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SUMMARY

The preparation and enforcement of the national drug policy is the responsibility of the Government of the Czech
Republic. Its main counselling body for drug-related issues is the Government Council for Drug Policy Coordination,
which met three times in 2009. In the first half of 2009, as part of its EU presidency, the Czech Republic led the
Horizontal Drugs Group, a working group of the EU Council.

2009 was the last year of the implementation of the National Drug Policy Strategy for the Period 2005-2009 and the
respective Action Plan for the period 2007-2009. All 14 regions had drawn up their regional drug policy strategies in
2009 (in the Pilsen region, drug issues are incorporated into the Policy Document on the Prevention of Crime and
Socio-pathological Phenomena). At the turn of 2010 both national strategic documents were subjected to evaluation
and new strategies for the forthcoming period were prepared.

The evaluation of the 2005-2009 National Strategy was pursued on an internal basis. In addition to assessing the
results (objectives), the evaluation process also focused on the phase of the strategy's articulation and
implementation. The results showed that three strategic objectives had been achieved: the number of problem users
of illicit drugs had been kept relatively stable, the rate of infectious diseases and other health risks among drug users
remained low, and the network of services for drug users had been maintained. On the contrary, the experimental
use of drugs continued to rise and efforts to stabilise or reduce drug consumption and the availability of drugs failed.
It turned out that the character and potential of activities in individual areas of the action plan and also the level of
their successful implementation corresponded with the accomplishment of the respective strategic objectives.
Shortcomings were identified in inter-agency coordination and liaison. The evaluation also concluded that the drug
policy had faced a shortage of financial and human resources in the recent past.

In May 2010 the Government approved the new National Drug Policy Strategy for the Period 2010-2018, which
builds upon the previous strategy, but is different from it in being conceived as a long-term vision providing for the
next nine years. The 2010-2018 National Strategy defines four key objectives: (I) to reduce the level of experimental
and occasional drug use, particularly among young people; (Il) to reduce the level of problem and intensive drug use;
(1) to reduce potential drug-related risks to individuals and society, and (V) to reduce drug availability, particularly to
young people. The Strategy will be complemented with three-year action plans.

A new Penal Code became effective on 1 January 2010. It includes significant changes in how to address illegal
drugs. In particular, the changes concern drug possession for personal use, where drugs are differentiated according
to their social and health risks. In comparison to the previous sentencing guidelines, a lower punishment range will
apply to the possession of cannabis in a quantity greater than small; other types of drugs will carry stricter sentences.
Another significant change is the new provision concerning the illegal cultivation of plants and mushrooms containing
a narcotic or psychotropic substance. This activity will be covered by less strict sentencing guidelines than the
production of drugs. In addition, the cultivation of a small quantity of plants or mushrooms for personal use will now
be a misdemeanour. By virtue of two of its regulations, the Government determined drug quantities greater than
small, as well as greater-than-small quantities of plants or mushrooms containing narcotic or psychotropic
substances. This is a crucial change, as until now specific quantities were only accounted for by internal regulations
intended for the police and public prosecutors. The Government regulations are generally binding legal rules which
are also followed by courts in their decision-making.

Labelled public expenditure on drug policy reached a level of CZK 607.5 million (€ 22,973 thousand) in 2009. This
amount included CZK 375.4 million (€ 14,196 thousand) provided from the state budget, and the regions and
municipalities contributed CZK 172.6 milion (€ 6,528 thousand) and CZK 59.5 million (€ 2,249 thousand),
respectively. In comparison to 2008, total expenses showed a nominal increase on all three levels by 1.7%; on the
central level, there was a decrease in expenditure on the part of all the ministries and central agencies under
scrutiny, with the exception of the Ministries of Justice and of Labour and Social Affairs and the National Drug
Headquarters of the Police of the Czech Republic. On the regional level, there was a slight increase in aggregate
year-on-year expenditure; a significant increase was recorded in the region of South Moravia, while the region of
Central Bohemia reported a marked decline. Over one third of regional expenditures, however, was earmarked to
finance sobering-up stations. The aggregate of funds expended by municipalities experienced a slight decline. Out of
a total amount of CZK 607.5 million (€ 22,973 thousand), CZK 177.2 million (€ 6,699 thousand) was earmarked for
treatment, including the sobering-up stations (4% less than in 2008), CZK 175.0 million (€ 6,616 thousand) for harm
reduction (10% more), CZK 154.7 million (€ 5,851 thousand) for law enforcement (2% more than in 2008), CZK 54.0
million (€ 2,078 thousand) for primary prevention (6% less), and CZK 31.8 million (€ 1,201 thousand) for
aftercare(28% more). These labelled expenditures do not include most of the resources spent on repressive
activities intended to curtail drug crime, such as those pursued by the police, public prosecutors, courts, and the
prison system, or the cost of treatment covered by health insurance (it is estimated that approximately CZK 200
million (€ 7,563 thousand) from health insurance is used annually in the Czech Republic to cover the treatment of
non-alcohol drug dependency — for more details see the ‘selected issues’ section). The long-term decline in the
funds available to the Government Council for Drug Policy Coordination continued in 2010, which led to the
providers of drug services publicising the initiative We Have Had Enough of This (“Mame toho dost!”). Its purpose



was to bring attention to the problems concerning the provision of subsidies and underfunding in general which
endanger the quality and even the very existence of the services.

No school-based study looking into the issue of drugs was conducted in the Czech Republic in 2009 (the latest
results were provided in the 2008 Annual Report). However, a few small-scale surveys and projects focusing on the
adult population were carried out. Taking into account the findings of the studies conducted with the adult population
in the years 2008-2009, the lifetime prevalence of the use of cannabis, ecstasy, pervitin, and cocaine among the
Czech adult population is 30%, 5-10%, about 4%, and 2%, respectively. The prevalence of the last-year use of
cannabis, ecstasy, pervitin, and cocaine among Czech adults reached the respective levels of 11-15%, 3-4%, about
1.5%, and about 0.5%. The use of cannabis, ecstasy, pervitin, and cocaine by young adults (aged 15-34) in the last
year showed prevalence rates of 22-28%, 3-8%, up to 3%, and about 0.5-1.5%, respectively. Surveys carried out at
dance events and in other nightlife settings suggest dramatically higher prevalence rates of illicit drug use among this
specific subpopulation of young adults: in addition to cannabis, they tend to use mainly ecstasy, followed by pervitin,
cocaine, and hallucinogens.

The year 2009 saw a significant rise in the mean estimate of the number of problem drug users, which reached the
level of approximately 37.4 thousand. Pervitin users (approximately 25.3 thousand) made the greatest contribution to
the increase. The number of injecting drug users also rose (to about 35.3 thousand). In addition, there was a slight
increase in the number of opiate users (to 12.1 thousand), including an estimated 7.1 thousand heroin users and 5.1
thousand Subutex® users. As confidence intervals for the estimates from recent years overlap, the observed
increase should be interpreted with caution. Nevertheless, there was a statistically significant year-on-year increase
in the numbers of problem pervitin users and injecting drug users. Traditionally, Prague and Usti nad Labem are the
regions showing the highest rates of problem drug users, as well as opiate users. Of all the regions, in addition, Usti
nad Labem has the highest estimated number of problem pervitin users. While the capital city reported a decline in
the number of problem drug users in its territory for the first time since 2005, the estimated number of problem users
in the region of Usti nad Labem rose.

The relatively favourable situation concerning the occurrence of infections among (injecting) drug users continued in
2009; HIV seroprevalence remains far below 1%. In 2009 seven HIV positive people who may have contracted the
virus through injecting drug use were newly identified, which is less than in 2007 and 2008. Thus, the reported
incidence of HIV among drug users returned to the more favourable levels experienced in the earlier years (the total
incidence rate of HIV in the Czech Republic is on the rise, however, as a result of the spread of infection among gay
men). The numbers of newly reported cases of HBV and HCV among injecting drug users have been declining in
recent years; depending on the study sample’s characteristics and selection criteria, the prevalence of HCV among
drug users ranges from approximately 20% in low-threshold programmes to 40% in prisons. The relatively highest
rate of infections was recorded for incarcerated injecting drug users (for example, an HIV prevalence of over 2% was
identified in 2009). However, the results need to be interpreted with caution, bearing in mind the possibility of a
sampling error. The rate of injecting among pervitin and opiate users in contact with counselling and treatment
agencies has been decreasing slightly in the long term, but for the majority of these users it is still the most common
route of administration.

In 2009, for the first time, data on new cases of sexually transmitted infections among injecting drug users are
available. A rising trend in the incidence of syphilis among injecting drug users has been observed in recent years:
103 cases of syphilis among IDUs were reported in 2009 (i.e. 10% of all the cases recorded), while 17% of the
individuals were found to be engaged in prostitution (mostly women).

According to a special register, the year 2009 witnessed a slight increase in the number of fatal overdoses on illicit
drugs and inhalants (49 cases in total) reported by forensic medicine departments, which suggests the continuation
of the slightly rising tendency already experienced in the previous year. In particular, the number of fatal opiate
overdoses increased on a year-on-year basis, from 15 cases in 2008 to 20 in 2009. The rates of fatal overdoses on
pervitin and inhalants showed almost no changes. After several years of no records of fatal overdoses on (new)
synthetic drugs, three deaths by TMA, 4-MTA, and GHB respectively were reported in 2009. Cocaine was present in
two deaths classified as pervitin overdoses. From the mid-term perspective, the growing numbers of indirect pervitin-
and THC-related deaths (i.e. deaths other than by overdose, especially resulting from accidents and suicides) can be
observed, although their 2009 levels remained the same as in 2008. For the first time, the Annual Report presents
data on fatal drug overdoses contained in the Czech Republic's general mortality register (Deaths information
system). These data show a rising trend for the past three years.

The traffic police records indicate that the number and proportion of accidents caused under the influence of alcohol
and drugs, as well as the number of people killed in accidents caused by impaired drivers, continued to grow in
2009. There has also been an increase in both the number and proportion of people killed in accidents caused by
drivers under the influence of other drugs, although the numbers of these reported by the police still tend to be much
lower in comparison to the results of autopsies on individuals killed in road accidents investigated at forensic
medicine departments.
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In the Czech Republic, drug users and addicts may seek help from a network of services providing a wide range of
easy-to-access interventions. The network of helping agencies experienced no major changes in 2009. There was a
decrease in the capacity of sheltered housing provided as part of after-care programmes for drug users. Early
assessment and intervention tools aimed especially at children and young people have been introduced into
treatment and counselling practice at a growing rate in recent years.

There was a year-on-year increase in the number of drug users listed in the Register of Treatment Demands
maintained by the Public Health Service. A total of 8,763 drug users sought treatment services in 2009, i.e. 500
persons more than in 2008. In comparison to the previous years, a slightly declining trend has been reversed, and
the numbers of treatment demands returned to their 2004 and 2005 levels.

Traditionally, stimulant users predominate as far as treatment demands are concerned. In 2009, too, they comprised
the largest group among all treatment demands (59.5%), as well as first treatment demands (60.9%); the number of
pervitin users also showed the highest year-on-year increase. The second most numerous group was made up of
opiate users (23.4%), while cannabis users ranked second among first treatment demands (18.3%). The age
structure perspective reveals a slight aging of the treatment demand population. While the year-on-year increase in
average age is small, a rising trend is apparent from the mid-term perspective. In 2009, the average age of first
treatment demands and all treatment demands was 24.2 and 25.9 years, respectively. The average age of people
seeking treatment for the first time has increased by more than three years over the past decade and that of all the
people demanding treatment has risen by 3.5 years. Women continue to account for one third of treatment
demands. Traditionally, the region of Usti nad Labem and the Capital City, Prague, report the highest relative
prevalence and incidence of people demanding treatment.

There was also an increase in the number of drug users reported by psychiatric outpatient facilities. As regards the
three largest user groups, there were slightly more opiate (heroin) users and fewer stimulant (pervitin) users, and
polydrug users showed a more significant rise in their numbers.

The year 2009 also experienced a growing number of illicit drug users admitted to psychiatric inpatient facilities,
which resulted from an increase in the number of admissions to psychiatric hospitals. First and foremost, this
increase was due to patients being admitted for disorders caused by polydrug use; the numbers of opiate and
stimulant users who were hospitalised dropped.

The number of patients in substitution treatment has also been on the rise. This may apply to both specialised
centres and other physicians who prescribe products containing buprenorphine (Subutex® and Suboxone®);
however, treatment with these preparations has not been fully included in the substitution register. In Prague,
especially, the diversion of Subutex® to the black market occurs.

