
Purpose 
Guidelines are aiming at assisting professionals and service user decision about 
appropriate interventions for specific circumstances. They are a valuable instrument to 
support application of research findings in practical work. The EU Drug Action Plan 2009-
12 refers to national guidelines and quality standards in action 17 and 19. Information on 
guidelines development and implementation (framework) will contribute to a better 
understanding of the role of guidelines in quality assurance. It will also allow pinpointing 
differences and similarities between countries. 
 
A Structured Questionnaire (SQ27 pII) and a Consultant study ((University of Hamburg 
and Centre for Interdisciplinary Addiction Research (CIAR)) have recently collected 
treatment guidelines in the EU Member States. The Selected issue will collect 
complementary information on this basis and expand these analyses. The detailed 
information collection regarding the development and implementation (framework) of 
guidelines that we are proposing for this Selected Issue will contribute to a better 
understanding of the role of guidelines in quality assurance in the European region as a 
whole. It will also allow depicting the variety of differences and similarities between 
countries in their historical roots. Providing information about their implementation may 
create a source of information for the Member States which want to model their future 
initiatives on the experiences of others. 
 
Literature overview 
The role of drug treatment guidelines in the EU Member states 
The role of guidelines in drug treatment is recognised as a factor facilitating the translation 
of information coming from experimental studies into actions, ensuring  treatment 
appropriateness and  reducing the heterogeneity of interventions due to lack of knowledge 
or subjectivity of treatment providers (PNLG 2002). When there is inconsistency in 
practice, which affects patients’ outcomes, but strong research evidence of few effective 
practice, guidelines based on such research can assist healthcare professionals to 
provide appropriate and effective care for  patients (SIGN 2008). Clinical guidelines 
should be detailed, comprehensive, evidence based and developed at a country level or 
lower, to reflect local laws, policies and conditions (WHO 2009). 
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The coherence of guidelines 
The World Health Organization has recently produced evidence-based guidelines on the 
Psychosocially Assisted Pharmacological Treatment of Opioid Dependence (WHO 2009). 
These WHO guidelines will be used in this selected issue to compare the uniformity of 
national guidelines in terms of specific recommendations (taking into account the variation 
due to country- and organization-specific context). 
 
Implementation of guidelines 
Failure of implementation is often due to organizational, institutional or provider-specific 
reasons, but sometimes the guidelines themselves may act as obstacles, by being, for 
example, ambiguous, inconsistent, or incomplete. An assessment, by the US Veterans 
Health Administrations, of guidelines implementation in the field of substance-related 
disorders (Hagedorn 2006) shows that most obstacles were consistent with the commonly 
reported ones in the literature, but some were unexpected. The paper presents lessons 
learned through formative evaluation or post hoc assessments conducted by the quality 
enhancement research initiative (QUERI) investigators to target their interventions 
planning. Some of the examples of possible negative effects presented are 1) limited 
readiness to change in the clinics undergoing implementation,, 2) decision to undertake 
guidelines implementation only with the direction of the clinics, 3) lack of a network of 
implementers to share their experiences, frustrations, and success strategies. Concluding, 
the authors underline that “even with careful intervention planning, all possible 
circumstances cannot be anticipated in advance”. Therefore, information on the practical 
actions undertaken for overcoming unexpected obstacles in the process of guidelines 
implementation will be useful for planning future strategies for implementation. 
 
Previous EMCDDA work in the field 
National guidelines on treatment have been addressed in Part 2 of Structured 
Questionnaire 27, which was completed by NFPs in 2008, and the results are summarized 
in the 2009 Annual Report. A recent consultant study (University of Hamburg and Centre 
for Interdisciplinary Addiction Research (CIAR)), partially based on the same information, 
investigated the existence of national drug  treatment guidelines in the European Union 
Member States with the help of the National Focal Points (EMCDDA , ZIS, UH 2009).  

In sum 30 European countries or regions have been contacted and 22 of them 
provided feed-back so that 64 national drug treatment guidelines were collected, 
summarized and assessed for their validity. Seventeen countries have at least one 
guideline (some have up to 10 guidelines each), 2 are in the process of publishing 
them and 2 suggested alternatives to guidelines development. This selected issue 
will integrate the results. A short version of the report will be provided to the NFPs 
in early January. 
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Work distribution/data available at the EMCDDA 
Due to the amount of information already available on this topic, the SI this time will be 
split into a relatively short textual part which describes background, process and 
implementation of guidelines in the country (sections 1-3). A more structured part 
compares national guidelines recommendations with those from the WHO guidelines 
(section 4) with the help of a set of questions provided by EMCDDA. A REITOX academy 
will help NFPs to apply it. 
 
 
 

Breakdown of the contributions expected under each activity. 
 
Topic/issues External 

contract 
NFPs 
contributio
ns for SI 

EMCDDA 
analysis 

Identification of existing guidelines (using Q27 part II and 
consultant study) – already done 

X  Reports, lit. 

Identification of international literature on methodological 
instruments for guideline assessment 

  X 

Description of some characteristics of the drug addiction field 
and the development of national guidelines 

 X  

Identification of in-progress guidelines (where applicable)  X  
Description of experiences of implementation of the 
guidelines 

 X  

Assessment of agreement with WHO guidelines   X  
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11. History, methods and implementation of national treatment guidelines 
 
Key topics Check List 

Type of information and analysis which should be collected or 
performed 

1. History and overall framework 
Description of the national 
situation 

Explore the historical, cultural and institutional context that 
contributed to the development of guidelines; role of guidelines in 
development of treatment quality in your country 

2. Existing guidelines: narrative description of existing guidelines 
Description of existing 
guidelines 

Update, where necessary, existing list of guidelines. Description of 
on-going guideline development. Description of existing guidelines 
accor-ding to : Framework, type of interventions, groups 
addressed. 

3. Implementation process (where appropriate) 
Guideline implementation 
processes  

Please provide information about guidelines adoption, strategy of 
dissemination and implementation, factors supporting, factors  
complicating implementation, future developments 

4. For countries that have treatment guidelines: comparison with the WHO guidelines 
Comparison of national 
guidelines on pharma-
cological treatment of 
opiate dependence with 
WHO guidelines. 

The EMCDDA will provide the copy of relevant national treatment 
guidelines to be compared with the WHO recommendations on:  
1. Choice of treatment; 2. Opioid agonist maintenance treatment; 3. 
Management of opioid withdrawal; 4. Pregnancy 

Comparison of national 
guidelines for treatment of 
drug dependence in 
closed settings 

If applicable and possible, compare national guidelines about 
closed settings with the WHO Clinical guidelines for withdrawal 
management and treatment of drug dependence in closed Settings  
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WHO guidelines coherence: only to be applied to guidelines on methadone 
treatment for substitution or withdrawal purpose in opioid dependence  
 
The WHO guidelines and their recommendations, information about the methods for attributing the 
strength of the recommendations and the level of evidence can be found at the WHO website:  
http://whqlibdoc.who.int/publications/2009/9789241547543_eng.pdf (link verified in October 2009) 
 
For each recommendation, please state whether your guidelines include them (even if not with 
exactly the same wording). Please select only one answer. 
 

