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Background and objectives 
On 18-20 September 2017, the EMCDDA brought together international experts for the 
annual meeting on the key indicator Drug-related deaths and mortality among drug users 
(DRD). The DRD indicator is one of the five key epidemiological indicators on which the 
EMCDDA bases its analysis on epidemiological trends and developments in the EU drug 
situation. These indicators are also essential for any analysis of the coverage of responses 
or the assessment of the impact of responses and policies.  
Attending the meeting were nominated experts of the 28 EU Member States, Norway and 
Turkey and invited speakers. Also attending were delegates from the USA, and from the 
Western Balkan  countries (Albania, Bosnia and Herzegovina, the former Yugoslav Republic 
of Macedonia, Montenegro, Serbia) Georgia in the framework of the EMCDDA technical 
cooperation projects. The meeting provided a space for sharing and discussing new studies, 
new findings and experiences at regional, national and European level. It also aimed to 
facilitate technical work around the collection and analysis of the different components of the 
DRD indicator.  
The meeting provided a space for sharing and discussing new studies, new findings and 
experiences at regional, national and European level. It also aimed to facilitate technical 
work around the collection and analysis of the different components of the DRD indicator.  
This document presents a selection of highlights from the presentations and discussions at 
the 2017 DRD expert meeting.  

More information on the DRD expert meeting, presentations and updates are available from 
http://emcdda.europa.eu/meetings/2017/drd, including: 

- Agenda and list of participants 

- Compilation of the ‘2017 national DRD updates’  

- Experts’ presentations  

- Supporting material, links, references 
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- Further information on the key indicator (methods, sources and resources) can also 
be found on the EMCDDA DRD web pages (1). Most recent data are available on the 
Statistical Bulletin website (2) (under overdose deaths/methodology/overall situation 
and trends).  

 

Main topics covered 
The purpose of the meeting is to provide insights into the current situation and trends in 
drug-induced deaths (overdose) and mortality among drug users in Europe. It also explores 
cross-analysis with other indicators of drug use and harms, as well as prevention and 
treatment responses.  
 
This year the expert meeting focused on important technical and public health issues:  

- The latest data which point to an increase of the number of overdoses in 2016 (or 
latest data), in many countries 

- The drivers and determinants of deaths in selected countries, in the light of multi 
indicator analysis. The rate of overdose per general population is important to 
measure  (and compare) the public health burden, whereas the rate of overdose per 
estimated high risk drug users (namely opioid users) are important to measure the 
risk among those exposed 

- Mortality cohort studies – findings on causes of deaths other than overdoses, and link 
with the treatment settings and treatment data 

- The importance of post mortem toxicology data (i.e. what substances were involved) 
to further characterise the DRD epidemics and the changes in the substances that 
cause or are associated with the deaths 

- The analysis of the practices in post mortem toxicology across Europe, and their 
implications on DRD monitoring 

- Opioids related deaths in the USA and in  Europe with a focus on fentanyls but also 
some prescription opioids, and new synthetic opioids 

- Adjustments and updates on the ICD coding, and their implications when extracting 
and analysing the data from the General mortality registries (GMR) 

- Take home naloxone programmes and health facilities with spaces for supervised 
drug consumption. Public health decisions and developments of national public 
health policies aiming at reducing overdoses 

- Aging high risk drug users and implications for practices and policies 

Highlights of the 2017 expert meeting 
This year, the expert group focused on monitoring of overdose through data from special 
mortality registries, on forensic toxicology practices across Europe and on recommendations 
to improve the quality and comparability of the overdose data available. This 2017 focus 

                                                           

(
1
) http://www.emcdda.europa.eu/activities/drd 

(
2
) http://www.emcdda.europa.eu/data/stats2017 
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balanced the enhanced work carried out last year on the analysis the overdose data from the 
General mortality registers, and also the analysis done from the ‘multi-indicator perspective3.  
Meanwhile, the GMR data were discussed as well, and experts’ opinion on coding and on 
national statistical where also very valuable. Several experts/countries have revised or 
completed their data since last year and this dynamic is very fruitful in improving the overall 
quality of the overdose data across Europe. 
Finally, as recommended last year, many national presentations of the overdose situation 
were enriched by cross indicator analysis, with drug treatment, harm reduction. 
hospitalisation, seizures/purity data and estimates of high risk drug-users examined along 
the overdose data and trends.  
 