A wide range of counselling and treatment services is available to drug users in prisons. Nine (out of a total of 36)
prisons provided methadone substitution treatment in 2009. The care of drug-using inmates was complemented by
additional services delivered by 15 non-governmental organisations in 30 prisons.

The number of low-threshold facilities for drug users has oscillated around 100 on a year-on-year basis. In recent
years, however, a significant increase in the number of clients engaged with these low-threshold programmes has
been observed. It is estimated that approximately 70% (up to 80% in Prague) of problem drug users maintain
contact with these services. There has also been a continuous rise in the number of contacts with IDUs and the
amount of injecting equipment and paraphernalia exchanged, although the year-on-year increase in the amount of
injecting material distributed in 2009 did not reach the previous years’ levels; almost 4.9 million hypodermic needles
and syringes were distributed in 2009.

Although the low level of availability of testing for infectious diseases and the very low degree of tests performed on
the population of problem drug users may be seen as an enduring negative trend, the data from the past two years
suggest that the negative trend is slowly being reversed. In 2009 and 2010 the staff of low-threshold services,
particularly in Prague, repeatedly referred to clashes between street workers and police officers and the complex
nature of work with ethnic minorities. In view of drug users’ presence on the open drug scene and the related
problems in terms of public order, ideas promoting the establishment of drug consumption rooms and the installation
of injecting equipment vending machines in Prague were raised.

There has been a long-term increase in the number of individuals arrested, prosecuted for, and charged with drug-
related criminal offences. Specifically, more people were prosecuted for and charged with drug possession (Section
187a), while fewer people were adjudged to have promoted drug use (Section 188a). The most common drug-
related charges are associated with pervitin, cannabis, and heroin; currently, the involvement of cannabis in drug
offences is on the rise, while that of pervitin has dropped. The regions reporting the highest numbers of individuals
pending prosecution include Moravia-Silesia, Usti nad Labem, and the Capital City, Prague. From the long-term
perspective, approximately 90% of the people arrested and prosecuted for drug-related offences are finally indicted.
Among those convicted, an increase in the proportion and the number of offences of drug possession under Section
§ 187a can also be noted. As far as the structure of the sentences is concerned, the situation remains stable: for the
past three years, unsuspended prison sentences have accounted for about 30%, while suspended sentences
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comprised 50% of the sanctions imposed. The highest number of sentences is awarded in relation to drug
production and trafficking (Section 187) and in connection with pervitin.

Since 2009 misdemeanours involving drug possession for personal use (and since 2010 also misdemeanours
involving the cultivation of plants or mushrooms containing a narcotic and psychotropic substance for personal use)
have been dealt with by the local authorities of municipalities with extended competences instead of the Police of the
Czech Republic. The relevant 2009 data were not available at the time of writing of this report.

According to expert estimates, drug users are annually responsible for approximately 71-74 thousand criminal
offences, which accounts for approximately one fifth of all the offences detected in the Czech Republic (about 345
thousand per year). Their most common crime is vehicle burglary. Other estimates indicate that approximately 14%
of the new clients of the Probation and Mediation Service of the Czech Republic have committed a drug-related
criminal offence. The police records show that 22.2 thousand offences were committed under the influence of
alcohol, while 2.3 thousand crimes occurred under the influence of non-alcohol drugs. The largest number of criminal
offences on the part of non-alcohol drug users was committed under the influence of pervitin and cannabis. On the
basis of a rough estimate in relation to the total number of detected crimes, the offences committed annually under
the influence of alcohol may be about 62 thousand (18% of all the crimes detected) and those committed under the
influence of non-alcohol drugs about seven thousand (2%).

Cannabis is the most widely available drug in the Czech Republic. In this country, cannabis is frequently grown in
artificial conditions which contribute to its higher THC content. 117 seizures resulted in the confiscation of 33,427
cannabis plants, the largest quantity since 2006. The number of large-scale indoor cannabis growing sites detected
is increasing (84 in 2009). Pervitin remains the second most frequently seized drug, although the year 2009
experienced the detection of the smallest number of pervitin-cooking laboratories in the past three years (342). From
May 2009 pharmacies were restricted in terms of their supply of medicines containing pseudoephedrine, which is
used as the main precursor in the production of pervitin. Although this measure led to a reduction in the sale of these
pharmaceuticals in the Czech Republic, an increase in illegal imports of the products from abroad, mainly from
Poland, was recorded. For this reason, measures intended to control the availability of medicines containing
pseudoephedrine at the European level have been recommended.

Cocaine has become a well-established stimulant drug, particularly in the nightlife setting. Twenty-six cocaine
seizures were recorded. The total quantity of 12.9 kg makes it the second largest amount of cocaine seized in the
past four years. The number and the total volume of heroin seizures have remained relatively stable.

The fewest seizures and the smallest quantity of the drug seized in the past four years were recorded for ecstasy in
20009; tablets containing mCPP as the active ingredient have a significantly larger share of the Czech market than
those containing MDMA. On the dance scene, in particular, growing interest in mephedrone was observed in 2009.
The emerging popularity of this stimulant substance may be partly explained by the lack of ecstasy tablets containing
MDMA and by mephedrone, like a number of other (new) synthetic drugs, not being controlled, or banned, in many
countries. This also applies to the Czech Republic, where the handling of mephedrone and other (new) synthetic
drugs may, under specific circumstances, be prosecuted as the offence of promotion of drug use, but it cannot be
classified as drug production and trafficking.

According to the drug market estimates, almost 19 tonnes of cannabis, 4.7 million tablets of ecstasy, and one million
doses of LSD were consumed in the Czech Republic in 2009. 550 kg of 70% cocaine were imported into the Czech
Republic and almost a tonne of cocaine of 45% purity was consumed. 4.2 tonnes of 80% pervitin were
manufactured and 4.4 tonnes of 70-80% pervitin were consumed. 330 kg of 40% heroin were imported into the
Czech Republic and 1.3 tonnes of heroin of 10% purity were consumed.

The prices of most common drugs remained stable in 2009, although a slight increase in both the average and most
frequent prices for cannabis could be observed at the retail level.

The Report concludes with three chapters on selected issues, including treatment guidelines, drug use-related
mortality, and the cost of drug-related treatment.

The first chapter addresses the treatment guidelines (standards) covering the area of the treatment of drug users in
the Czech Republic. These standards are tools guiding the process of the maintenance and assurance of the quality
of services, which makes it possible to assess whether, and to what extent, a specific service is provided in good
quality. There are several types of guidelines: training guidelines, guidelines for centres, facilities, and programmes,
case- and diagnosis-based procedural guidelines, methodological guidelines, and ethical guidelines. The Czech
Republic has elaborated the type of guidelines (standards) governing the operation of centres, facilities, and
programmes. Such guidelines are primarily represented by the so-called Certification Standards of the Government
Council for Drug Policy Coordination. Compliance with these standards is tested as part of the certification process.
Conceived as an inter-agency instrument, these guidelines cover a wide range of health, social health, and social
services. The Standards for Quality in Social Services of the Ministry of Labour and Social Affairs and the standards
for primary drug prevention programmes developed by the Ministry of Education, Youth, and Sports also fall under
this category. Czech examples of guidelines for case- and diagnosis-based procedures include the Recommended
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Treatment Procedures for Addiction Disorders and Pathological Gambling developed by the Psychiatric Society of
the J.E. Purkyné Czech Medical Association. The only Czech methodological guidelines in the field of addiction, in
fact, are the Health Ministry’s standards for substitution treatment.

The purpose of the second selected issue is to provide information about mortality related to drug use and its
significance in terms of public health. This chapter presents an overview of the mortality (cohort) studies among drug
users carried out hitherto in the Czech Republic and summarises their results. Drug users in the Czech Republic
show a higher mortality rate in comparison to their peers in the general population. The available studies suggest
that their relative risk of death is at least 10 times higher than is the case for the comparable general population age
group. Women and very young adults show the highest risk, given the respective low mortality rates for these
demographic groups in the general population. The most common cause of death of drug users (in 75% of cases)
includes external (violent) causes of death and intoxication. In proportion, the highest risk of death occurs shortly
after the onset of (problem) drug use, which is usually at a very early age.

The third chapter on a selected issue provides an overview of the cost of drug-related treatment in the Czech
Republic, which is addressed in the context of primary prevention and harm reduction and structured according to
types of treatment interventions. It covers the costs incurred in relation to addiction and drug use counselling,
treatment, and after-care, not those of the treatment of health consequences and complications, such as infectious
diseases and injuries, brought about by drug use. In the Czech Republic, drug addiction treatment is funded using
health insurance, public resources (ministries, the Government Council for Drug Policy Coordination, regions, and
municipalities), services’ own resources, and private resources (clients’ and patients’ fees, contributions, and
sponsorship). The data reflect the 2007 situation, as more recent data concerning the expenses of the General
Health Insurance Company spent on drug-related treatment were not available for analysis. The identified costs of
prevention, harm reduction, and drug use treatment and aftercare in the Czech Republic in 2007 amounted to CZK
741.1 million (€ 28,024 thousand); CZK 53.5 million (€ 2,023 thousand), CZK 148.9 million (€ 5,631 thousand), and
CZK 505.9 million (€ 19,130 thousand) were spent on prevention, harm reduction, and treatment and aftercare,
respectively. The most resources to fund treatment and aftercare, CZK 204.4 million (€ 7,729 thousand), were
provided by health insurance. Treatment and aftercare receives less financial support from the budget of the
Government Council for Drug Policy Coordination than harm reduction programmes, but significantly more than
primary prevention. When different types of programmes covering the domain of treatment and aftercare are
compared, the greatest proportion of all the resources is earmarked for institutional treatment. The resources spent
on abstinence-oriented outpatient treatment rank second, followed by substitution treatment in third place. The
smallest amount of resources is dedicated to treatment in therapeutic communities and aftercare. An additional
comparison of treatment interventions indicates that therapeutic communities and aftercare programmes, which are
not covered by health insurance, as they do not have the status of a healthcare facility, have the relatively smallest
amount of financial resources to use. When the cost is calculated in relation to the number of clients, therapeutic
communities turn out to be the most expensive, although the average period of treatment in a community is much
longer than in an institutional setting.
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PART A: NEW DEVELOPMENTS AND TRENDS

1 Drug Policy: legislation, strategies, and economi ¢ analysis

A new Penal Code became effective on 1 January 2010. It includes significant changes in how to address illegal
drugs. In particular, the changes concern drug possession for personal use, where drugs are differentiated according
to their social and health risks. In comparison to the previous sentencing guidelines, a lower punishment range will
apply to the possession of cannabis in a quantity greater than small; other types of drugs will carry stricter sentences.
Another significant change is the new provision concerning the illegal cultivation of plants and mushrooms containing
a narcotic or psychotropic substance. This activity will be covered by less strict sentencing guidelines than the
production of drugs. In addition, the cultivation of a small quantity of plants or mushrooms for personal use will now
be a misdemeanour. By virtue of two of its regulations, the Government has determined quantities greater than small
for drugs, plants, or mushrooms which contain narcotic or psychotropic substances. The governmental regulations
represent a crucial change, as until now specific quantities were only accounted for by internal regulations intended
for the police and public prosecutors.

2009 was the last year of the implementation of the 2005-2009 National Strategy and the respective 2007-2009
Action Plan. At the turn of 2010 both strategic documents were subjected to evaluation and new strategic documents
for the next period were prepared. All 14 regions had drawn up their regional drug policy strategies in 2009.

The evaluation of the 2005-2009 National Strategy was pursued on an internal basis. In addition to assessing the
results, the evaluation process also focused on the phase of the strategy’s formulation and implementation. The
results showed that three specific objectives of the strategy had been achieved: the number of problem users of illicit
drugs was kept relatively stable, the rate of infectious diseases among injecting drug users and other health risks
remained at a low level, and the network of services for drug users was maintained. On the contrary, the
experimental use of drugs continued to rise and efforts to stabilise/reduce drug consumption and the availability of
drugs failed. It turned out that the nature and potential of the activities pertaining to specific areas of the 2007-2009
Action Plan and their successful implementation corresponded with the accomplishment of the relevant strategic
objectives. Shortcomings were identified in inter-agency coordination and liaison. The drug policy also faced a
shortage of financial and human resources in the recent past.