 Name of Assessors:  
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1.  Choice of treatment     
1.2 For the pharmacological treatment of opioid dependence, clinicians 

should offer opioid withdrawal, opioid agonist maintenance and 
opioid antagonist (naltrexone) treatment, but most patients should 
be advised to use opioid agonist maintenance treatment.  
Do the present guidelines include this recommendation? 

□ □ □ □ 

1.3 For opioid-dependent patients not commencing opioid agonist 
maintenance treatment, consider antagonist pharmacotherapy using 
naltrexone following the completion of opioid withdrawal. 
Do the present guidelines include this recommendation? 

□ □ □ □ 

      

2 Opioid agonist maintenance treatment □ □ □ □ 
2.1 For opioid agonist maintenance treatment, most patients should be 

advised to use methadone in adequate doses in preference to 
buprenorphine.  
Do the present guidelines include this recommendation? 

    

2.2 During methadone induction, the initial daily dose should depend on 
the level of neuroadaptation; it should generally not be more than 20 
mg, and certainly not more than 30mg.  
Do the present guidelines include this recommendation? 

□ □ □ □ 

2.3 On average, methadone maintenance doses should be in the range 
of 60–120 mg per day.  
Do the present guidelines include this recommendation 

□ □ □ □ 

2.4 Average buprenorphine maintenance doses should be at least 8 mg 
per day.  
Do the present guidelines include this recommendation? 

□ □ □ □ 

2.5 Methadone and buprenorphine doses should be directly supervised 
in the early phase of treatment.  
Do the present guidelines include this recommendation? 

□ □ □ □ 

2.6 Take-away doses may be provided for patients when the benefits of 
reduced frequency of attendance are considered to outweigh the risk 
of diversion, subject to regular review.  
Do the present guidelines include this recommendation? 

□ □ □ □ 

2.7 Psychosocial support should be offered routinely in association with 
pharmacological treatment for opioid dependence.  
Do the present guidelines include this recommendation? 

□ □ □ □ 

 
3 Management of opioid withdrawal 
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3.1 For the management of opioid withdrawal, tapered doses of opioid 
agonists should generally be used, although alpha-2 adrenergic 
agonists may also be used.  

□ □ □ □ 
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Do the present guidelines include this recommendation? 

3.2 Clinicians should not routinely use the combination of opioid 
antagonists and minimal sedation in the management of opioid 
withdrawal.  
Do the present guidelines include this recommendation? 

□ □ □ □ 

3.3 Clinicians should not use the combination of opioid antagonists with 
heavy sedation in the management of opioid withdrawal.  
Do the present guidelines include this recommendation? 

□ □ □ □ 

3.4 Psychosocial services should be routinely offered in combination 
with pharmacological treatment of opioid withdrawal.  
Do the present guidelines include this recommendation? 

    

    
4 Pregnancy 

 

    

4.1 Opioid agonist maintenance treatment should be used for the 
treatment of opioid dependence in pregnancy.  
Do the present guidelines include this recommendation? 

□ □ □ □ 

4.2 Methadone maintenance should be used in pregnancy in preference 
to buprenorphine maintenance for the treatment of opioid 
dependence; although there is less evidence about the safety of 
buprenorphine, it might also be offered.  
Do the present guidelines include this recommendation? 

□ □ □ □ 

 

WHO guidelines coherence: only to be applied to guidelines applied for 
guidelines on closed settings 
 
In case your guidelines are about closed settings (“closed settings” refers to prisons, work camps, 
compulsory drug treatment centres and any other institution in which people are detained), state 
whether they agrees with the “Clinical guidelines for withdrawal management and treatment of drug 
dependence in closed settings” freely downloadable at: 
(http://www.who.int/hiv/pub/idu/wpro_withdrawl/en/index.html). 
 
For each recommendation, please state whether your guidelines include them (even if not with 
exactly the same wording). Please select only one answer. 
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1. Do the present guidelines agree with the “Clinical guidelines for 
withdrawal management and treatment of drug dependence in closed 
settings” ? 

□ □ □ □ 
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12. Mortality related to drug use: a comprehensive approach and public health 
implications 

 
 

Voluntary Selected Issue 1 
 
 

Overview 

Drug use, in particular its more intensive and risky forms, can lead to a range of serious 
health problems, some being well documented, whereas others are poorly identified and 
quantified. Mortality is one of the more reliable indicators of the health impact of different 
health and social conditions. Problem drug users (PDU)13 suffer a mortality risk up to 20 
times higher than the general population of the same age and recent studies show that a 
considerable share of young adult’s mortality in Europe can be attributed to opiate use. 
Furthermore, drug-induced deaths (overdoses, poisonings) have been stable or 
increasing for the last five years in most reporting countries.   

Drug-related deaths can be related to the acute or chronic toxicity of the drugs, to drug-
related infectious diseases, and to other factors related to drugs or to the social exclusion 
and living conditions of drug users (e.g. violence, accidents, suicide). Overall and cause 
specific mortality vary widely across countries, and according to gender, age, and risk 
factors (e.g. when out of drug –particularly opiate- treatment). Also some mortality 
patterns changed markedly in recent years with the expansion of drug treatment and 
antiretroviral treatment. The EMCDDA is specifically interested in getting a better 
understanding of the total and cause specific mortality among PDUs in European 
countries. The objective is to describe and discuss the differences and public health 
implications, in order to inform which groups and circumstances warrant priority action to 
reduce drug-related health consequences. 
 
Contributions expected from the NFP will be mainly to complete reporting of the relatively 
numerous mortality cohort studies existing in Member States and not yet reported to the 
EMCDDA (through Standard Table 18) or update them; in particular discussing their 
findings regarding mortality patterns, risk and protective factors, and notably the changes 
over time and the interpretation and public health implications of this information. 
Therefore, we strongly encourage the countries that have a mortality cohort study to 
select this voluntary Selected Issue (SI), or produce both voluntary SIs if possible. The 
EMCDDA will support the work of the NFPs with specific sessions and workshops during 
the annual DRD expert meetings.  
 
In addition, and for contextual information and more in-depth analysis of the causes of 
deaths, the NFP will also be asked to report on existing national sources with drug-related 
mortality information (e.g. surveillance systems for HIV and HCV related mortality; special 
mortality registries for suicide and violence) and, if available, on the fraction attributed to 
drug use. 
 