Some recommendations from the expert network  
- With regards to the GMR data, it was suggested that the full dataset (i.e. filter 0 and 

1)4 could be asked next year to the countries – on a voluntary basis - and reported, 
where possible, along the ST5. This intermediate phase, indispensable before the 
selection B (filter 1) is applied, provides insights into the detailed breakdown of 
codes. In particular this concerns the codes for ill-defined causes, and also for T-
codes of other substances (such deaths related to BZD). The reporting of this more 
detailed data next year could encourage further work with the national GMRs. 
Depending on how many countries are in a position to report this data next year, a 
joint analysis could be envisaged.  

- Estimates of the high risk drug user populations (in particular ‘Problem opioid users’) 
are judged essential to contextualise the number of overdose (although there might 
be new drugs, new types of uses, and of health risks, opioid use is still central to 
explaining overdose in Europe). Recent estimates of POU are missing in half of the 
countries and the provision of these should be prioritised.  

- Mortality cohort studies should be encouraged, to cross validate national statistics on 
OD, but also to inform cause specific mortality among drug users (e.g. from hepatitis 
or suicide), to measure the impact of intervention (e.g. the benefice of being in 
treatment) and to inform changes in the nature of health risk and deaths (e.g. those 
related to aging). Drug treatment services are one of the most appropriate and 
feasible settings to set up mortality cohort studies and or ‘simple linkage studies’. 
These should be prioritised in all countries. Focal points who ‘handle’ treatment data 
in particular, should try and set up linkage studies, to link their records of individuals 
treated, with the records from the mortality registers, in order to check the vital status 
on the individuals who have been enrolled in treatment. TDI data are currently 
reported on ‘incident’, and also on ‘prevalent’ cases. ‘Incident’ cases or ‘new entrant’ 
have been reported for years by all countries for all TDI variables. Prevalent cases or 
‘all cases currently in treatment’, have been reported more recently, by some 
countries, with a subset of the TDI data.  

- It was noted that TDI data (treated incidence data) are unlikely to be suitable for all 
the purposes of linkage studies, due to potential bias and the lack of data on 
continued treatment status. This would introduce very significant bias to a population 
that, potentially, is very different in terms of mortality risk (earlier stage of drug use, 
younger users, less complex behaviour, better health), compared to the whole 
population of people currently using drugs. That may vary across countries, but the 

                                                           
3
 See for reference the 2016 DRD summary and also the reports on coding and on cross indicator analysis 

4
 See for reference the DRD protocol available from http://www.emcdda.europa.eu/activities/drd 
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decisions re whether bias exists are complex. Analysis of historical cohorts (cohorts 
recruited in the past) needs to be interpreted with caution as well because it is not 
known what proportion of the cohort remains at risk (i.e. remains in active drug use) - 
the likely consequence is that temporal analysis would indicate a declining mortality 
rate (because some proportion of the cohort is no longer at risk).  

- Finally it is important to note that the ‘incident TDI’  are not all ‘new clients’, but rather 
‘new treatment episodes within a year’, bearing in mind  that many TDI clients are in 
fact re-entries of all clients, so it is not treated incidence.  

- To conclude, there are different possible designs and enrolment criteria that can be 
chosen when setting up mortality cohort or linkage studies. These impact on the 
biases and results, and need to be considered cautiously when interpreting the 
results. Nonetheless, should selecting new treatments episodes be easier to set up 
simple linkage of patients’ records with mortality registries, it could be encouraged, 
as it provides insights into mortality rates in this particular group, time, setting and 
country. The linkage can also be repeated (as is done in several countries), which 
provides insights into the survival of the population who has entered in treatment at a 
specific time in the past. Experiences can be further shared and lessons can be 
learned from countries where this is already done.  

- The national ‘DRD update’ provided in advance of the September meeting allows 
discussion of the most recent data (even provisional), and before the formal 
reporting. This year almost all countries reported this one page summary and it was 
judged very useful and relevant for the discussions during the meeting.  

- Assessment of the implementation of the key indicator: it was suggested to gather 
more specific information on the composition of the DRD ‘National working group’ – 
EMCDDA recommends that around the NFP, a group is set up where possible, with 
key national experts and stakeholders in DRD epidemiology . It was strongly 
suggested that this group is composed at least by forensic toxicologists/pathologists 
and by national experts from the GMR, together with the DRD nominated experts and 
the representatives of the NFP. 