In May 2010 the Government approved the new National Drug Policy Strategy for the Period 2010-2018, which
builds upon the previous strategy, but is different from it in being conceived as a long-term vision providing for the
next nine years. The 2010-2018 National Strategy defines four key objectives: (I) to reduce the level of experimental
and occasional drug use, particularly among young people; (Il) to reduce the level of problem and intensive drug use;
(1) to reduce the potential drug-related risks to individuals and society, and (1V) to reduce the availability of drugs,
particularly to young people. The Strategy will be complemented with three three-year action plans.

Public expenditure on drug policy reached a level of CZK 607.5 million (€ 22,973 thousand) in 2009. This amount
included CZK 375.4 million (€ 14,196 thousand) provided from the state budget, and the regions and municipalities
contributed amounts of CZK 172.6 million (€ 6,528 thousand) and CZK 59.5 million (€ 2,249 thousand), respectively.
In comparison to 2008, total expenses showed a nominal increase on all three levels by 1.7%; on the central level,
there was a decrease in expenditure on the part of all the ministries and central agencies under scrutiny, with the
exception of the Ministries of Justice and of Labour and Social Affairs and the National Drug Headquarters of the
Police of the Czech Republic. On the regional level, there was a slight increase in aggregate year-on-year
expenditure; a significant decline was recorded in the region of Central Bohemia, while the region of South Moravia
reported a marked increase. Over one third of regional expenditures, however, was earmarked to finance sobering-
up stations and the treatment of intoxicated people. The aggregate of funds expended by municipalities experienced
a slight decline. Out of a total amount of CZK 607.5 million (€ 22,973 thousand), CZK 177.2 million (€ 6,699
thousand) was earmarked for treatment, including the sobering-up stations (4% less than in 2008), CZK 175.0 million
(€ 6,616 thousand) for harm reduction (10% more), CZK 154.7 million (€ 5,851 thousand) for law enforcement (2%
more than in 2008), CZK 54.0 million (€ 2,078 thousand) for primary prevention (6% less), and CZK 31.8 million
(€ 1,201 thousand) for aftercare (28% more).

1.1  Legal Framework
1.1.1 Laws, Regulations, Directives, or Guidelines in the Field of Drug Issues
1.1.1.1 Penal Code

Act. No. 40/2009, Coll., the Penal Code, was included in the Collection of Laws, under Title 11, on 9 February 2009
and became a valid part of the Czech legal system. The law became effective on 1 January 2010. This step marked
the culmination of the recodification of the material criminal law. The new Penal Code has also brought significant
changes in the legal definitions of drug-related criminal offences.

Drug-related offences, which, until 31 December 2009, were provided for by the stipulations of Sections 187 to 188a
of Act No. 140/1961, Caoll., the Penal Code (the old Penal Code) are newly covered by Sections 283 to 287 of the
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new Penal Code, as specified below (the corresponding provisions of the old Penal Code effective until 31
December 2009 are indicated in brackets): Section 283 — Unauthorised production and other handling of narcotic
and psychotropic substances and poisons (Section 187 of the old Penal Code); Section 284 — Possession of a
narcotic or psychotropic substance or poison (Section 187a of the old Penal Code); Section 285 — Unauthorised
cultivation of plants containing a narcotic or psychotropic substance (not defined by the old Penal Code as a specific
offence); Section 286 — Manufacturing and possession of an article for the unauthorised production of a narcotic or
psychotropic substance or poison (Section 188 of the old Penal Code), and Section 287 — Promotion of drug use
(Section 188a of the old Penal Code).

The comparison of selected sections of the old Penal Code and the new Penal Code addressing the unauthorised
handling of drugs, poisons, and substances with hormonal effects is provided in Appendix 14.2 (p. 139).

Although the definitions of offences partly correspond to the previous legal regulations, the new Penal Code
introduces certain changes. In particular, the new law details the circumstances under which stricter sentencing
guidelines or a specific type of punishment may be applied. An innovation is the offence defined by Section 285 —
Unauthorised cultivation of plants containing a narcotic or psychotropic substance. The changes at the punishment
level are demonstrated below by means of examples of amendments to sentencing guidelines governing
unsuspended prison sentences; however, the definitions of the individual crimes also make it possible to impose
alternative sentences.

For example, the stipulations of Section 283 (2) (b) of the new Penal Code newly prescribe that reoffending is to be
considered as a circumstance conditioning the use of a stricter punishment range, i.e. according to this provision, an
offender who repeatedly committed the offence of the Unauthorised production and other handling of narcotic or
psychotropic substances and poisons under Section 283 of the new Penal Code, despite their having been
sentenced or punished for such an offence in the past three years, may receive a prison sentence ranging from 2 to
10 years, unlike the 1 to 5 years which was the case until 31 December 2009. Among other implications, this
modification may have a great impact on small-time dealers in narcotic and psychotropic substances and producers
of pervitin who manufacture the drug in small makeshift labs or the kitchens in their homes and who are usually also
problem drug users. The stipulations of Section 283 (4) of the new Penal Code raise the maximum sentence from
the previous 15 years’ imprisonment to 18.

The stipulations of Section 286 of the new Penal Code concerning the manufacturing and possession of an article for
the unauthorised production of a narcotic or psychotropic substance or poison, hamely Subsection 1 thereof, newly
allows the offender to be sentenced to 0 to 5 years, in comparison to the previous punishment range of 1 to 5 years.
In addition, Subsection 2, providing for the first-degree classification of the offence, i.e. carrying a stricter sentence,
may now be used to sanction offenders who committed the crime as members of an organised group. A similar
change in relation to members of organised groups is covered by the stipulations of Section 287 (2) of the new Penal
Code defining the offence of the promotion of drug use. This provision also lays down a new circumstance
conditioning a stricter punishment, namely the commission of the offence of the promotion of drug use involving a
child under 15 years of age, for which, according to the new Penal Code, an offender may be imprisoned for 2 to 8
years; the previous legal regulation only provided for terms between 1 and 5 years.

The new Penal Code introduced substantial changes in the offences regarding the possession of narcotic and
psychotropic substances and poisons for personal use and the unauthorised cultivation of plants containing a
narcotic or psychotropic substance. These variations concern the partial division of drugs according to their health
and social risks, which should facilitate the consideration of these offences. The stipulations of Section 284 of the
new Penal Code, accounting for the criminal offence of Possession of a narcotic or psychotropic substance or
poison, distinguish between the possession of cannabis and other drugs, but only when a quantity greater than small
is concerned. As a result, the possession of cannabis in a quantity greater than small carries a sentence of up to a
year's imprisonment (the previous legal regulation prescribed a term of up to two years), while an offender found
guilty of the possession of other narcotic or psychotropic substances or poisons in a quantity greater than small may
be sent to prison for up to two years. A person convicted of the possession of any narcotic or psychotropic substance
or poison, i.e. including cannabis, to a significant extent may be sentenced to imprisonment for a term of between six
months and five years (the previous legal regulation prescribed one to five years) and, in the event of the same
offence being committed to a substantial extent, an offender may receive a prison sentence ranging from two to eight
years (the previous legal regulation imposed a term of between one and five years).

The provisions of Section 285 articulate the merits of a totally new offence, Unauthorised cultivation of plants
containing a narcotic or psychotropic substance, which concerns the growing of plants and mushrooms containing
narcotic and psychotropic substances for personal use. These provisions also differentiate between cannabis
growers and the growers of other plants and mushrooms containing narcotic and psychotropic substances, but only

! The following Section 288 accounts for the criminal offences of the production and other handling of substances with hormonal effects.
By virtue of its Regulation No. 454/2009 Coll., the Government determined which substances should be deemed those with anabolic
and other hormonal effects and what quantities of them should be considered “significant” in terms of the Penal Code. For the purposes
of the Penal Code, the decree further specifies methods which should be considered those involving enhanced oxygen transfer in the
human body and other methods producing doping effects.
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if such an offence was committed to a small extent. The new Penal Code no longer makes a distinction between the
growers of cannabis and other plants containing narcotic and psychotropic substances if the offence involves
cultivation to a significant and substantial extent. The cultivation of cannabis in a quantity greater than small carries a
sentence of imprisonment for a term of up to six months, while the grower of a plant or mushroom containing a
narcotic or psychotropic substance in a quantity greater than small may be punished by a prison term of up to one
year. The cultivation of plants or mushrooms containing a narcotic or psychotropic substance on a significant scale is
punishable by imprisonment for up to three years, and the same offence committed on a substantial scale carries a
prison sentence ranging from six months to five years. It should be noted that until 31 December 2009 cannabis
growing was classified as an offence or attempted offence specified by the stipulations of Section 187 of the old
Penal Code, with the general punishment range of 1 to 5 years’ imprisonment.

The possession of a narcotic or psychotropic substance in a small quantity and the cultivation of plants and
mushrooms containing a small quantity of narcotic or psychotropic substances are sanctioned as misdemeanours —
for more details see Section Changes in the Misdemeanour Act (p. 9).

Apart from specific definitions of drug-related crimes, the changes in the legal consideration of drugs presented by
the new Penal Code also had a bearing on the general provisions. Under Section 42 of the new Penal Code,
providing for aggravating circumstances, item p) lists reoffending as one such circumstance. At the same time,
however, the law stipulates that the court is allowed not to consider such a circumstance as aggravating should this
concern the perpetrator of an offence committed by a drug user under the influence of or in connection to drugs in
the event that the offender entered treatment or took other steps needed to start it. According to the previous legal
regulation, the court could only disregard the aggravating circumstance of reoffending in the case of drug users who
were repeatedly charged with the possession of a narcotic or psychotropic substance for personal use under Section
187a (1) of the old Penal Code. Thus, the new legislation explicitly underlines the role of the treatment of drug users
in relation to their offending, in terms of both primary and secondary drug crime.

The new Penal Code authorised the Government to adopt a regulation specifying which substances should be
considered poisons under Sections 283, 284, and 286 of the new Penal Code and what quantities of narcotic and
psychotropic substances, products containing such substances, and poisons are to be regarded as greater than
small. The Government was further authorised to issue a regulation setting out which plants and mushrooms should
be considered plants and mushrooms containing a narcotic or psychotropic substance under Section 285 of the new
Penal Code and what quantities of them are considered greater than small according to Section 285 of the new
Penal Code. The Government fulfilled this task by adopting two regulations, namely No. 455/2009, Coll. and No.
467/2009, Coll. The quantities greater than small for the purposes of Section 284 of the new Penal Code in relation
to the most common narcotic and psychotropic substances are summarised in Table 1-1, and a list of plants and
mushrooms and their respective quantities for the purposes of Section 285 of the new Penal Code is provided in
Table 1-2. The formal stipulation of specific greater-than-small quantities of narcotic and psychotropic substances in
a generally binding legal regulation is considered a groundbreaking innovation, as until 31 December 2009 such
guantities were only specified by internal guidelines intended for the police and public prosecutors for the purposes
of criminal proceedings.

Table 1-1: Possession of narcotic and psychotropic substances for personal use — greater-than-small quantities of
selected narcotic and psychotropic substances according to Government Regulation No. 467/2009, Coll.

Type of The smallest quantity of the
substance | Imemational non- Quantity greater than gsg\é?agggcéﬂgi V;gfgdaas a
(name in proprietary name I g Active principle d g for i
eneral (INN) smal rug must contain for its.
Ssa e) quantity under examination to
9 be deemed greater than small
. . (+)-1-phenyl-2- 069
Pervitin Methamphetamine | more than 2 g methylaminopropane 0.72 g (hydrochloride)
. . . . 0.2g
Heroin Heroin more than 1.5 g 3,6-diacetylmorphine 0.22 g (hydrochloride)
. . Benzoylecgonine 05449
Cocaine Cocaine more than 1 g methylester 0.6 g (hydrochloride)
. . more than 15 g of dry Delta-9-
Marjuana | Cannabis matter tetrahydrocannabinol 15g
. . . Delta-9-
Hashish Cannabis resin more than 5 g tetrahydrocannabinol 19
more than 4
. tablets/capsules or 1-(3,4-
Ecstasy 3,4-methylen-dioxy- . | 0449
(MDMA) methamphetamine more than 0.4 g Of. methylendlo_xyphenyl) 0.40 g (hydrochloride)
powdery or crystalline 2-methylaminopropane
substance
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Table 1-2: Cultivation of plants and mushrooms containing narcotic and psychotropic substances for personal use — a list
and greater-than-small quantities according to Government Regulation No. 455/2009 Coll.