 
 
 

                                                      
13

 Problem drug use is defined by the EMCDDA as ‘injecting drug use or long-duration/regular use 
of opioids, cocaine and/or amphetamines’. 
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Literature overview 
 

Mortality related to drug use in the EU 
 
Problem drug users suffer considerable health and social problems. Some indicators 
(drug-induced deaths and infectious diseases) identify part of these health problems, 
mainly due to heroin injection (Best, 2000), but a considerable part of the health impact of 
problem drug use is not well identified (e.g. suicide and chronic conditions). In addition, in 
recent years patterns of problem drug use changed markedly (e.g. increase in heroin 
smoking, increase in stimulants use) (EMCDDA 2008) and the availability of some 
interventions have expanded in Europe (e.g. substitution treatment, HIV antiretroviral 
treatment). Therefore changing intensity and patterns of health consequences can be 
expected. 
Drug-related mortality is associated with heroin use, especially injecting drug use (IDU), 
and is responsible for a significant proportion of premature mortality among young adults 
(Ferri, 2007; Bargagli 2006). From 1990 to 2007, between 6 500 and 8 500 drug-induced 
deaths (overdoses) were reported each year in Europe, in most cases, with the presence 
of opioids (EMCDDA 2008). Recent mortality cohort studies in the European Union 
indicate that drug-induced deaths represent typically between one fifth and one half of the 
overall number of fatalities among problem drug users (Brugal, 2005; Odegard 2007) 
depending on the risk of other causes of deaths. This suggests that the total mortality 
could be around two to five times the number of registered drug-induced deaths. Despite 
varying across countries and over time, these estimations help measuring the public 
health burden of problem drug use.  
 
Mortality cohort studies: information available and questions posed  
 
Mortality cohort studies among problem drug users can determine overall and cause-
specific mortality rates and estimate the excess mortality compared to the general 
population. Large-scale longitudinal cohort studies can test hypotheses about, for 
example, the reasons for changes in the observed numbers of drug-induced deaths or 
AIDS deaths among injectors, as well as to monitor the overall risk and detect changing 
patterns in the causes of death (Darke 2006). 
Most cohort studies show mortality rates in the range of 1–2% per year among problem 
drug users (Brugal 2005, Claussen 2008), depending on recruitment settings (e.g. drug 
treatment centre) and inclusion criteria (e.g. injecting drug users, heroin users). There are 
some differences across countries in the overall and specific mortality risks and in the 
evolution across time (Bargagli 2006, Davoli 2007). Main risk factors associated with 
mortality include heroin use, injection and polydrug use, (Rome 2008; Warner-Smith 1996; 
Darke 1996), being released from prison (Farrell 2008) as well as male gender, age, low 
education level, unemployment (Antolini 2006), history of psychiatric admission and 
benzodiazepine prescription (McCowan 2009). Being in treatment, particularly opioid 
substitution treatment is a well-described protective factor (Clausen 2007; Brugal 2005, 
Davoli 2007).  
 
Public health implications 
In addition to overdoses and HIV/AIDS (EuroHIV 2007), a high proportion of deaths 
among drug users is accounted for by chronic conditions such as liver diseases (due to 
hepatitis C infection and/or heavy alcohol use), cancer and cardiovascular problems, and 
external causes of death (mainly suicide, accidents and violence). An important fraction of 
such deaths in the community could be related to PDU. However, the overall impact is 
difficult to assess due to the limited availability of detailed information on the causes of 
deaths (Eurostat 2009). The overall mortality attributable to drug use (in particular to 
problem drug use) in a country can be estimated in different ways (e.g. Crust 2009).The 
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proper quantification and understanding of this mortality and health impact is a pre-
requisite to plan and implement public health action. 
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Work distribution and data available at the EMCDDA 
 
This Selected Issue will broaden the perspective and complement the ordinary work on 
the DRD indicator, which has so far mainly focused on standardising the reporting of drug-
induced deaths (i.e. overdoses).  
For this purpose, a detailed overview and European perspective on the available mortality 
cohort studies will be necessary and more attention will be paid to try to further explore 
the specific causes of death. Information and analysis of the national monitoring systems 
(e.g. registers of mortality or specific morbidity) will also be needed  

The Selected Issue aims primarily to estimate and describe the total and cause specific 
mortality among PDUs in participating European countries. The differences (over time, 
across countries and settings) and the related public health implications will be discussed 
in order to inform which groups and circumstances warrant priority action and 
interventions to reduce drug-related deaths.  

Secondary objectives include mapping sources of information on mortality attributable to 
drug use; and documenting risk and protective factors for death (which will complement 
comprehensive recent reviews on reducing drug users’ risk of overdose (Rome, 2008)). 
 
Breakdown of the contribution expected under each activity 
 

Topic/issue NFPs contributions for SI 
(Lit. review, specific study, additional 

data collection….) 

EMCDDA analysis 
(STs, NRs, lit.) 

Mortality cohort studies 
among PDUs 

Identification and reporting of specific 
national studies (existing) / additional 
analysis of data & information. 

ST 18, NRs, Lit. review 

Complementary sources 
with drug-related mortality 
information 

Collect of national information; 
additional analysis of data & 
information. 

EuroHIV report, 
Eurostat data, … Lit 
review, 

Public health perspective 
and implications 

Additional analysis of data & 
information existing at national level. 

Lit.review, data analysis 
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12. Mortality related to drug use: a comprehensive approach and public health 
implications 

 
Key topics Check List 

Type of information and analysis which should be 
collected or performed 

1. Recent follow up mortality cohort studies among PDUs
14

 

Overall mortality among PDUs  
 

• List of mortality cohort studies (from scientific articles and 
grey literature, in English or national languages)  

• Discussion of the differences in design compared to the 
EMCDDA standard, which may impact on the 
comparability with other studies 

• Complete ST 18 for all relevant studies (including overall 
mortality rates per 100 persons-years; and SMR

15
, with 

breakdown by gender and year) 

• When possible, report on survival probability after 1, 2, 3 
and 5 years after enrolment 

• Discussion of the main results 
 

Cause specific mortality among 
PDUs  
 

• If possible, detailed information on specific causes of 
deaths with particular attention to overdoses, HIV-AIDS, 
hepatitis, suicide, accident and, particularly, ill defined 
causes of deaths  

• Discussion of the results and limitations (e.g. limited 
access to detailed cause of death) 

Risk/protective factors among 
PDUs 
 
 
 

• If possible, detailed information on specific risk/protective 
factors with particular attention to age, gender, primary 
drug, length of use, injection status, HIV/hepatitis C 
status. +/-education level, unemployment. If possible 
compilation in a table of relative risks and CI 

• When available, protection and risk associated with 
interventions and circumstances (such as OST, other 
treatments, prison) 

• Discussion on risk/protective factors (with particular 
attention to being/having been in drug treatment) 

 
2. Complementary sources with drug-related mortality information 

                                                      
14

 Studies to be considered consist in the follow-up of a cohort, with systematic identification of all 
deaths among individuals enrolled. Preferred studies (see EMCDDA protocol) have a primary 
objective of assessment of mortality, but other can also be considered e.g. VeDette Study in Italy 
on treatment outcomes. It is preferred that cohort members are PDU in treatment settings, but 
other studies could also be included (e.g. among arrestees for drug problems in France, IDUs with 
reported hepatitis in Czech Republic). Quality mortality studies where drug use status is not known 
with precision could be included as well, when drug use is assumed to be frequent and mortality 
often related to drugs (e.g. people released from prison). Finally, we recommend looking at studies 
with follow-up period on-going, or continued at least up to 2000.  
15