Key points and new issues  
- Most recent trends in drug-induced deaths 

o Provisional data suggest this year again an increase in the total number of 
reported overdose deaths. There were at least 7585 deaths reported in 2015 
in the EU 28 (8440 with Norway and Turkey) and the number will be higher in 
2016. This is accounted for by increases reported in many countries 
(including, so far, Croatia Estonia Germany the Netherlands Norway Portugal 
Spain, Slovenia, Turkey the United Kingdom). Some other countries report 
stable or decreasing figures in 2015 (Czech Republic, Cyprus, Denmark, 
Sweden). Most data presented and discussed are provisional and are still to 
be reported through Fonte and validated by the national experts, the national 
focal points and the EMCDDA at the time of writing. They will be available in 
next year’s Statistical Bulletin, Country Drug reports, and European Drug 
report 

o Among the countries with highest overdose mortality rates so far, Estonia, 
2016 data suggest a rebound, which seems to be continued in the first part of 
2017 

o In Sweden, the number of drug-related deaths in 2016 decreased for the first 
time in more than ten years. From 661 cases in 2015 to 590 cases in 2016.  
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o Among countries showing the largest increases in the number of cases over 
the last couple of years, Turkey, reports a very large increase this year again 
(from 590 cases in 2015 to 920 in 2016), driven by opioid but mostly by also 
by synthetic cannabinoids and other stimulants.  

o The Netherlands reports for the second year a clear increase in overdose 
deaths in 2016. The ageing trend is confirmed but there is no information on 
the substances in cause, as only GMR data are used. Half the 235 cases are 
not related to opiates, nor to cocaine, but to ‘others’, with no further details 
being available.  

o In England and Wales (UK), official statistics shows that overall drug misuse 
deaths registered have increased in recent years – an increase of 58% from 
2012 to 2016 – and that this has been driven chiefly by increases in heroin 
deaths (up by 109%). Beginning slightly earlier, there has been a large 
increase in cocaine-related deaths, both in terms of the number of deaths 
(from 112 registered in 2011 to 371 in 2016) and the proportion of drug 
misuse deaths (6% to 14%). For 60% of cocaine deaths in 2015, there was 
also an opiate involved. 

o Similar to previous years, there are delays in reporting data and the most 
recent figures are from 2014 in several countries  

- News from the national mortality statistics source of data 
o The implications of the ICD-10 new priority list (2016) to select most 

dangerous drugs in case of combined poisoning have been presented.  
Synthetic opioids (incl. fentanyl) went up, psychostimulants went down 
(amphetamine, etc.). Overall, drug overdoses are more visible, clear to data 
users. 

- Large survey on analysis of practices of post mortem toxicology of drug-related 
deaths cases - preliminary findings 

o 63 centres across Europe participated. Differences in structures appear with 
some very centralised systems around one national reference laboratory for 
all DRD deaths, and others, much more de centralized. Lack of standards 
was mentioned as a limitation of the analysis capacity by 4/10 laboratories. 
Rapidly evolving technologies caused an increasing multitude of methods. 
Routine testing of some substances (in particular fentanil, buprenorphine, 
designer opioids, designers benzodiazepines, phenethylamine..) is nor 
carried out, and might be done on request. Some experts expressed the need 
for better networking with police, justice, health system, and also with some 
involved in the EWS, about appearance of NPS in their catchment area. 

- Opioids related deaths 
o The opioid overdose epidemic in the USA was presented, with its 3 

consecutive waves: an increase of the deaths related to prescription opioids 
such as oxycodone/oxycontin (a 4-fold increase from 1999 to 2011); followed 
by an increase in deaths related to heroin (4-fold increase from 2010 to 
2015); and the increase in deaths related to synthetic opioids like fentanyls 
(tripled in 2 years from 2013 to 2015). Improving data quality and tracking 
trends is one pillar of the intervention efforts from the CDC – it was noted that 
there are some differences but also similarities in the challenges faced by 
EMCDDA and by the CDC to monitor their respective situations across the 
European Members states, and across the American states (such as data 
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variability related to timeliness, quality, and completeness). Using Literal Text 
Information on Death Certificate appears feasible in the USA and very 
insightful in providing additional details on cause of death, conditions 
contributing to death, and how death occurred. Also, CDC is scaling up a 
wide range of effective public health interventions to address the epidemic 
(including releasing evidence-based prescribing guideline,  provider education 
and training, health system and insurer interventions,, patients education, and 
state and community interventions).  