List of plants and mushrooms Quantity greater than
small

Plants of cannabis (Cannabis sp.) containing more | more than 5

than 0.3% of substances comprising the
tetrahydrocannabinol group

Plants containing DMT more than 5
Plants containing 5-methoxy-DMT more than 5
Plants containing mescaline more than 5
Coca shrub (Erythroxylum coca) more than 5
Mushrooms containing psilocybin and psilocin more than 40

Note: In order to provide a better overview, the plants and mushrooms and their respective greater-than-small quantities were
summarised in a single table.

As far as the general principles of the new Penal Code are concerned, a shift from the material/formal to the formal
notion of a criminal offence should be noted, and, with certain exceptions, this change does not make it possible for
the court to take into account circumstances other than those identified as constituent elements of an offence in the
respective definition of such an offence (a material element pertaining to the assessment of the crime’s degree of
dangerousness for society is no longer applied).

The changes to the legal regulation of drug-related crime are dealt with in detail by the first 2010 issue of the
“Zaostfeno na drogy” (“Focused on Drugs”) bulletin (available in English as “Czech Drug-related Legislation (2010) —
summary of relevant information and full texts” (Zeman and GajdoSikova, 2010).

1.1.1.2 Changes in the Misdemeanour Act

The modifications concerning the recodification of material criminal law were projected into the domain of
misdemeanour (administrative) law: with effect from 1 January 2010, Section 30 — Misdemeanours against
protection from alcoholism and other substance abuse — of Act No. 200/1990 Coll., on misdemeanours, includes a
new item (k) which provides that a misdemeanour is also committed by anyone who cultivates without authorisation
a small quantity of a plant or mushroom containing a narcotic or psychotropic substance for personal use. This petty
offence carries a maximum fine of CZK 15,000 (€ 567), as is the case with a misdemeanour under Item j) of the
above-cited section providing for the possession of a small quantity of a narcotic or psychotropic substance for
personal use — Table 1-1.

1.1.1.3 Changes in the Handling of Medicinal Produc  ts Containing Pseudoephedrine

In relation to the new law on pharmaceuticals, as of 1 May 2009 restrictions were imposed on the supply of
medicines containing up to 30 mg of pseudoephedrine per tablet (the sale of which was completely unlimited until
the above date). This measure was introduced on the basis of a decision of the State Institute for Drug Control
(SUKL), which, according to the stipulations of Section 39 (3) of the Act on Pharmaceuticals, made a change to the
marketing authorisation for these medicines and introduced the following measures: (1) a ban on mail order sales;
(2) the setting of a maximum monthly dose per patient, i.e. the quantity which a pharmacy may supply to a patient
without a prescription (1,800 mg, i.e. 60 thl. of 30 mg), and (3) registration in the central database of electronic
prescriptions. In practice, this implies that, in consideration of the restrictions mentioned above, medicinal products
containing pseudoephedrine could only be supplied by pharmacies connected to the central database of electronic
prescriptions.

The practical application of this new legal regulation turned out to be highly problematic, particularly in terms of
personal data protection in relation to the central database of electronic prescriptions. Having inspected the
compliance with the requirements prescribed by Act No. 101/2000 Coll., on personal data protection, the Office for
Personal Data Protection concluded that the system established on the basis of the law on pharmaceuticals did not
ensure the appropriate processing and handling of personal data and did not provide sufficient protection for such
data. Moreover, the Office for Personal Data Protection instructed the State Institute for Drug Control to no longer
collect personal data in the central database and to destroy such data as were already stored. From November
2009, in response to the personal data protection office’s ruling, the State Institute for Drug Control changed the
restrictions imposed on the dispensing of medicines containing pseudoephedrine to the effect that the maximum
quantity for an individual purchase not controlled by the central database of electronic prescriptions was reduced to
900 mg, which is equivalent to 30 tablets or sachets of any of six products (Aspirin® Complex, Daleron®, Modafen®,
Nurofen® StopGrip, Panadol® Plus Grip, Paralen® Plus)®. In February 2010 the Office for Personal Data Protection

2 In practice, different modalities of pseudoephedrine-containing medicines being supplied by pharmacies can be observed. Some
pharmacies make them available on prescription only, others practise restricted over-the-counter sales, and there are pharmacies which
do not provide these products at all (communication of the President of the Czech Chamber of Pharmacists at the Methamphetamine
Working Group’s meeting on 9 December 2009).
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decided to levy a fine on the State Institute for Drug Control in relation to the collection of personal data®. On 24
February 2010, in response to the situation, the Government submitted to the Chamber of Deputies of the
Parliament of the Czech Republic a draft amendment to Act No. 378/2007 Coll., on pharmaceuticals, which would
redefine the status and operation of the central database to ensure that it adheres to the regulations governing the
protection of personal data’.

The first half of 2009 saw another variation involving the handling of pseudoephedrine. With effect from 1 June 2009,
Act No. 167/1998 Caoll., on addictive substances, was amended (see also the 2008 Annual Report). In addition to
other modifications, the above-mentioned amendment tightened up the legal conditions for the handling of ephedrine
and pseudoephedrine. In practical terms, this implies that distributors of all pharmaceutical products containing
pseudoephedrine, including those containing less than 30 mg of pseudoephedrine, must obtain from the Ministry of
Health a certificate authorising them to handle narcotic and psychotropic substances and that pharmacies working
with precursors (e.g. using ephedrine to prepare medicinal products on-site) must be registered with the Ministry of
Health.

The above-specified measures reduced the availability of products containing pseudoephedrine from Czech
pharmacies. Although pseudoephedrine is used as a precursor in the manufacturing of pervitin, these restrictive
measures had no major impact on the production of pervitin in the Czech Republic, given the increase in illegal
imports of medicines containing pseudoephedrine from abroad — for more information see the chapter on Drug
Markets (p. 105).

1.1.1.4 Protection from Harm Caused by Tobacco Prod ucts, Alcohol, and Other Addictive
Substances

In 2009 the Parliament of the Czech Republic concluded the debate on an amendment to Act No. 379/2005 Coll., on
measures for protection from harm caused by tobacco products, alcohol, and other addictive substances, which was
submitted to the Chamber of Deputies as a parliamentary motion in February 2007. The amendment, effective from
1 July 2010, was promulgated in the Collection of Laws under No. 305/2009 Coll. The amendment to the law sought
to specify in more accurate terms the measures intended to ensure protection from harm caused by tobacco
products, with a special focus on passive smoking, including the stronger protection of children and young people
against the adverse effects of smokings.

The amendment introduced a number of changes and detailed specifications, including more accurate definitions of
public places where smoking is prohibited, the exact division of the competences of the regulatory authorities, and
stricter sanctions for selling tobacco, electronic cigarettes, and alcohol to individuals under 18 years of age, which
now involve a fine from CZK 50 to 500 thousand (€ 1,891 to 18,907), which may be further combined with the
punishment of a prohibition on undertaking a specific activity for up to two years (previously, individuals operating
retail outlets violating the regulation could be fined a maximum of CZK 50 thousand (€ 1,891), while corporate
retailers could be given a fine of up to CZK 500 thousand (€ 18,907); both entities could be prohibited to undertake a
certain activity, but not in addition to the fine). As far as a ban on smoking in restaurants and other similar
establishments is concerned, the legal regulation has remained lenient and rather ineffective in terms of the
prevention of passive smoking and protection against it. The recent amendment failed to include an absolute ban on
smoking in restaurants and other public places serving food and drinks, which has been introduced in some EU
member states. A controversial variation was adopted in relation to a smoking ban in public areas such as tram or
railway platforms: the ban newly applies to covered platforms, shelters, and public transportation waiting rooms only.

1.1.2 Implementation of Laws

In comparison to the previous periods, no major changes in the practical application of legal regulations covering
alcohol, narcotic and psychotropic substances, and tobacco were observed.

A noteworthy issue is the criminal prosecution of pharmacists who were adjudged to have sold an excessive quantity
of medicinal products containing pseudoephedrine. These cases involved these medicines being sold in quantities
which dramatically exceeded the common volume of sales reported by other pharmacies. According to the police,
the pharmacists must have known that the products they sold were intended for the manufacturing of pervitin and,
accordingly, were accomplices in the production of the drug.

Specifically, in May 2010 a pharmacist from Prague was convicted, with final effect, by the High Court of Justice in
Prague of aiding and abetting the production of pervitin by selling medicines needed to manufacture the drug. He
was sentenced to eight years’ imprisonment, a fine amounting to CZK 3 million (€ 113 thousand), and a prohibition
on following the profession of a pharmacist for a period of 10 years. A similar case was considered by the District

% Both the decision of the Office for Personal Data Protection and the wording of the remonstrance filed by the State Institute for Drug
Control are available from http://www.sukl.cz/tiskova-zprava-ze-dne-16-3-2010.

* For more details see Chamber Print No. 1056/0, distributed among the deputies on 26 February 2010, available from:
http://www.psp.cz/sqw/text/tiskt.sqgw?0=5&CT=1056&CT1=0.

® For more details see Chamber Print No. 142/0, distributed among the deputies on 7 February 2007, available from:
http://www.psp.cz/sqw/text/tiskt.sqw?0=5&CT=142&CT1=0.
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Court in Kladno at the end of March 2010. There, a pharmacist charged with selling medicinal products intended for
the production of pervitin was sentenced to four years’ imprisonment. In addition, the court also barred her from
following her profession for five years. The defendant appealed immediately to a court of higher instance.’

Criminal activities associated with drug use are covered in more detail in the chapter on Drug-Related Crime (p. 91).
1.2 National Action Plan, Strategy, Evaluation, and  Coordination
1.2.1 National Action Plan and Strategy

2009 was the fifth and last year of the implementation of the 2005-2009 National Drug Policy Strategy, as well as the
last year of the implementation of the respective Action Plan for the period 2007-2009. Therefore, at the turn of 2010
both strategic documents were subjected to evaluation and new strategies for the forthcoming period were prepared.

1.2.1.1 National Drug Policy Strategy for the Perio d 2010-2018

The new National Drug Policy Strategy for the Period 2010-2018 was approved by virtue of Government Resolution
No. 340 on 10 May 2010. The new document was drawn up using the conclusions from the evaluation of the
previous strategy. It builds upon and, to a great degree, updates the previous document.

In comparison to the previous mid-term one, the new strategy is conceived as a long-term strategic document
spanning a period of 9 years. Outlining a conceptual framework, the national drug policy strategy seeks to define the
key areas of interest and the principles and approaches underpinning the Czech drug policy. Given its long-term
perspective, the document defines four general objectives: (1) to reduce the level of experimental and occasional
drug use, particularly among young people; (11) to reduce the level of problem and intensive drug use; (Ill) to reduce
potential drug-related risks to individuals and society, and (IV) to reduce drug availability, particularly to young
people. The objectives correspond to the four pillars of the drug policy: (1) Primary Prevention; (2) Treatment and
Social Reintegration; (3) Harm Reduction, and (4) Drug Supply Reduction. To ensure appropriate conditions for the
accomplishment of the objectives that have been set, the strategy also encompasses three supporting areas: (1)
Coordination and Funding; (2) Monitoring, Research, and Evaluation, and (3) International Cooperation. The
prospects are that three action plans, each for a period of three years, will be drawn up while the new national
strategy is in operation. The actions plans are intended to define the priorities for the given period and the specific
tools, procedures, and activities needed to achieve the strategic goals.

A graphic representation of the Czech drug policy’s framework is provided in Figure 1-1.

Figure 1-1: Objectives, pillars, and supporting areas of the Czech drug policy as specified in the 2010-2018 National
Strategy

Strategy Protection of individuals and society from harm caused by drug use and from its crime -related
purpose impact

! P! ! . 1
Strategy i o Demand reduction ] ! Harm reduction | l Supply reduction !
approaches | v o - | A !
I ! - 1
i To reduce the To reduce the 1 : To reduce { | To reduce drug ]
Goals ! level of level of problem o potential drug- » availability, ]
! experimental and and intensive i related risks to » particularly to |
i occasional drug drug use | ! individuals and | { young people !
i use, particularly - society o i
i among young 1 i P |
: people o D l
|
{ Treatment and 1 i | : |
; { : : Social ! : | 1
DTIU g policy | Primary Prevention Reintegration | E Harm reduction | i Déi%f;%zy |
pillars i . ;o i
i I i i
R S SN I S |
Coordination and Funding
Supporting Monitoring, Research, and Evaluation

areas

International Cooperation

® Information from the media, see for example http://www.lidovky.cz/za-prodej-leku-na-vyrobu-pervitinu-dostali-lekarnici-osm-a-ctyri-
roky-vezeni-lwc-/In_domov.asp?c=A100331 155937 In_domov tai.
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1.2.1.2 Action Plan for the Implementation of the N ational Drug Policy Strategy for the Period 2010-
2012

It is planned that the Government will consider the new 2010-2012 Action Plan in October/November 2010. The
action plan was developed in the first half of 2010 with the assistance of working groups on each of the areas of
intervention’. It was created using the results of the evaluation of the previous strategic documents, a SWOT
analysis of the situation, and a discussion on the ways in which the weaknesses and problems identified could be
tackled.