 SMR: Standardised Mortality Ratio, for measurement of the excess risk in comparison with the 
general population 
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Mortality among AIDS cases: 
EuroHIV  
 
 
 
 

• Discussion on numbers of deaths among AIDS cases in 
the IDU transmission group since 1990 (Tables will be 
provided by the EMCDDA, based on EuroHIV. Comments 
from the experts could include estimated coverage and 
completeness, possible bias, analysis of numbers and 
trends since 1990) 

• If available add relevant national studies (scientific articles 
or grey literature) in English or national languages 

 
Mortality due to diseases (in 
particular hepatitis C, hepatitis B, 
and TB infections) and external 
causes of death (in particular 
suicide, accidents and violence)

16
 

 

• Description, if possible summarised in a table (ownership 
of the data, cases included, setting, estimated coverage, 
quality of information and bias on transmission groups (i.e. 
drug users), of the register(s) or other sources available, 
such as: 

o National Statistics and cause of deaths: analysis 
by the relevant ICDs codes could be performed 

o Systematic surveillance or mandatory notification 
of infectious diseases (generally in public health 
institutes) where information about drug use is 
available 

o Specific mortality registries (e.g. forensic institutes 
or coroners) of external causes of death where 
information about drug use is available 

o Ad hoc studies based on these sources, or 
numbers of cases over 2008 

• Identification of relevant national studies (scientific articles 
or grey literature, in English or national languages

) 

exploring the numbers and trends in deaths due to these 
causes where information about drug use is available 

3. Public health perspectives 

Public health implications  • Discussion of the main causes of deaths (availability and 
gaps in information available, impact –i.e. number of 
deaths) 

• Discussion of the main points on risks (crude mortality 
rates, SMR, key protective and risk factors) 

• Discussion of trends over time (overall, specific mortality, 
hypothesis and possible causes; comparability of cohorts 
and the standard population adopted for the analysis) 

• Priorities for interventions, (prevention, health education, 
drug treatment) 

                                                      
16

 Some countries may want to report on additional relevant causes, based on availability of the 
data. 
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12. Cost of drug-related treatment in Europe: a comparative analysis  

 
Voluntary Selected Issue 2 

 
 

Overview 
Understanding the cost of resources used in drug-related treatment is of critical 
importance to policymakers, payers, and providers of care. At national and pan-European 
level, policymakers are interested in cost-effective allocation of limited funds and in 
developing efficient financing structures to deliver adequate drug-related treatment 
services. State agencies, NGOs and private organisations allocate resources among 
types of care, and all of them are oriented toward producing services efficiently. Each of 
these decision makers can use improved information about the costs of substance abuse 
treatment. Contributions expected from NFPs will be to collect available information on 
treatment cost and to provide data and national estimates for cost, revenue, activities, and 
staffing of drug-related treatment facilities. Data collection will rely on the information 
available in the Member States on different types of treatment facilities. Possible sources 
are budget information from treatment providers or data from funding institutions.  
 
Literature overview 
 

Efficient allocation of resources 
Efficiency measures whether the available resources are being used to get the best value 
for money. Considering a total of EUR 1.38 billion of labelled health-related expenditure in 
Europe in 2005 (EMCDDA, 2008), even small efficiency improvements in the provision of 
drug-related treatment can yield considerable savings of resources, or expansion of 
different services for the community. Measuring efficiency in the provision of drug 
treatment is complicated by the complex nature of the processes (e.g. funding sources, 
financing strategies) and costs involved in the provision of the services, and by the 
multiple outcome measures that can result from the their implementation. Without 
systematic analyses, it is difficult to identify, measure, value and compare costs and 
consequences of the available treatment alternatives.  
 

Economic evaluations 
Such systematic analyses require economic evaluations (Drummond et al. 1997). Most 
economic evaluation methods can be classified into three categories: cost, cost-
effectiveness, and cost-benefit studies (French and Drummond, 2005). A detailed 
description of economic evaluation techniques is available elsewhere (Drummond et al., 
1997). 
Cost studies (or services research cost studies) in the drug treatment literature are 
concerned with the evaluation of the resources used to deliver drug-related interventions 
(Cartwright, 2008a). Cost studies are a prerequisite for cost-effectiveness and cost-benefit 
analysis. Cost studies estimate the financial and/or economic costs of treatment17. The 
economic evaluation of drug treatments is generally conducted from a societal 
perspective. A societal perspective implies that opportunity costs are included for all the 
stakeholders in a program, and it is neutral across stakeholders and more comparable 
across programmes.  
Cost-effectiveness and cost-benefit analyses are “full” economic evaluations in which both 
the costs and the consequences of health programs are examined. A cost-effectiveness 
analysis compares the opportunity cost of a treatment program (e.g. a treatment episode), 
with a standard, non-monetary health outcome (e.g. quality-adjusted life-years saved, 

                                                      
17

 Financial costs, or accounting costs, are the actual amounts spent on resources. Nevertheless, the financial costs of 
resources may not reflect their real value for society. Economic or opportunity costs include the full value of all resources 
used by a program, regardless of who paid for them. Financial costs do not aim to measure opportunity costs, or the 
benefits foregone by a particular use of resources (Cartwright et al. 2008a).  



 

 39 

cases of disease avoided) (Sindelar et al., 2004). The costs of the project are then 
compared with one or more of these health outcomes. The results of such comparisons 
may be stated in terms of cost per unit of effect or effect per unit of cost. The ratios of cost 
and outcome for two or more alternative programs are then compared.  
Cost-benefit analysis compares the total opportunity cost of a treatment program with its 
total economic benefit (Ettner et al., 2006). It converts all outcomes into monetary 
equivalents, enabling comparison across programs. Results are usually expressed as a 
cost-benefit ratio, and an intervention is considered cost-beneficial if the cost-benefit ratio 
exceeds 1. However, even if the benefit-cost test implies that intervention benefits exceed 
intervention costs, one cannot immediately conclude that scarce resources are being used 
efficiently. Thus, cost-benefit studies require supplemental studies on alternative uses of 
the same resources.   
 

Cost studies (Services Research Cost Studies) 
To enable better analyses of economic costs in the addiction treatment field, researchers 
have developed rigorous and more comprehensive instruments to estimate total cost of 
service delivery for an entire program, unit costs for individual services, and costs incurred 
by treatment clients (Flynn et al. 2009, French and Drummond, 2005; French et al. 1997). 
The Drug Abuse Treatment Cost Analysis Program (www.DATCAP.com) stands out among 
all the available examples. Unfortunately, European cost studies are scarce or non-
existent. The study by Godfrey et al. (2004) is a noteworthy exception. The authors of this 
research conducted a longitudinal prospective cohort study including 54 residential and 
community treatment programmes in England. Treatment costs included index and other 
drug treatments. Costs were estimated for use of health and social care services. In 
Europe, some cost-of-illness studies (Single 2009) have been developed to measure the 
national level of burden imposed by the drug problem (Andin-Sobocki and Rehm, 2005; 
Fenoglio et al., 2003; Garcia-Altes et al., 2002). Although these studies usually consider 
different costing patterns (precluding appropriate international comparisons), and tend to 
focus on ‘external costs’ that are caused by the drug problem (Cartwright, 2008b), they 
can eventually be an important source for information on treatment costs within a country.  
 