o Updates from the European EWS showed that more than 650 substances are 
now monitored and that ‘new’ synthetic opioids are increasingly notified 
(through seizures and or intoxications). Novel products but also forms and 
presentations appear. EMCDDA + Europol produce Joint Reports (6 detailed 
investigations since 2015 – on acetylfentanyl, acryloylfentanyl, 
furanylfentanyl, 4F‐isobutyrylfentanyl, tetrahydrofuranylfentanyl, carfentanil), 
with more than 100 analytically confirmed deaths reported between them, and 
deaths often occurring in outbreaks.  

o Carfentanyl case study was presented. The substance is mainly shipped from 
China, Hong Kong, and has been, to date, reported in 9 countries.Carfentanyl 
has been identified in at least 50 deaths in Europe since November 2016). 
 

- Mortality cohort studies and estimates of problem drug users/problem opioid users 
o New data from cohort studies in the UK and in Norway were presented; 

confirming that drug induced death is clearly reduced when in treatment. In 
Norway it was noted that there might be a slightly reduced benefit now 
compared to some years ago, as the cohort of opioid users is now ageing. 
The profile of the population(s) at risk of overdose is changing as well, with 
possibly growing and new risk groups (those using pain killers, synthetic 
opioids in particular).  

o Cohort studies are ongoing in several countries (France, Poland, with recent 
linkage to mortality registers…). Cohorts will also start or restart in other 
countries (Latvia and Cyprus). Report of the findings of mortality cohort 
studies was encouraged again by the EMCDDA as this source provides an 
alternative approach to triangulate the number of OD deaths derived from 
national statistics. Cohort studies also inform on the risk of deaths across 
time, settings, countries; and on cause specific mortality (e.g. due to hepatitis, 
homicide, suicide, cancer, respiratory diseases).   

o Estimates of the number of problem opioid users (those most at risk of drug-
induced deaths) are old or not available in several countries and work in this 
direction is very much encouraged. 

o Some key points for designing and analysing cohort studies where 
highlighted: the need of clear case definition (i.e. restrict to those at risk of 
DRD), ‘drug users’ being too wide a definition. Power is an issue, even for 
very large cohorts. Choose the setting carefully: is a (sole) treatment cohort 
appropriate? A focus on treatment entrants (TDI) is likely to introduce bias. 
Ensure that recruitment and observation are proximal: participants recruited 
many years ago may no longer be at risk. Strong (accurate) linkage 
mechanism is necessary. Weaker linkage may suffice when matching the 
most homogenous cohorts. Adequate censoring is required: participants who 
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have died from liver disease are no longer available to die from an overdose. 
Covariate adjustment for in-out treatment status/behavioral risk / demographic 
risk (& time-update demographic & behavioral risk) may be desirable (but 
note power issue). Beware confounding by epoch: things change  

- Ageing 
o Treatment data from several countries show an increasing number of an 

ageing population with complex health and social needs.  
o In the UK, models by age, using career and previous treatment indicate that 

the opiate treatment population by 2020 should be expected to be older, have 
been using for very long periods, and have had more previous failed attempts 
in treatment. 

o From the Portuguese and Dutch perspectives presented, the evidence that a 
group of high risk drug users is ageing is a success however there are 
challenges to design and implement integrated responses that really help 
drug users to have the best possible stability and quality of life, accordingly 
with their bio-psycho-social potential.  

o Overall, a large literature review presented by Ireland identifies a neglected 
ageing population who use opiates, and a scarcity of research and evidence 
for treating this population. Additional research using sufficiently large 
samples are required to monitor ageing trends over time, and to accurately 
assess the needs of the ageing population.  

 
- New psychoactive substances 

o Concerns were discussed around new synthetic opioids implicated in drug-
related deaths, with a special focus on U-47700, a dangerous short-acting 
opioid that has caused deaths and severe intoxications in several European 
countries (Finland, 4 deaths; and Belgium, Sweden and the United Kingdom).  