Each intervention area encompasses activities, milestones, and deadlines for the completion of such activities,
indicators of completion, and the party responsible for the task and/or cooperating on the fulfilment thereof. In view of
the drug policy makers’ efforts to ensure that the action plans are linked to financial resources provided from the
state budget, “Requirements” were newly defined for each activity. They refer to conditions which must be met for a
given activity to be pursued. In particular, the requirements include the specification of the financial amounts needed
for the implementation of the activity and the adoption of the relevant legislation.

Additionally, the Action Plan newly sets out priorities for the forthcoming three years. The priorities devised for the
period 2010-2012 include: (1) to implement interventions aimed at reducing the high level of the use of cannabis, in
particular, and other legal and illegal drugs; (2) to reduce the high level of problem pervitin use by applying specific
interventions and programmes; (3) to strengthen the drug policy in relation to legal drugs (alcohol and tobacco),
primarily in terms of policy and coordination mechanisms and treatment, and (4) to develop and improve the drug
policy’s overall legislative, financial, and coordination mechanisms.

1.2.2 Implementation and Evaluation of National Act  ion Plan and/or Strategy
1.2.2.1 Implementation of the 2007-2009 Action Plan

The final evaluation of the implementation of the 2007-2009 Action Plan was conducted in 2009. The drug policy
stakeholders, either directly or indirectly responsible for the implementation of the activities articulated in the action
plan, were asked to complete a questionnaire. Apart from the ministries, professional associations and regions
participated in the evaluation process for the first time. The report on the evaluation of the implementation of the
2007-2009 Action Plan was discussed by the Government Council for Drug Policy Coordination in May 2010 and
acknowledged by the Government of the Czech Republic in June 2010.

A total of 88 (52%) out of all the 170 activities set out by the 2007-2009 Action Plan (almost 21 percentage points
less than in the previous 2005-2006 Action Plan) were successfully completed, 34 (20%) were partly completed, and
49 activities (29%) were found unaccomplished or impossible to evaluate. The most activities were completed in the
areas of International Cooperation (65%), Supply Reduction and Law Enforcement (60%), and Information,
Research, and Evaluation (59%); the smallest number of activities was accomplished in the areas of Primary
Prevention (35%) and Coordination and Funding (40%). A general summary of the activities in terms of their being or
not being completed is provided in Table 1-3.

Table 1-3: Degree of completion of the 2007-2009 Action Plan activities according to areas of intervention

Activities | Completed Partly completed Not Impossible to

Area in total completed evaluate
Abs. | % Abs. % Abs. | % Abs. %

Prevention 20 7| 35.0 5 25.0 8| 400 0 0.0
Treatment and Aftercare 24 14| 58.0 3 13.0 7 29.0 0 0.0
Harm Reduction 17 7] 410 7 41.0 3| 18.0 0 0.0
Supply Reduction and Law 15| 9| 600 3| 200| 3| 200 o| 00
Enforcement
Coordination and Funding 30 12| 40.0 9 30.0 9| 30.0 0 0.0
Information, Research, and 44| 26| 590 6| 140| 12| 270 o| o0
Evaluation
International Cooperation 20 13| 65.0 1 5.0 5| 25.0 1 5.0
Total 170 88| 52.0 34 20.0 47 |1 28.0 1 1.0

Note: “Impossible to evaluate” refers to the lack of sufficient information preventing accountable evaluation of activities.

Areas for improvement were identified in coordination and liaison between the relevant entities, especially in relation
to activities of an interdepartmental, interdisciplinary, and inter-agency nature. The evaluation also revealed the
insufficient utilisation of, or misunderstanding of the significance of, indicators of the implementation of an activity
used to provide an objective evaluation of the degree to which it has been fulfilled.

" Primary Prevention; Treatment and Social Reintegration; Harm Reduction; Drug Supply Reduction; Monitoring, Research, and
Evaluation; Coordination and Funding; International Cooperation.
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Online surveys involving 35 respondents in charge of drug-related issues in the institutions which were responsible
for the implementation of one or more action plan activities were used to inquire about the positive and negative
factors influencing the implementation of the drug policy. The survey concluded that successful implementation is
made possible by, first and foremost, experts’ professional potential, the availability of relevant information, and
institutional framework of the drug policy (network of services and efficient operation of institutions designated to
coordinate and manage the implementation of the drug policy on both the national and regional levels). On the
contrary, insufficient implementation may result from the governmental agencies’ different baseline approaches to
the drug policy or the perfunctory identification and performance of activities. Finally, the drug policy has faced a
shortage of financial and human resources.

1.2.2.2 Evaluation of the 2005-2009 National Strate gy

After being discussed by the Government Council for Drug Policy Coordination in May, a Report on the Evaluation of
the 2005-2009 National Drug Policy Strategy was also submitted to the Government of the Czech Republic for
reference in June 2010. The evaluation process took place from May 2009 to March 2010. It involved an internal
evaluation managed by the Secretariat of the Government Council for Drug Policy Coordination. Professionals and
entities responsible for the implementation of the drug policy activities participated in the project.

The evaluation sought to identify the extent to which the objectives articulated in the 2005-2009 National Strategy
were achieved, the Strategy's effect on the drug situation, and its successes and failures in the period under scrutiny.
The evaluation was based on the policy cycle model (Howlet and Ramesh, 1995). In addition to the evaluation of the
drug policy’s results, therefore, it also focused on the evaluation of the stage of the articulation and implementation of
the policy.

Different methods of data collection and analysis were used with respect to the focus (of the individual segments) of
evaluation, including the method used for the analysis and comparison of official and internal documents, a semi-
structured interview administered to the national drug coordinator during the formulation of the 2005-2009 strategy, a
guestionnaire inquiring about the status and methods of the completion of the activities specified in the action plan
(administered to the entities responsible for the implementation of the activities), an anonymous questionnaire
inquiring about opinions on the strategic documents and the factors influencing their implementation, expert working
groups carrying out SWOT analyses to assess the developments in the individual drug policy areas for the past five
years, a survey among regional drug coordinators mapping the conditions for the implementation of the national
strategy on the regional level, and analysis of the developments in quantitative indicators of the drug situation.

The evaluation succeeded in describing the level and status of the accomplishment of the strategic objectives in
broader terms: the evaluation identified factors which may have had an influence on the achievement of the strategic
objectives during both the formulation and implementation of the drug policy. It was shown that the nature and
potential of the activities incorporated in the action plan and the successful implementation of such activities
correspond with the level of fulfilment of the strategic objectives, the achievement of which they were intended to
facilitate. For example, the failure to reduce the experimental use of drugs corresponded with the vague definition of
activities pertaining to the area of primary prevention in the 2007-2009 Action Plan, with their low potential to facilitate
a change in the situation and, eventually, with the insufficient level of implementation of such activities. On the
contrary, the relative success in the area of harm reduction corresponded with the clearer articulation of the activities,
with the formulation of mostly those activities showing a potential to facilitate a change in the situation in the area
under consideration, and with the higher level of success in their implementation.

In summary, three specific objectives of the strateg%/ were achieved: to maintain the relatively stable situation
concerning the number of problem users of illicit drugs™ (Objective I); to maintain the low level of infectious diseases
among injecting drug users and other health risks (Objective IV), and to maintain a network of services with a
relatively wide offer of programmes for users of drugs (especially illegal ones) (Objective V). An exception with
regard to Objective V is the long-term declining trend in the number of outpatient healthcare facilities specialising in
drug treatment (AT counselling centres), which affects their availability. For the full wording of all the strategy’s
objectives see Appendix 14.1 (p. 138).

On the contrary, the remaining three specific objectives, which are interrelated, fell short of complete fulfilment: they
aimed at halting the rise in experimental drug use (Objective II), stabilising/reducing drug consumption (Objective llI),
and reducing the availability of drugs (Objective VI). As far as experimental use is concerned, the rising trend in use
among young people has been stopped. Nevertheless, the levels of experimental use of drugs, cannabis in
particular, in the Czech Republic rank among the highest in Europe. The consumption of alcohol and tobacco
remains stabilised at high levels, while illegal drug consumption has risen. Efforts to reduce the availability of both
legal and illegal drugs were to no avalil.

As regards the technical and organisational objectives designed to facilitate the pursuit of the strategy’'s specific
objectives, a favourable situation has been maintained in the area of international cooperation (Objective X); this
area also shows the highest success rate in terms of the implementation of the activities as planned. Although some

8 However, remarkable increase of problem drug users was observed in 2009 — one year after the period of the evaluated strategy.
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success has been achieved in the areas of funding (Objective VII) and coordination (Objective VIII), the set goals
have not been met in their entirety.

Two objectives were impossible to evaluate. Insufficient information was available to assess the objective pertaining
to the evaluation of activities (Objective Xl). Neither was any specific study conducted in this respect. The objective
of public awareness (Objective 1X) was not linked to any action plan activities which would give rise to a flexible
model of communication, the development of which was a part of the objectives as postulated (no activity assigned
by the action plan was directed towards the development of such a communication model).

Finally, in the past five years, the drug policy has failed to fully incorporate and address the issue concerning the use
of legal drugs, which has been manifested by inconsistencies in coordination mechanisms, the poor availability of
data on alcohol and tobacco use, and the insufficient network and range of services for users of legal drugs and the
low level of support and inadequate coordination it receives and shows, respectively.

1.2.2.3 Study on Drug Policy Stakeholders

Research into the key stakeholders in the Czech drug policy was carried out in 2009 (Nekola, 2010). Its aim was to
identify the drug policy stakeholders’ standpoints and perspectives concerning the use of illegal drugs and related
problems, i.e. stakeholders’ (stakeholder groups’) understanding of the field under consideration, the way they think
about it, and their attitudes, subjective perception, and interpretation of the field. The Q method (Brown, 1996) was
used on a sample of 24 participants. Three independent factors representing three varying perspectives were
identified.

The preliminary results suggest that the perspective of pragmatism and expertise predominate among the drug
policy stakeholders. This perspective is displayed by the stakeholders defining the use of drugs as rather an
individual problem which only pertains to specific substances and specific ways of using them; problem drug use
tends to be the preferred focus of the drug policy. From the pragmatic/expert’'s point of view, the core features of the
drug policy include prevention, a focus on problem drug users, harm reduction, and substitution treatment. The
perspective of pragmatism and expertise underlines the technical aspect of the problem; the role of politicians is
viewed more as involving the adoption of measures proposed by experts and their communication with the public.

To a certain extent, the remaining two perspectives are complementary, with one preferring law enforcement, while
the other opts for prevention. Both, however, show accord in aspects of drug policy such as perceiving the drug use
problem as being of a higher level of severity, viewing the drug problem as not only a technical problem, and
emphasising the role of the government in tackling it. They are also strict about rejecting any forms of legalisation or
normalisation of illicit drugs.

1.2.3 Other Drug Policy Developments
1.2.3.1 Initiatives in the Parliament

In April 2010 the Chamber of Deputies hosted a seminar entitled Prospects of Treatment with Cannabis: Health,
Legislation, Politics (“Perspektivy Ié¢by konopim: Zdravi, legislativa, politika”)g, the main purpose of which was to
explore the possibilities of making effective treatment with cannabis and cannabis derivatives accessible to people
who are ill. The seminar summarised the current state of research into, and medicinal use of, cannabis-based
substances both in the Czech Republic and abroad and described the Czech laws and regulations, as well as the
international conventions, which provide the framework for the process of making cannabis-based substances and
cannabis accessible to the ill. Both Czech and foreign experts presented their views at the seminar. It opened a
discussion among both the professional and lay public on the use of cannabis for medical purposes in the Czech
Republic and postulated the following recommendations intended to increase the availability of cannabis or products
based on it for medical purposes in the Czech Republic.