 

Cost studies not belonging to economic evaluation: funding sources research 
Drug treatment programs exist in an extremely complex financing environment, 
characterised by important differences between public and private treatment programs in 
terms of funding sources, access to services, staffing levels, organization, size, and 
finances (e.g., revenues earned and prices charged) (Kimberly et al., 2006; Roman et al., 
2006; Cartwright and Solano, 2003; Zarkin 1995).  
To feature all the cost-related aspects involved in the research on the economics of 
treatment services -that are related to, but do not necessarily belong to economic 
evaluation- it is important to keep abreast with changes in public and private financing so 
that funding agencies and policymakers are fully informed when making resource 
allocation decisions. In Europe, information is now available regarding source, size and 
distribution of drug-related labelled health public expenditure on health (EMCDDA, 2008), 
but no data is available regarding private sources of third-party cost reimbursements (i.e. 
private insurance, private grants, client fees).  
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Work distribution/data available at the EMCDDA  
 

This SI will focus, at country level, on three pillars concerning drug treatment: 1) Funding 
sources (public and private), 2) Services Research Cost studies, and 3) Full economic 
evaluations (i.e. Cost-effectiveness and cost-benefit studies).  
 
National Focal Points are requested to concentrate their reporting efforts in pillar no. 1: 
Funding sources. If feasible, NFP reporting on pillars no. 2 and 3 is encouraged, but not at 
all commanded. 
 
By describing the available information on these matters, the SI has the objectives of: A) 
identifying significant information gaps, research needs and desirable refinements to 
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national reporting systems (i.e. EMCDDA Standard Table on Public Expenditures), and B) 
providing baselines measures for future full economic evaluations, at both the national 
and international levels, to determine which policies and treatment programs are the most 
efficient in tackling with drugs.  
 
Drug Treatment is defined as: “Drug treatment is any activity that directly targets 
individuals who have problems with their drug use and which aims to improve the 
psychological, medical or social state of those who seek help for their drug problems. This 
activity often takes place at specialised facilities for drug users, but may also occur in the 
context of in general services offering medical and/or psychological help to people with 
drug problems.” (EMCDDA, 2000) 
 

Breakdown of the contribution expected under each activity 
 

Topic/issue NFPs contributions for SI 
(Lit. review, specific study, 

additional data collection….) 

EMCDDA analysis 
(STs, NRs, lit.) 

CORE CONTRIBUTION 
1. Funding sources National literature review + Ad hoc 

additional data collection (e.g. 
analysis of existing studies, contact 
with funding sources) 

International Literature review 
+ Review of National Reports 
to the EMCDDA 

FURTHER OPTIONAL CONTRIBUTION 
2. Services research cost 
studies 

National literature review + Ad hoc 
additional data collection (e.g. 
experts consultation) 

International literature review 
+ Standard Table on Public 
Expenditures review 

3. Full economic 
evaluations 

National literature review + Ad hoc 
additional data collection (e.g. 
experts consultation) 

International Literature review 
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12. Cost of drug-related treatment in Europe: a comparative analysis 
 
Key topics 
(Topics and sub-topics 
to be addressed) 
max. 1 pages 

Check List 
Type of information and analysis which should be collected or 
performed 

  
CORE CONTRIBUTION 

1. Funding sources 1.1. Provide national overview of funding sources and allocated 
disbursements for drug treatment.  
1.2. Suggested funding sources categories to consider are:  

1. National agency 
2. Local/Regional government 
3. Public grants (provided by any type of public administration) 
4. Private insurance 
5. Private grants 
6. Client fees 
7. Other categories.  

If possible, broken down by the following: 

• Program ownership (i.e. Public or Private) 

• Program setting/Drug treatment centre (i.e. Outpatient, 
Inpatients, Low-threshold services, General practitioners, 
Prison treatment units) 

• Program size 

• Client population 

• Modality/program specialisation 
1.3. For any disbursement provided, please use national currency, 
indicate the corresponding fiscal year, and the source of the 
information.  

  
FURTHER OPTIONAL CONTIBUTION 

2. Cost studies 2.1. Identify drug treatment costs from existing national services 
research cost studies, or from any ad hoc source of information 
available. 
2.2.  Introduce the characteristics of the program/s involved and on 
costs components identified. 
2.3. If cost-of-illness studies are identified at the national level, provide 
treatment related social costs identified. Report on private costs if 
available (generally not included) are also welcome (e.g. user paid 
insurance, out-of-pocket cost). 
2.4. For any cost provided (i.e. cost category), use national currency, 
indicate the corresponding fiscal year, and the  source of the 
information.  

3. Full economic 
evaluations 

3.1. Identify cost-effectiveness and/or cost-benefit studies on drug 
treatments at the national level.  
Summarise key findings and conclusions 
3.2. Introduce and discuss any debate at national level, if ongoing, 
regarding the evaluation of drug treatment related technology (for 
example, in line with the assessment of the clinical cost-effectiveness 
of buprenorphine and methadone maintenance therapies for the 
management of opioid-dependent individuals in the UK). Full report 
available at:http://www.ncchta.org/pdfexecs/summ1109.pdf 
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5.Standards for bibliographic references: The Harvard System 
 
The “Harvard System” was considered the most adequate system for reporting references of data 
and information on drug field. Hereafter, detailed information on the Harvard system for 
bibliographic references is given in order to help the contributors of the NR.  The use of the 
Harvard system is mandatory. 

 
 1. Citing references in the text  

 
Instruction Example 
In the Harvard system, each time a reference 
is made to any document, its author's 
surname and the year of its publication are 
given in parentheses: 

Depression is more heterogeneous in the old 
than in the young (Blumenthal 1971) 
(Note: There should be no comma between 
the author's name and the year.) 

If the author's name occurs naturally in the 
sentence, only the year s added in 
parentheses: 

Finch (1986) postulated that… 
 

When the same author has published more 
than one cited work in the same year, avoid 
ambiguity by adding ‘a’, 'b', etc. to the year of 
publication: 

As Jones (1979a) has stated ...He went on to 
prove (Jones 1979b)… 
 

lf such references are referred to together at 
any point in the text, use the form: 
 

The research by Herbert (1974, 1975a,b) has 
proved… 

lf there are two authors, the surnames of both 
should be given before the date: 
 

...effects of positive reinforcement (Bohus 
1981; De Kloet and De Wied 1980). 
(Note the use of the semicolon to separate 
items.) 

lf there are more than two authors, the name 
of the first author only should be given, 
followed by 'et al.': 
 

Three investigations (Lloyd-Evans et al. 
1979; Dencker and Lindberg 1977; Feris et 
al. 1980) showed that… 
(Note: This is a recent change in our house 
style.) 

lf you are citing multi-author works, with the 
same first author, but with different co-
authors, but published in the same year, for 
example if you are going to refer to: 

Jones, Smith, and Brown (1985) 
and to Jones, Adams, and Blythe (1985) 
 

If you will need to distinguish between them 
in the text. (They cannot both appear in the 
text as 'Jones et al. 1985'.) The answer is to 
use 'a', 'b', etc.-just as you do for two works 
produced by the same author in the same 
year.  
 