- Responses  
o Two main responses were discussed: Take-home naloxone (THN) 

programmes and Health Facilities with spaces for Supervised Drug 
Consumption (or ‘drug consumption rooms – DCR) 

o Under an EMCDDA consultant project, a survey among NFPs was conducted 
on Spring/Summer 2017 to collect data about current THN projects in order to 
support the agency to produce technical guidance for service providers on 
‘how to set up THN programmes’ and to present models of legal and 
operational frameworks of THN programmes relevant to policy makers. 
Sixteen THN-programmes/project from 10 countries were identified. And most 
of them responded to the survey. Some preliminary findings were presented, 
and the report is in preparation. Significant scaling up of existing programmes 
in Estonia, Norway and Denmark were reported, as well as several new local 
initiatives in Germany. Highly concentrated naloxone solution for pulverisation 
using a specific applicator, which allows to apply the drug to overdose victims 
through the nose has become available in France. Experiences from the USA 
were also discussed. 

o Spaces for supervised drug consumption are available in health facilities in 
six EU countries, Norway and Switzerland (a total of 90 in 2017). These 
spaces, also called ‘drug consumption rooms’ (DCRs) are professionally 
supervised health care facilities where drug users can use drugs in safe, 
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hygienic conditions. They are professionally run facilities, publicly 
acknowledged and funded, addressing a defined target group of marginalised 
drug users and integrated in wider network of services and mostly co-located 
(“rooms” within larger facility). Main objectives are to reach and stay in 
contact, reduce health risks and create an acceptable situation for the public. 
The experiences gained in two of the most recently opened facilities in 
Strasbourg (France) and Copenhagen (Denmark) were discussed 

- Public health decision to tackle DRD 
o Examples were local DRD descriptive epidemiology was instrumental in 

informing policy were discussed. In Ireland, deaths among current injectors 
from 1998 to 2014 were presented, showing that problem drug use was 
spreading over the country, and that although many died alone, many died in 
public places – the study was guiding policy on drug consumption rooms.  

o Norway presented a study on the role of safe injection facilities (SIF) on 
patterns of ambulance call-outs for overdose...SIF witnesses a large number 
of overdoses but in the majority of cases these are not fatal. Overdoses at the 
SIF make up nearly half of the city’s ambulance-attended overdoses during 
their opening hours. The high percentage overdose patients who received 
pre-hospital discharge indicate that the SIF functions as a place to receive 
follow-up care. The study concludes that emergency room staff trusts DCRs 
for taking care of post-observation in overdoses. SIF has a role both for 
monitoring of potential overdoses, as well as observing the victims after 
receiving ambulance care. A further analysis of staff perception would be 
instrumental to issue recommendations 

o In Sweden a multi-agency national plan for reducing DRDs has  been 
released and handed to the government. Among the 18 recommendations, 
take home naloxone programmes have been suggested although the current 
legal framework in Sweden does not allow their implementation. This has led 
to a separate government assignment to examine how naloxone programmes 
can be made available. Monitoring of overdoses in the National Patient 
Register, and continuous and more detailed analysis of DRD based on 
registers have been recommended also, to enhance the descriptive and 
analytical epidemiology of the DRD epidemic in Sweden. In addition, more 
knowledge and better and equal access OST has been suggested as well as 
educations on overdose risks, safer use and CPR. Two warning systems are 
proposed, one with the purpose of increasing information between agencies 
and health care and one directed at users with the purpose to increase 
information on current dangerous drugs or specific polydrug use causing 
deaths.  
 

 
Further information  
DRD 2017 meeting group: Isabelle Giraudon, Federica Mathis, Linda Montanari, Alessandro 
Pirona, , Dagmar Hedrich, Julián Vicente 
With contributions from, Rita Jorge, Helgi Danielsson, João Matias, Thomas Seyler, Marica 
Ferri  and Roumen Sedefov 
Support Marisa Gomes   
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Thanks once again to all the speakers - note that this brief summary of the meeting could not 
refer all the presentations made. For reference, most presentations are available on the 
meeting web-page. 
 
DRD key indicator www.emcdda.europa.eu/activities/drd  
Other recent activities and products  

- Preventing opioid overdose deaths with take-home naloxone (EMCDDA Insight) 
http://www.emcdda.europa.eu/publications/insights/take-home-naloxone 

- Monitoring acute drug toxicity http://www.emcdda.europa.eu/activities/emergencies 
 
Annexes (available on the DRD 2017 meeting web page) 
- Agenda 
- List of participants 