« To amend the act on addictive substances to the effect that — on the basis of a licence — the cultivation of
cannabis with a THC content exceeding 0.3% is allowed.

» To appoint a governmental authority responsible for the control of the licensed cultivation, distribution, and
prescription of cannabis and/or its products for medical purposes in compliance with the UN conventions.

» To register cannabis and/or its products with the State Institute for Drug Control as pharmaceuticals, medicinal
products, or nutritional supplements subjected to a special marketing authorisation regime.

» In order to accelerate the process, the Czech Pharmacopoeia may adopt an article on medicinal cannabis or
products thereof, similar to the article concerning dronabinol being adopted by the U.S. Pharmacopoeia
Commission.

® For more details see http://www.adiktologie.cz/articles/cz/57/1818/Seminar-Perspektivy-lechy-konopim-Zdravi-legislativa-politika-.html.
The seminar was organised by the Centre for Addictology of the Department of Psychiatry of the First Faculty of Medicine of Charles
University in Prague and of the General University Hospital in Prague under the auspices of a member of the Chamber of Deputies of
the Parliament of the Czech Republic, lvan Langer, and the Dean of the First Faculty of Medicine, Charles University in Prague, Tomas
Zima.
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1.2.3.2 Initiatives in Civil Society

In 2009 and in the first half of the following year the Czech public sphere experienced several
initiatives/proclamations associated with the drug issue. In most cases these campaigns were launched and
promoted by activists, professional associations, and/or non-governmental organisations. They were generally
aimed at penetrating the public sphere, as well as seeking to change the course of the political agenda in relation to
the areas of concern. Two areas in particular were pointed out: (1) the insufficiency of the long-term financial support
for drug interventions and the ensuing risks and (2) the decriminalisation of cannabis cultivation and its possible
utilisation for medicinal purposes.

The first area is represented by an initiative of several non-governmental organisations entitled Stop HIVI™ The aim
of this public appeal is to draw attention to the risk of epidemics of infectious diseases and fight activities which may
lead to an increase in the incidence of infectious diseases, particularly among higlgh—risk populations such as injecting
drug users and sex workers. We Have Had Enough of This! (‘Mame toho dost!”)™, an initiative supported by a range
of non-governmental organisations and associations of addiction professionals, calls for the solution of protracted
problems related to the provision of subsidies and underfunding which jeopardise the quality and the very existence
of the network of drug services.

A whole-day seminar entitled Prospects of Treatment with Cannabis: Health, Legislation, Politics (“Perspektivy |éc¢by
konopim: Zdravi, legislativa, politika”) held on the premises of the Chamber of Deputies of the Parliament of the
Czech Republic in April 2010, is an initiative pertaining to the second area. The discussion reflected a wide range of
perspectives assumed by professionals, manufacturers of cannabis products, patients, and activists (see also
above). The decriminalisation and the treatment potential of cannabis have been promoted on a long-term basis by
the civil association Cannabis is Medicine (“Konopi je Iék”)lz, which strives to popularise and raise awareness about
the medical use of cannabis, as well as educating the professional community and the general public about the
issue.

The Million Marijuana March 2010, already the thirteenth annual event in support of the decriminalisation of
Cannabis Indica and its users, took place in Prague on 8 May 2010. According to the organisers, approximately 12
thousand supporters, which is the largest number recorded in the history of the Czech version of the Million
Marijuana March, participated in the procession and the subsequent cultural events. The entire event had a peaceful
course and was free from any conflicts with the Police of the Czech Republic, who were overseeing the activities. "

The moving of the K-centrum low-threshold facility, operated by the SANANIM civic association, to the Na Skalce
street in the Prague 5 District (Smichov) met with strong resentment on the part of the public. The facility’s staff and
premises became the targets of violent attacks from angry citizens. On repeated occasions, the staff were verbally
assaulted and damage to property, including the breaking of windows and the throwing of excrement into the K-
centrum’s premises, was caused'. The precarious situation concerning the operation of the low-threshold centre
was used by some local politicians as a pretext for populist statements during the campaign preceding the election to
the Chamber of Deputies of the Parliament of the Czech Republic held in May 2010". The populist rhetoric
associated with the ostracisation of drug users continued to be pursued by a local organisation of the Czech Social
Democratic Part}/ in the Prague 5 District during the campaign before the election to municipal authorities in the
autumn of 2010™° — Figure 1-2. This way of waging a local campaigh was soon rejected by the party’s national
leaders'’, and the slogan containing the phrase “down with drug addicts” was replaced. A campaign featuring a
similar tone was run by the Citizens’ Rights Party — Zeman'’s Followers before the same municipal elections in
Prague. Their slogan read “In our children’s interest — zero tolerance of junkies” — Figure 1-3. According to the party’s
candidate for the mayor of Prague, who found the slogan “rather unfortunate”, the party used the words to promise

that they would vote “against the tolerance of narcotics™®.

1 http://www.stophiv.cz.

' http://www.adiktologie.cz/articles/cz/57/1945/Mame-toho-dost.html?acc=enb.

2 http://www.konopijelek.cz.

'3 http://www.legalizace.cz.

* See, for example, http://www.sananim.cz/aktualita-120/vysledky-konstruktivniho-dialogu-vedeneho-s-rezidenty-v-okoli-kc.html.

15 See, for example, the text by Milan Kudrys, the chair of the Security Committee for the Prague 5 District, entitled “Both Drugs and
Addicts Must Vanish from Santoska!” (Novy horizont, May 2010, page 3; see http://praha.cssd.cz/s2796/s8186/).

'8 See, for example, http://www.oranzovapetka.cz (downloaded on 6 September 2010).

7 See, for example, http://www.novinky.cz/domaci/210642-sobotka-zatrhl-cssd-na-praze-5-plakaty-proti-bezdomovecum.html
(downloaded on 6 September 2010).

'8 See, for example, http://www.novinky.cz/domaci/211701-strany-cili-na-lidi-z-okraje-spolecnosti-politologove-varuiji-pred-napetim.html
or http://www.lidovky.cz/politici-vytahli-proti-fetakum-volice-lakaji-na-ostra-hesla-pgr-

/In_domov.asp?c=A100912 112634 In domov tsh.
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Figure 1-2: Banner posted on the website of the Czech Social Democratic Party in the Prague 5 District as part of the

Pryc¢ s narkomany,
bezdomovci
a hernami

Note: The same slogan, “Down with Addicts, the Homeless, and Gambling Arcades”, appeared on billboards in the Prague 5 District.

Figure 1-3: Poster of the Citizens’ Rights Party — Zeman’s Followers used in the municipal election campaign in Prague
in the autumn of 2010.
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Note: The headline reads “In our children’s interest — zero tolerance of junkies”.
1.2.4 Coordination Arrangements

1.2.4.1 Coordination at the National Level

The Government Council for Drug Policy Coordination (GCDPC), the main coordinating body of the Government for
issues related to the drug policy, met three times in 2009. For more details on the composition of the GCDPC, see
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the 2007 Annual Report. The GCDPC shelters committees and working groups, a summary of which is provided in
the 2008 Annual Report (no changes occurred in this respect in 2009).

In the first half of 2009, the Czech Republic held the presidency of the EU Council. In relation to that, the
Government Council for Drug Policy Coordination considered a number of documents pertaining to the course of the
presidency of the Horizontal Drugs Group, a working group of the Council of the European Union. (Kalina, 2009b;
Kalina, 2009a) — see also the 2008 Annual Report. The final report on the presidency was discussed by the GCDPC
in October 20009.

The Czech presidency focused on and identified priorities in relation to the following areas (Radimecky, 2009):

+ Review of the UN's ten-year drug control plan (1998-2008)"° carried out at a session of the Commission on
Narcotic Drugs (CND). The session also adopted documents of significance for the international coordination of
the drug policy, namely the Political Declaration and the Plan of Action on International Cooperation towards an
Integrated and Balanced Strategy to Counter the World Drug Problem. The EU’s standpoint and the standpoints
of the individual member states were coordinated by the Czech Republic as the presiding country. However,
efforts to have these documents incorporated all the priorities failed.

» Evaluation of the effectiveness of drug supply reduction; the Czech presidency played a major role in drawing up
proposals for indicators used to evaluate interventions aimed at reducing drug supply and in introducing them into
the EU countries’ systems of drug policy evaluation. The proposed Council Conclusions concerning drug supply
reduction indicators were approved by the Justice and Home Affairs Council of the EU in June 2009.

» Health risks associated with the migration of injecting drug users from third world countries to the EU. This topic
was addressed by a thematic discussion held in Prague in April 2009. The event suggested that the issue is
rather sensitive and that it will be very difficult to agree on a common EU standpoint — some countries refuse to
deal with the topic because of its discriminatory and stigmatising potential.

» Issues related to the production and use of methamphetamine and service quality standards — both areas were
explored by means of themed debates allowing the exchange of information among the individual countries.

Following up on the results and recommendations ensuing from the evaluation study concerning the system and
process of quality assurance of drug services (professional competency certification) conducted in 2007, in October
2009 the Government Council for Drug Policy Coordination adopted changes in the relevant documents: Certification
Rules, On-site Inspection Guidelines, and the statutes of the Certification Committee. The Government Council for
Drug Policy Coordination remains the certification body authorised to grant and suspend the certification of
professional competency; the GCDPC's chair newly functions as the appellate authority. The innovation is also the
instrument of targeted certification intended to facilitate continuous quality checks on services which have already
been certified. The validity of certificates for good-quality services has been prolonged. They are now good for four
years, which, among other benefits, should reduce the financial burden of certification process. The certification team
leader’s tasks and certifier's responsibilities have also been newly stipulated. A Certifier's Code of Conduct has been
added to the Certification Rules. Another change involves the Certification Committee being enlarged and reinforced
with regional representatives and expert certifiers.

In March 2010 the Government Council for Drug Policy Coordination considered the report on the activities of its
Working Group for Non-Substance Addiction. The working group was established in 2008 for the purpose of its
collaboration on the articulation of a Material Intent of the law on lotteries and other similar games and on
amendments to other related acts, a new comprehensive piece of legislation concerning lotteries, betting, and other
similar games. Although the legislative process was discontinued, the group agreed on the basic principles of the law
and invited the Government to carry on with the preparation of this new regulation. In addition, the group formulated
a number of recommendations: to ban long-distance gambling, to restrict gambling on the part of individuals
dependent on social security benefits, to levy territorial restrictions on the operation of gambling and lotteries, to limit
opening hours, to ensure that the handing over of the share of proceeds from gambling and lotteries be used for
publicly beneficial purposes, to eliminate financial motives encouraging municipalities to allow new gambling
establishments, to restrict advertising for gambling to designated areas, and to ensure the enforceability of the law by
financial and other sanctions.

1.2.4.2 Coordination at the Local Level

The coordination at the regional level is assured by the regional drug coordinators. Created in 2004, these positions
have been maintained in all the regions, with the exception of Moravia-Silesia, where the office was abolished in
2005 and has not been renewed since that time. The regional coordinators are supported by the network of local
drug coordinators who are based in the authorities of the municipalities with extended competencies — for more
detailed information on the system of coordination at both the regional and local levels see the 2007 and 2008
annual reports.

9 Fulfilment of the conclusions of the 20" UN General Assembly Special Session (UNGASS) held in 1998.
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The 2009 survey among the regional drug coordinators, conducted as part of the evaluation of the 2005-2009
National Strategy and the 2005-2009 Action Plan, showed that the regional drug coordinators usually work as junior
officials; only in two regions do regional drug coordinators perform as department or unit managers. Although a
regional drug coordinator is a full-time position, only three of them reported that the drug agenda makes up 100% of
their workload. Another six coordinators stated that an average of 18% of their time at work is devoted to other tasks,
two coordinators mentioned other issues taking up 50% of their working time, and three coordinators responded that
70-90% of their workload comprises issues other than drugs. Most of the regional drug coordinators are members of
the relevant regional advisory bodies related to the drugs issue; however, their presence at important sessions of
regional bodies where decisions on drug policy issues are adopted is less frequent. It seems, nevertheless, that the
status of the regional drug coordinators has no major impact on their being able to exert a direct influence on the
development and implementation of the region’s drug policy. All the coordinators responded that they more or less
had this opportunity. The only exception is the Usti nad Labem regional coordinator, who has the opportunity to
influence the formulation of drug policy, but not its implementation.