(Jones et al. 1985a) 
and 
(Jones et al. 1985 b) 
(When allocating ‘a’, 'b’ etc. labels in such a 
case there is no need to take account of the 
alphabetical order of co-authors. Just assign 
'a', 'b', etc. labels as you go through your text) 
 

If there are references by two different 
authors with the same surname, avoid 
ambiguity by including their initials in the text 
reference: 

(P. Jones 1986; L. Jones 1978) 
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lf different parts of a document are cited at 
different points in the text, the appropriate 
page or section numbers may be given in the 
text: 

Harris (1985, p. 73) shows… 
It has been found (Harris 1985, p. 56)… 
 

For unpublished theses, use the form: 
 

The work of Rogers (unpublished thesis, 
1985) has led us to query… 
In her unpublished thesis (1985) Rogers 
expressed some doubt… 
(Give more details in the list of references.) 

For 'personal communications', use the form: 
 

There is some evidence (Moore, personal 
communication) that… 
(But do not give details in the list of 
references.) 

For works you know are in the process of 
being published, use the form: 
 

(Richards, in press) 
(In the list of references give as many details 
as possible, and when your typescript is in 
proof, remember to check whether the work 
has been published yet. Please update the 
reference both in your text and in your list of 
references.) 

lf you are citing an editorial in a journal use 
the name of the journal and the date: 
 

(Lancet 1986) and list this under 'L' in the list 
of references. 

!f the work has been produced by an 
organisation (say, the WHO) and the author's 
name is not given, the name of the 
organisation may be used in place of the 
author's name. 
Use the abbreviated form of such 
organisations when citing them in the text, 
e.g. '(WHO 1986)', and list them 
alphabetically by the abbreviated form in the 
list of references. However, the full name 
should be given in brackets in the references 
list, e.g. 

WHO (World Health Organisation) (1986). 
Nutrition and development in East Africa. 
WHO, Geneva 
 

When you are citing a string of references 
together in the text: 

There were three experiments (Bonnington 
1983; Jacobs 1985; Callow 1986)… 
it is best to list them in chronological order. 
(However you, may prefer to list them in 
alphabetical order-this is alI right as long as 
you adopt a consistent policy throughout your 
typescript.) 

 
 

2. The list of references  
 
2.1 Order of entries 
 
Each author's publications are listed chronologically within the following groups: 
 
1. References are listed in alphabetical order of author. 
2. Single-author works are listed first; works the author wrote with one other person are listed 
second; works the author wrote with more than one other person are listed last. 
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So the order is: 

 
Single-author works first,   Jones, F. (1970). 
arranged chronologically  Jones, F. (1981). 
 
Two-author works,   Jones, F. and Smith, P. (1981). 
in alphabetical order of   Jones, F. and Thomas, G. (1980). 
second author, then    Jones, F. and Veevers, L. (1974a). 
chronologically     Jones, F. and Veevers, L. (1974b). 
       Jones, F. and Veevers, L. (1975) 
 
Multi-author works, arranged   Jones, F., Watts, D., Smith, G., 
chronologically (not in    and Brown, M. (1980). 
alphabetical order of     Jones, F., Barlow, D., Low, S., 
co-author)       and King, M. (1981). 
(Remember that the     Jones, F ., Gore, p ., and Davies, G. 
names of co-authors do not    (1983). 
appear in the text-'et al.'    Jones, F ., Keller, S., Carr, G., 
is used instead-so listing by   and Foster, S. (1984a). 
alphabetical order of co-    Jones, F ., Potter, H., and Harris, T . 
author would not help the    (1984b). 
reader. It is the date that the 
reader will be looking for .) 

 
(Note that the name of the first author is repeated throughout the list -it is no longer our practice to 
replace the author s name with a dash where it is repeated) 

 
2.2 Examples of different references 
 
References are arranged in several 'sentences' (see the lists below: each ending in a full stop. 
Commas are used to separate items within these 'sentences' (except in 'Sentence 1'). 

 
Personal author(s) Carpenter, D. (2003). The struggle of mastery: Britain 

1066-1284. Allen Lane, London. 
Editor(s) Kumar, P., Clark, M., editors (2002). Kumar & Clark 

Clinical Medicine, 5
th
 ed. W B Saunders, Edinburgh.  

Chapter in a book 
Ormond, L. (2004). Victorian Romance : Tennyson. In : A 
Companion to Romance : From Classical to 
Contemporary, Saunders, L. (ed), pp.48-53. Blackwell, 
Oxford. 

Journal article Gogos, C., Fouka, K., Nikiforidis, G., Avgeridis, K., 
Sakellaropoulos, G., Bassaris, H., Maniatis, A. and 
Skoutelis, A. (2003). Prevalence of hepatitis B and C virus 
infection in the general population and selected groups in 
South-Western Greece. European Journal of 
Epidemiology 18 (6) 551-557. 

Internet sources 
A standard reference to an internet 
source should include the author, the 
date the information was published or 
updated (either year or full date) the 
title of the work, the url (including 
internet access protocol (for example 
ftp://, http://) and the hosting web site, if 
this is not obvious from the url, plus the 
accessed date (date you viewed, 
downloaded or printed page). 

Nye, D. (1998). A physician´s guide to fibromyalgia 
syndrome [online]. Available: 
http://www.muhealth.org/~fibro/fm-md.html [accessed 
20.3.00] 
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3 Checklist for references to articles in journals or periodical. Items should be 
included in the following order: 
 
The author´s name Use the form: 'Smith, D.G., Brown, A., 

and Eliot, F .' 
For multi-author works, give the name 
of all the authors.  
However more than six authors, just cite the name of the first six authors, 
followed by 'et al.' 

The year of the 
publication 

Put this in parentheses. 
Follow this (inside the parentheses) by 'a', 'b' if you are citing more than one 
item published by the same author in the same year. 
Follow this by ‘a’, ‘b' (inside the parentheses) if citing multi-authors works 
with the same first author, published in the same year (even if the co-al 
different). 
If the paper is still in the process of publication, put '(In press.)' a the whole 
entry 

The title of the 
paper 

If you prefer to leave out paper tides, please do so consistently  
throughout the typescript, and add a note to the editor that you have done 
so. 
This should not be in quotation marks. 
Use lower case for all words in the tide except the first word and proper 
names 
Treat the spelling in paper tides as you would a quotation, i.e. do to our 
house style 

The title of the 
journal 

Give this in full. (This is a recent change 
to our house style.) 
Underline the journal tide. 
Use capitals for the main words, e.g. 
American Journal of Physical Anthropology 

The volume 
number 

This will appear in bold type. (You can 
denote this by a wavy line) 
If letters form part of the volume number these will be in bold too,                              
and set without a space between them and the volume number 

The issue number Use this only if the pagination of the journal is by issue rather than by 
volume. 
Leave it out unless it is essential 
Use the form: Scientific American, 47, 
(3), 63-4 essential) 

The page numbers If you are giving only one citation, give the page numbers here. 
If you are making several citations of different parts of a work, you 
should give the page numbers in your text reference, 
e.g. ‘(Jones 1986, p. 114) and give the 
page numbers for the whole article here. 
Give the spread of page numbers, e.g. '49-50', '111-25', not just the first 
page. Omit 'p.' or 'pp.' before the page numbers. 

 
4 Checklist for references to books, pamphlets, etc. Items should appear in the 
following order: 
The authors name Use the form: 'Smith, D.G., Brown, A., and Eliot, F.' (If the ' 

author' is an editor, follow this by '(ed.)'.) 
For multi-author works, give the names of all authors. (However, if there are 
more than six authors, just give the first six authors followed by ‘et al.'.) 

The year of the 
publication 

Put this in parentheses. 
Follow this by 'a', 'b' if you are citing more than one item  
published by the same author in the same year . 
Follow this by 'a', 'b' if citing multi-author works with the same first author, 
published in the same year 

The title of the 
chapter 

If you prefer to leave out chapter tides, do so consistently throughout the 
typescript; add a note to the editor that you have  
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done so. 
This should not be in quotation marks. 
Lower case for all words in tide, except first word/proper names. 
Treat spelling of these as a quotation- do not change to house style. 
Give the year of publication of the book you have used-there is no need to 
go back and cite the first edition. 

The title of the 
book 

Underline this. Lower case for all words in tide, except first word/proper 
names 

Volume Use the form 'Vol. 1'. (Note: capital 'V', full stop.) 
The edition Use the form '(2nd edn)' '(revised edn)'.(if not Ist) 
Translator´s name Use the form '(trans. G. Fraser)'.(if any) 
The name of the 
editor 

Use the form '(ed. P. Hordern and L. Thomas)'.Lower case 'e' for 'ed.'.  
Use 'ed.' whether singular or plural, not 'eds'. Initial precedes the surname. 

Page numbers If you are referring to a particular chapter or paper or section in a book give 
the page numbers here. 
Give spread of page numbers, e.g. '49-50', not just the first page. 
Insert 'pp.' before the page numbers, e.g. 'pp. 9-10', 'p. 33' 

The publisher Use the simplest form-e.g. 'Wiley' not 'John Wiley & Sons'-but if you are in 
doubt, give the full form and the copy-editor will abbreviate it. 

The place of the 
publication 

Found on the tide page of the book. If the tide page gives, e.g. 'London-New 
York- Toronto', it is the city mentioned 
first in this list that is the place of publication. (The rest should not be cited in 
the reference.) 
No need to give this if it is obvious from 
the publisher's name, e.g. most university presses (but watch for tides 
published by branches abroad-e.g. OUP, New York- this will be clear from 
the tide page). 
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6. List of standard tables and structured questionnaires for 2010  
 
 

 
 
 
 

# Standard Table Title Comments  
1 Standard Table 01 Basic results and methodology of population surveys on 

drug use 
 

2 Standard Table 02 Methodology and results of school surveys on drug use  
5 Standard Table 05 Acute/direct related deaths   
6 Standard Table 06 Evolution of acute/direct related deaths  
7 Standard Table 07 National prevalence estimates on problem drug use  
8 Standard Table 08 Local prevalence estimates on problem drug use  
9 Standard Table 09-1 Prevalence of hepatitis B/C and HIV infection among 

injecting drug users: methods 
 

9 Standard Table 09-2 Prevalence of hepatitis B/C and HIV infection among 
injecting drug users 

 

9 Standard Table 09-3 Voluntary results for Behavioural Surveillance and 
Protective Factors 

Voluntary 

9 Standard Table 09-4 Notified cases of hepatitis C and B in injecting drug users  
10 Standard Table 10 Syringe availability  
11 Standard Table 11 Arrests/Reports for drug law offences  
12 Standard Table 12 Drug use among prisoners  
13 Standard Table 13 Number and quantity of seizures of illicit drugs  
14 Standard Table 14  Purity at street level of illicit drugs  
15 Standard Table 15 Composition of tablets sold as illicit drugs  
16 Standard Table 16 Price in Euros at street level of illicit drugs  
17 Standard Table 17 Leading edge indicators for new developments in drug 

consumption 
Voluntary 

18 Standard Table 18 Overall mortality and causes of deaths among drug users  
24 Standard Table 24 Access to treatment  
25 Structured 

Questionaire 25 
Universal Prevention  

26 Structured 
Questionaire 26 

Selective and Indicated Prevention  

28 Structured 
Questionaire 28 

Social Reintegration  

30 Standard Table 30 Methods and Results of youth surveys Voluntary  
 

31 Structured 
Questionaire 31 

Treatment as an alternative to imprisonment   

34  TDI data  
 Standard Table  Public expenditure Voluntary 
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Annex 1: Checklist for the analysis of data and interpretation of 
trends 
 
 

Interpretation of results from cross sectional studies  
The following factors should be taken into consideration when interpreting the results from 
cross-sectional surveys: 

• Method of data collection (i.e. self-administered questionnaires vs interviews) 

• Guarantee of anonymity and confidentiality during the data collection 
• Respondents` comprehension of the questions 

• Respondents` willingness to cooperate/social desirability 
• In case of interviews, the extent to which the interviewer may have influenced the 

responses (interviewer bias) 
• Response rate(s) and non-response definition in multi-phase sampling (e.g. 

ESPAD or general population survey) 
• Timing of studies (e.g. season may have an effect on outcome of the study) 

• Reliability and validity of scales used in the questionnaire 
 
Interpretation of results from cross sectional series 
The following factors should be taken into consideration when comparing and interpreting 
results from repeated surveys (e.g. (i.e. general population surveys or school surveys –
ESPAD): 
 

• Modifications in the questionnaire (e.g. change of definition(s)).  

• Changes in methods of sampling, interviewing, target population definition, etc. 
• Target population consistency (have the characteristics of the target population 

changed over time?) 
• Country-wide background changes which may affect results (e.g. advertising 

campaigns (e.g. prevention campaigns), celebrities (e.g. stories related to drug 
use behaviour among celebrities, drug related deaths), court cases, new laws, 
etc.) 

 
Routine systematic monitoring data collection 
The following factors should be taken into consideration when comparing and interpreting 
results from routine systematic monitoring:  
 

• Case definitions (i.e. in deaths registers) 

• Coverage  
• Data collection method and/or instrument 

• Legal requirements, regulations 
• Anonymity and confidentiality (i.e. extent to which the setting, instructions etc 

guarantee anonymity and confidentiality) 
• Counting events or counting people 

• Misclassifications  
• Double counting 

• Composition of participating agencies/services  

• Resources that affect data collection 
 
Changes in each of these factors can influence the data. 
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Analyses of the relationship between different indicators 
The purpose of cross-referencing other data is to see whether certain trends or 
observations are linked to or confirmed by trends/observations seen in other indicators 
(e.g. an increase in the number of cocaine users seeking treatment coincides with an 
increase in the number of cocaine related arrests during the same time span and 
geographical coverage). As mentioned in the introduction, an appraisal of the data quality 
for the indicators is of crucial importance.  
 