All 14 regions have drawn up their regional drug policy strategies (in the Pilsen region, drug issues are incorporated
into the Policy Document on the Prevention of Crime and Socio-pathological Phenomena). In the majority of regions
(10 out of 14)20 2009 was the last year of validity of their strategic drug policy documents; in three regions, the effect
of these documents expires in 2010, while one region’s drug policy strategy is good until 2011.

The regional strategic drug policy documents are generally based on the national strategy and the national action
plans. The above-mentioned survey indicated that the objectives set out by the National Drug Policy Strategy for the
Period 2005-2009 were, in varying numbers — ranging from three to eleven — translated into regional strategic
documents. The first national action plan, for the period 2005-2006, was projected into strategic drug policy
documents in eight regions, the second, the 2007-2009 Action Plan, was used as the basis in ten regions; none of
the national action plans was reflected in the strategic documents of three Czech regions. Furthermore, the
guestionnaire survey inquired about the regional drug coordinators’ attitudes to the activities which were specified in
the 2007-2009 Action Plan as recommendations for regions. A total of nine coordinators reported that they found
these recommendations useful in asserting the drug policy in their respective regions; four stated that it was not
really the case.

According to the regional drug coordinators, the level of financial support for the drug policy remains the greatest
limiting factor which hampers the implementation of drug policy activities at the regional level. Other frequently
mentioned limiting factors included the status of a regional or local drug coordinator in itself (the lack of time to fulffil
the specific tasks of the drug coordinator as a result of the accumulation of responsibilities), the absence of certain
types of drug services in the region, and inadequate expertise on the part of the entities pursuing the drug policy. Out
of four areas (political support, the network of services for drug users, human resources, and funding), the most
significant improvement was recorded in terms of the availability of a network of programmes for drug users — an
improvement was reported by 11 regional drug coordinators.

In eight out of a total of 14 regions, the regional strategic documents (especially the respective action plans) were
subjected to evaluation in 2009. A half of the instances involved interim internal evaluations; the other half of them
were conceived as a final evaluation using a combination of internal and external evaluation. Working groups and
expert panels were employed as evaluation methods; either drug commissions and working groups that already
existed or groups established specifically for the purposes of the evaluation were used. The evaluation included the
data generated by the monitoring of the drug situation and the results of existing studies. In most cases, however, no
specific studies to evaluate the regional strategic documents were conducted.

The coordination mechanisms of regional drug policies experienced changes following the regional elections in the
autumn of 2008. The drug commissions were dissolved in the regions of Central Bohemia, Hradec Kralové, and
Olomouc. The Central Bohemian region’s drug commission was reappointed with a different composition in 2009,
while in the Hradec Kralové and Olomouc regions the drug policy was incorporated into the agenda of commissions
with a broader scope of interest. Other changes in coordination occurred in the Central Bohemian region after the
2008 elections: working groups were dissolved, the regional drug coordinator’s senior position at the Department of
Prevention and Humanitarian Activities was abolished, and the scheme of perennial funding of addiction services
was suspended.

1.3 Economic Analysis
1.3.1 Public Expenditures

This chapter summarises data on special-purpose labelled expenditures from the state and local (regional and
municipal) budgets which are specifically earmarked for the funding of the drug policy, or may be connected to drug
policy interventions. The (investment) capital expenditures are indicated separately.

% |n Prague, the Drug Policy Strategy of the Capital City, Prague, for the period 2008-2012 is still effective, but the operation of the
2008-2009 Action Plan has expired.
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On the central level, the data were obtained from the national final accounts of selected ministries whose budgets
include a drug policy programme. Additional information was obtained directly from the representatives or contact
persons of individual ministries and governmental institutions, as well as from regional drug coordinators.

2009 expenditures from the state budget amounted to a total of CZK 375.4 million (€ 14,196 thousand)Zl; the trends
of ministries and institutions from 2002 to 2009 are summarised in Table 1-4.

The Office of the Government of the Czech Republic provides subsidies for drug policy programmes endorsed by
the Government Council for Drug Policy Coordination. In 2009 such subsidies were used to support 153 local-level
projects to the tune of almost CZK 71.7 million (€ 2,711 thousand), and another CZK 22.1 million (€ 836 thousand)
was spent on nationwide projects. The resources were utilised for programmes focusing on prevention, harm
reduction, treatment, and aftercare. The expenditure designated for the activities developed by the GCDPC,
including the National Monitoring Centre for Drugs and Drug Addiction (National Focal Point), amounted to CZK 3.6
million (€ 136 thousand) and was predominantly used to fund monitoring and research, publication and information
activities, the management of the subsidy proceedings, and the process of the certification of the quality of
professional services provided as part of the drug policy.

According to the final national accounts, the Ministry of Education, Youth, and Sports (the Ministry of Education)
spent a total of CZK 11.2 million (€ 426 thousand) on the drug policy in 2009. The resources provided by the Ministry
of Education concerned prevention. Subsidy proceedings involved three programmes: Programme | covered
schools and educational facilities by means of subsidies to regions (CZK 7.7 million (€ 293 thousand) was distributed
in this way in 2009); Programme Il was intended for national and regional projects implemented mostly by non-
governmental organisations (NGOs), and Programme Ill addressed educational facilities for young people in
institutional care and educational establishments for preventive care (a total of CZK 3.5 million (€ 133 thousand) was
allocated to projects under Programme | and Il) — for more details on the Ministry of Education’s subsidy programme
and its changes planned from 2011 see the chapter on Prevention (p. 36).

The resources from the budget of the Ministry of Defence spent on the drug policy programme in 2009 amounted to
CZK 4.3 million (€ 162 thousand). This money was used to purchase diagnostic equipment for the detection of
drugs, professional books and journals, and services involving the provision of professional seminars and lectures.

Although the budget of the Ministry of Labour and Social Affairs no longer includes expenses earmarked for the drug
policy programme, in 2009 it provided CZK 86.8 million (€ 3,282 thousand) worth of subsidies to deliverers of drug
policy projects at the local level. Principally, these funds were used to operate low-threshold centres (CZK 31.1
million) (€ 1,176 thousand), therapeutic communities (CZK 19.8 million) (€ 751 thousand), outreach programmes
(CZK 17.5 million) (€ 663 thousand), aftercare services (CZK 9.8 million) (€ 372 thousand), and social counselling
(CZK 8.5 million) (€ 320 thousand)™.

In 2009 the Ministry of Health provided a total amount of CZK 15.0 million (€ 569 thousand) for the drug policy,
including CzK 1.2 million (€ 45 thousand) used as capital expenditure. The sum of CZK 10.4 million (€ 393
thousand) was made available to fund projects ensuring both outpatient and inpatient addiction treatment,
substitution treatment, and detoxification. The operation of low-threshold centres and outreach programmes
consumed CZK 4.3 million (€ 163 thousand).

In 2009 the Ministry of Justice provided CZK 10.8 million (€ 409 thousand) for the drug policy. The Judicial Academy
spent CZK 0.2 million (€ 8 thousand) on hosting seminars and the Institute for Criminology and Social Prevention
used CZK 27.3 thousand (€ 1, 032) to purchase professional publications on drug-related issues and to participate in
conferences. The largest portion of the funds (CZK 10.0 million) (€ 378 thousand) was forwarded to the Prison
Service, where CZK 4.9 million (€ 189 thousand) was used to reduce drug supply (particularly to monitor the
presence of narcotic and psychotropic substances) and CZK 4.5 million (€ 171 thousand) was provided for the
treatment of drug-dependent inmates.

The budget of the General Customs Headquarters did not involve any expenditure on the drug policy programme in
2009. However, it provided investment expenditure of CZK 3.2 million (€ 120 thousand) associated with searching
for illegal drugs (the purchase of special search equipment and technology).

Neither does the budget of the Ministry of the Interior involve any expenditure on the drug policy programme.
However, this ministry is responsible for the National Drug Headquarters, whose expenses are included in the
figures reported for the Ministry of the Interior. In 2009 they amounted to a total of CZK 146.5 million (€ 5,542
thousand), including (investment) capital expenditure of CZK 2.1 million (€ 80 thousand).

1 2009 average exchange rate was used (1€ = CZK 26.445).
2 The expenditures on the part of the Ministry of Labour and Social Affairs do not include subsidies for special-regime homes providing
services for older clients dependent on alcohol.
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Table 1-4: Drug policy expenditures from Czech state budget in 2002-2009 by ministries/departments (€ thousand)

Allocation 2002 2003 2004 ?005 ?006 2007 P008 P009
GCDPC 2,886 3,261 3,153 3,547 3,838 3,762 4,008 3,686
Ministry of

Education 299 293 316 315 381 452 499 426
Ministry of

Defence 125 147 109 133 172 129 212 162
Ministry of

Labour and 1,104 1,391 1,323 1,546 1,753 2,054 3,186 3,282
Social Affairs

Ministry of

Health 808 692 829 1,124 635 801 757 569
Ministry of

Justice 302 442 427 1,233 1,455 454 296 409
General

Customs 863 708 292 487 829 963 427 120
Headquarters

National Drug

Headquarters n.a. 3,022 2,711 3,189 3,757 4,601 5,627 5,542
Total 6,387 9,957 9,161 11,574 12,821 13,217 14,912 14,196

Note: Average exchange rates in respective years were used for re-calculation of expenses from CZK to €.

In addition to the state budget, the drug policy is also funded by local budgets, i.e. those of regions and
municipalitieszs. In 2009 regions and municipalities provided CZK 172.6 million (€ 6,528 thousand) and CZK 59.5
million (€ 2,249 thousand), respectively, for this field. The funds provided by regions and municipalities in 2009 and
the trends since 2002 are indicated in Table 1-5 to Table 1-10.

Table 1-5: Drug policy expenditures from Czech regional budgets in 2002-2009 (€ thousand)

Regions 2002 2003 2004 2005 2006 2007 2008 2009
Prague 399 391 820 1,029 1,147 1,463 2,006 1,852
Central 114 251 432 495 505 625 713 473
Bohemia

South 05 88 181 175 212 223 408 379
Bohemia

Pilsen 0 31 47 113 82 65 256 250
Karlovy Vary 3 16 16 35 29 a1 53 23
Ustl nad a7 237 248 232 242 174 203 189
Labem

Liberec 0 86 181 271 285 233 459 314
Hradec 24 30 63 69 102 244 277 364
Kralové

Pardubice 49 47 56 185 58 198 224 200
Vysodina 0 57 129 233 109 285 157 134
South 97 63 157 249 300 306 341 713
Moravia

Olomouc 3 10 41 67 72 90 334 333
Zlin 36 110 75 71 49 170 178 334
Moravia- 74 04 112 147 157 505 921 968
Silesia

Total 952 1510 2,558 3,369 3,349 4,624 6,530 6,528

Note: Average exchange rates in respective years were used for re-calculation of expenses from CZK to €.

2009 drug policy expenditures from the state, regional, and municipal budgets are provided in Table 1-9. The
detailed summary of the data on funding at the regional level is divided according to the locations where resources
were utilised by the providers of the projects and programmes. The total sum of labelled expenditures on the drug
policy in 2009 amounted to CZK 607.5 million (€ 22,973 thousand), which is a 1.7% increase in comparison to
2008**. The 2009 drug policy expenditures from the state and local budgets designated for use on regional levels
are depicted by regions in Map 1-1.

% The data on regional and municipal expenditure are based on the annual reports of drug policy implementation in regions and/or the
sPecifying information requested from regional drug coordinators.
2 All expenditures and their variations are indicated in nominal values.
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The developments in drug policy expenditure on drug demand reduction (prevention, treatment, aftercare, and harm
reduction) and drug supply reduction (law enforcement) in the Czech Republic in the years 2002-2009 are
summarised in Table 1-6. Until 2006 the expenditure on demand reduction included resources expended by the
GCDPC; the Ministry of Education, Youth, and Sports; the Ministry of Defence; the Ministry of Labour and Social
Affairs, and the Ministry of Health, while expenditure on supply reduction included resources consumed by the
Ministry of Justice, the General Customs Headquarters, and the National Drug Headquarters. Since 2007 the data
have been more accurate, and the Ministry of Justice’s expenditures have been divided into the two areas to reflect
their actual purpose. As a result, the consistency of the data over time is impaired.