The cross-references made in the national report are there to present possible 
relationships between indicators taking into account other influences and biases. Ideally, 
statistical models should explore this relationship between indicators. However, such 
studies are often not available because of the lack of quality of the different indicators 
necessary to reach a good level of validity.  
 
 
Analyses of trends in the wider context 
The social, demographic, economical or political context may be  used to  explain  drug 
related indicator data and/or trends.  Some examples are: 

 

• Socio-demographic characteristics (i.e. unemployment rate) 
• Developments in the music culture (increase in popularity of music cultures that 

are associated with drug consumption) 
• Public health expenditures and priorities (public expenditures or changes thereof in 

the number of treatment units) 
• Social exclusion/poverty 

• Immigration/ethnicity (i.e. emergence of new drug use patterns among immigrants 
that may affect local supply) 

• Tourism (i.e. emergence of new drugs on the local market due to demand among 
tourists) 

 
It would again be ideal if the associations between variables were investigated in specific 
research studies focusing on the strength of the association between variables in a 
specific data set (e.g. a study investigating the association between socio-economic 
marginality and health services utilization among a sample of 120 heroin users attending 
an outpatient clinic in South London). Such studies can be used as additional sources of 
information, keeping in mind that the results cannot simply be transferred to other 
populations.   
 
When there are no formal studies investigating these associations, the results of 
qualitative studies and information sources such as key informants (i.e. professionals 
working in the treatment centres) may suggest potentially relevant influences which can 
be mentioned in the data discussion. It should however be remembered that, in the 
absence of more complete statistical analysis and without established statistical significant 
associations, only assumptions are made and it is crucial that these assumptions are 
plausibile.  
 
Literature recommendation 
Abramson, J.H., Abramson, Z.H. (2001). Making Sense of Data: A self-instruction manual 
of the interpretation of epidemiological data, 3rd edition. Oxford University Press, New 
York. 
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Annex 2: Checklist for the availability of information 
Table to be uploaded separately 

 
Country name If No data 

available or no 
new information, 
please insert “X” 
 

1. Drug policy : legislation, strategies and economic analysis 
 

 

Legal framework 
- Laws, regulations, directives or guidelines in the field of drug issues 
(demand & supply) 
.- Laws implementation 
 

 

National action plan, strategy, evaluation and coordination 
- National action plan and/or strategy  
- Implementation and evaluation of national action plan and/or strategy 
- Other drug policy developments 
- Coordination arrangements  
 

 

Economic analysis 
- Public expenditures 
- Budget 
- Social costs 

 

2. Drug use in the general population and specific targeted groups 
 

 

Drug Use in the general population  
 

 

Drug Use in the school and youth population  
 

 

Drug Use among targeted groups / settings at national and local 
level    
 

 

3. Prevention 
 

 

Universal prevention 
- School 
 
- Family 
 
- Community 
 

 

Selective prevention in at-risks groups and settings 
- At-risk groups 
 
- At-risk families 
 
- Recreational settings (incl. reduction of drug and alcohol related harm) 
 

 

Indicated prevention 
 

 

National and local Media campaigns 
 

 

4. Problem Drug Use 
 

 

Prevalence and incidence estimates of PDU  
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- Indirect estimates of problem drug users 
 
- Estimates of incidence of problem drug use 
 
Data on PDUs from non-treatment sources 
- PDUs in data sources other than TDI.  
 

 

Intensive, frequent, long-term and other problematic forms of use 
 
- Description of the forms of use falling outside the EMCDDA’s PDU 
definition (in vulnerable groups) 
 
- Prevalence estimates of intensive, frequent, long-term and other 
problematic forms of use, not included in PDU definition 

 

5. Drug-related treatment: treatment demand and treatment 
availability 
 

 

Strategy/policy 
 
Treatment systems 
- Organisation and quality assurance 
 
- Availability and diversification of treatment 
 

 

Characteristics of treated clients  (TDI data included) 
 

 

Trends of clients in treatment (incl. numbers) 
 

 

6. Health correlates and consequences 
 

 

Drug related infectious diseases 
 
- HIV/AIDS and viral hepatitis 
 
- STIs and tuberculosis 
 
- Other infectious morbidity  
 

- Behavioural data 

 

Other drug-related health correlates and consequences 

- Non-fatal overdoses and drug-related emergencies 

- Other topics of interest  
 

 

Drug related deaths and mortality of drug users 
 
- Drug-induced deaths (overdoses/poisonings) 
 
- Mortality and causes of deaths among drug users (mortality cohort 
studies) 
 
- Specific causes of mortality indirectly related to drug use 
 
 

 

7. Responses to health correlates and consequences 
 

 

Prevention of drug related emergencies and reduction of drug-
related deaths 
 

 

Prevention and treatment of drug-related infectious diseases  
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Responses to other health correlates  among drug users  
 

 

8. Social correlates and social reintegration 
 

 

Social exclusion and drug use 
- Social exclusion among drug users 
 
- Drug use among socially excluded groups  
 

 

Social reintegration 
- Housing 
 
- Education, training 
 
- Employment  
 

 

9. Drug-related crime, prevention of drug related crime and, prison 
 

 

Drug-related Crime 
 
- Drug law offences 
 

- Other drug related crime 

 

 

Prevention of drug-related crime 
 

 

Interventions in the criminal justice system 
 
- Alternatives to prison 
 
- Other interventions in the criminal justice system 

 

Drug use and problem drug use in prisons 
 

 

Responses to drug-related health issues in prisons (and other 
custodial settings) 
 
- drug treatment (incl. number of prisoners receiving opioid substitution 
treatment) 
 
- prevention and reduction of drug-related harm 
 
- prevention, treatment and care of infectious diseases 
 
- prevention of overdose-risk upon prison release 
 
 
Reintegration of drug users after release from prison 

 

10. Drug Markets 
 

 

Availability and supply 
- Perceived availability of drugs, exposure, access to drugs 
 
- Drugs origin : national production versus imported 
 
- Trafficking patterns, national and international flows, routes, modi 
operandi; and organisation of domestic drug markets 
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Seizures 
- Quantities and numbers of seizures of all illicit drugs 
 
- Quantities and numbers of seizures of precursor chemicals used in the 
manufacture of illicit drugs 
- Number of illicit laboratories and other production sites dismantled; and 
precise type of illicit drugs manufactured there 
 

 

Price/purity 
- Price of illicit drugs at retail level  
 
- Purity/potency of illicit drugs  
 
- Composition of illicit drugs and drug tablets (including cutting agents) 

 

11. History, methods and implementation of national treatment 
guidelines  

 

  
  
12. Mortality  related to drug use : a comprehensive approach and 
public health implications   
 

 

  
  
12. Cost of drug-related treatment in Europe: a comparative analysis 
 

 

  
  
 
 
 