An overview of expenditures from state and local budgets in 2009 by service category is provided in Table 1-10. The
first category is Prevention. The Harm Reduction category includes low-threshold drop-in centres, low-threshold day
care centres, and outreach (streetwork) programmes. The Treatment category encompasses health care
(substitution programmes, detoxification, outpatient and inpatient alcohol/drug treatment services, and social
services provided in institutional care), non-health outpatient care (crisis intervention, social counselling, and
outpatient treatment provided by NGOSs), and therapeutic communities, and a separate category has been created
for sobering-up stations. Other categories include Aftercare, Law Enforcement, Coordination (covering coordination,
as well as monitoring and research, the evaluation of services, information, and training), and Others (not specified
under the previous headings). Out of labelled 2009 drug policy expenditures amounting to a total of CZK 607.5
million (€ 22,973 thousand) (1.7% more than in 2008), CZK 177.2 million (€ 6,699 thousand) was earmarked for
treatment (4.0% less than in 2008), CZK 175.0 million (€ 6,616 thousand) was allocated to harm reduction services
(9.8% more), CZK 154.7 million (€ 5,851 thousand) was reserved for law enforcement (1.7% more than in 2008),
CZK 54.0 million (€ 2,078 thousand) for primary prevention (5.8% less), and CZK 31.8 million (€ 1,201 thousand) for
aftercare (an increase by 27.5%). A comparison of expenditures from public budgets from 2007 to 2009, by service
category, is provided in Table 1-7.

Map 1-1: 2009 drug policy expenditures from state and local budgets in regions of the Czech Republic (€ thousand per

100,000 inhabitants)
[1 1501 -2500 e

[[] 2501-3500 | state budget
[ 3501 - 4500 I Regional budget
I 4501 -7900 [] Municipal budgets
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Table 1-6: Drug policy expenditures from state and local budgets in 2002-2009 (€ thousand)

Demand reduction* Supply reduction**

vear State budget Eue(?gl;:t]sl E/qu drgztzal Total State budget Total

2002%+* 5,397 952 n.a. 6,349 1,204 7,553
2003 5,785 1,510 n.a. 7,295 4,172 11,467
2004 5,731 2,558 1,972 10,261 3,430 13,691
2005 6,666 3,369 1,699 11,733 4,909 16,642
2006 6,780 3,349 1,699 11,828 6,041 17,869
2007 7,425 4,624 2,243 14,292 5,792 20,084
2008 8,812 6,530 2,505 17,847 6,100 23,947
2009 8,345 6,528 2,249 17,122 5,851 22,973

Note: * Expenditures indicated for the period 2002-2006 are those of the GCDPC, the Ministry of Health, the Ministry of Labour and
Social Affairs, the Ministry of Education, and the Ministry of Defence; since 2007 a part of the Ministry of Justice’s expenditures has also
been included; ** The amounts indicated for the period 2002-2006 represent the expenditures for the operation of the National Drug
Headquarters and the General Customs Headquarters and those from the budget of the Ministry of Justice; since 2007 the expenditures
of the Ministry of Justice have been divided into those intended for demand reduction and those intended for supply reduction in order to
reflect their actual purposes; *** Expenditures of the National Drug Headquarters are not included. Average exchange rates in
respective years were used for re-calculation of expenses from CZK to €.

Table 1-7: Comparison of expenditures provided from public budgets by service category from 2007 to 2009

Category 2007 2008 2009
€ thousand | % € thousand | % € thousand | %

Prevention 1,753 8.7 2,340 9.8 2,078 9.0
Harm reduction 5,078 25.3 6,389 26.7 6,616 28.8
Treatment 5,496 274 7,399 30.9 6,699 29.2
Aftercare 739 3.7 999 42 1,201 5.2
Coordination, research, 605 3.0 504 2.1 5,851 1.8
evaluation

Law enforcement 5,792 28.8 6,100 255 421 25.5
Others, unspecified 620 31 217 0.9 106 05
Total 20,084 100.0 23,947 100.0 22,973 100.0

Note: Average exchange rates in respective years were used for re-calculation of expenses from CZK to €.

A new source of data is provided in Table 1-8, which outlines the structure of budgets for projects subsidised by the
Government Council for Drug Policy Coordination, including resources other than those made available from the
state and local budgets. In 2009 most of these services’ income (54.0%) originated from the state budget; the
GCDPC provided 30.3% of all the income. Another 36.1% of all the income originated from local budgets, 8.5% from
other home sources (mainly the services’ own earnings), and 1.3% of all the income was provided from abroad (EU
funds). In the period from 2006 to 2009 there was a rise in the proportion of income provided by local budgets and
the Ministry of Labour and Social Affairs, while the amount of funds supplied by the GCDPC declined.
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Table 1-8: Income of providers of drug policy programmes subsidised by the GCDPC in 2006-2009 by source

2006 2007 2008 2009
Source € o € o € o € o
thousand % thousand % thousand % thousand %
State budget 5,585 51,3 5,984 52,9 6,352 53,9 6,283 54,0
GCDPC 3,841 35,3 3,798 33,6 3,573 30,3 3,527 30,3
Ministry of
Education 56 0,5 59 0,5 115 1,0 54 0,5
Ministry of Labour
and Social Affairs 1,460 13,4 1,872 16,6 2,350 19,9 2,441 21,0
Ministry of the
Interior 4 0,0 5 0,0 5 0,0 0 0,0
Ministry of Health 134 1,2 203 1,8 240 2,0 238 2,0
Ministry of Justice 4 0,0 14 0,1 22 0,2 21 0,2
Other ministries 0 0,0 0 0,0 18 0,1 0 0,0
Labour Office 86 0,8 34 0,3 29 0,2 0 0,0
Local budgets 3,504 32,2 3,821 33,8 4,033 34,2 4,204 36,1
Regions 1,886 17,3 2,312 20,4 1,796 15,2 2,441 21,0
Municipalities 1,618 14,9 1,508 13,3 2,237 19,0 1,763 15,2
Other home 1,790 165| 1,213 107 | 1,249 10,6 990 85
resources
Sponsorship and
fundraising 306 2.8 212 1,9 240 2,0 199 1,7
Services’ own
earnings and clients’ 542 50 516 4.6 480 41 538 4,6
contributions
Endowments 362 3.3 55 0,5 51 0,4 0 0,0
Others 579 53 430 3,8 477 41 253 2,2
Foreign resources 0 0,0 291 2,6 154 13 153 13
EU funds 0 0,0 237 2,1 111 0,9 153 1,3
Other foreign
reSOUTCes 0 0,0 55 0,5 43 0,4 0 0,0
Total 10,879 100,0 11,309 100,0 11,787 100,0 11,630 100,0

Note: 2009 average exchange rate was used (1€ = CZK 26.445) for recalculation in all years.
1.3.2 Social Costs

A summary of the 2007 costs of drug treatment in the Czech Republic, including health insurance, is a part of the
Special Issue on Cost of Drug-related Treatment (p. 130).

Supported by the internal grant agency of the Ministry of Health, in 2009 the Centre for Addictology of the
Department of Psychiatry of the First Faculty of Medicine of Charles University in Prague and of the General
University Hospital in Prague (the Centre for Addictology) began carrying out a study of the 2007 social costs of the
use of alcohol, tobacco, and illicit drugs in the Czech Republic. The results will be available in 2012.
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Table 1-9: 2009 drug policy ex

enditures from state and local budgets by location (region) of use (€ thousand)

Ministry
- of - - General | National
. Ministry of Ministry Labour Ministry | Ministry Customs | Drug Total state . Munici- Total Total
Regions GCDPC . of of of Regions I local Total
Education and . Head- Head- budget palities (%)
Defence : Health | Justice budgets

Social quarters | quarters

Affairs
Prague 876 33 - 314 194 - - - 1,416 1,852 436 2,288 3,703 16.1
Central Bohemia 118 31 - 690 56 - - - 895 473 135 608 1,503 6.5
South Bohemia 197 19 - 315 58 - - - 589 379 85 464 1,052 4.6
Pilsen 170 15 - 100 15 - - - 299 250 266 516 816 3.6
Karlovy Vary 65 8 - 42 26 - - - 141 23 21 44 185 0.8
Usti nad Labem 309 24 - 263 31 - - - 627 189 229 418 1,044 4.5
Liberec 51 13 - 168 0 - - - 232 314 58 372 604 2.6
Hradec Krélové 98 16 - 127 44 - - - 286 364 48 413 698 3.0
Pardubice 52 15 - 62 25 - - - 154 200 60 260 414 1.8
Vysocina 44 14 - 252 9 - - - 319 134 19 153 472 2.1
South Moravia 281 32 - 366 77 - - - 756 713 254 967 1,723 7.5
Olomouc 241 18 - 293 23 - - - 575 333 127 460 1,035 4.5
Zlin 68 17 - 103 8 - - - 197 334 107 441 638 2.8
Moravia-Silesia 141 37 - 187 2 - - - 367 968 405 1,372 1,739 7.6
Expenditure with
regional 2,711 293 - 3,282 566 - - - 6,851 6,528 2,249 8,777 | 15,628 68.0
designation
Expenditure with
central 975 133 162 - 4 409 120 5,542 7,345 - - - 7,345 32.0
designation
Total 3,686 426 162 3,282 569 409 120 5,542 14,196 6,528 2,249 8,777 | 22,973 100.0
—including
investment 876 33 - 314 194 - - - 1,416 1,852 436 2,288 3,703 11
expenditure
Total (%) 16.0 1.9 0.7 14.3 25 18 05 24.1 61.8 284 9.8 38.2 100.0 -
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Table 1-10: 2009 drug policy expenditures in the Czech Republic by service categories (€ thousand)

Ministry
- - of - - General | National
_ R Ministry Ministry Labour Ministry | Ministry Customs | Drug Total _ Munici- Total Total
Service category GCDPC | of of of of state Regions I, local Total
. and . Head- Head- palities (%)
Education | Defence . Health | Justice budget budgets
Social quarters | quarters
Affairs
Prevention 145 426 162 0 0 0 0 0 732 854 492 1,346 2,078 9.0
§ | Lowdthreshold | ) 40, 0 0| 1176| 105 0 0 0| 2284| o972 658 | 1630 | 3914| 170
5 | centres
=}
§ | Outreach 618 0 o| 663 55 0 0 o| 1337 631 420| 1,051| 2388| 104
X | programmes
% Unspecified * 218 0 0 0 3 0 0 0 220 75 19 94 314 1.4
I |Total 1,840 0 0 1,839 163 0 0 0 3,841 1,678 1,097 2,775 6,616 28.8
Health care** 66 0 0 0 393 48 0 0 507 297 66 364 871 3.8
Non-health
outpatient 307 0 0 320 0 122 0 0 749 321 207 529 1,278 5.6
care***
Therapeutic 788 0 0 751 0 0 0 0 1,539 471 119 591 | 2,129 9.3
communities
g | Sobering-up 0 0 0 0 0 0 0 0 0| 2421 0| 2421| 2421| 105
£ | stations
& | Unspecified 0 0 0 0 0 0 0 0 0 0 0 0 0 0.0
= | Total 1,161 0 0 1,071 393 171 0 0 2,796 3,511 393 3,904 6,699 29.2
Aftercare 321 0 0 372 0 0 0 0 693 367 140 508 1,201 5.2
Coordination, 0 0 0 0 0 189 120| 5542 | 5851 0 0 o| 5851 1.8
research, evaluation
Law enforcement 220 0 0 0 14 50 0 0 283 72 67 138 421 25.5
Others, unspecified 0 0 0 0 0 0 0 0 0 46 60 106 106 0.5
Total 3,686 426 162 3,282 569 409 120 5,542 14,196 6,528 2,249 8,777 | 22,973 | 100.0

Note: * These projects include the activities of both low-threshold facilities and outreach work (streetwork). ** i.e., for example, outpatient and inpatient drug treatment, including substitution therapy, detox,
and social services provided as part of institutional health care. *** i.e., for example, outpatient and intensive outpatient non-health programmes, crisis intervention, social counselling, social rehabilitation,
and prison-based programmes delivered by NGOs.
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2  Drug Use in the General Population and Specific T argeted Groups

No general population survey focused on the issue of drugs was conducted in the Czech Republic in 2009.
However, a few small-scale studies and projects were carried out.

A Citizen Survey was carried out in the autumn of 2009. The prevalence levels it found were significantly lower than
those reported by the 2008 general population survey. Taking into account the results of both studies, the lifetime
prevalence of the use of cannabis, ecstasy, pervitin, and cocaine among the Czech adult population is 30%, 5-10%,
about 4%, and 2%, respectively. The prevalence of the last-year use of cannabis, ecstasy, pervitin, and cocaine
among Czech adults reached the respective levels of 11-15%, 3-4%, about 1.5%, and about 0.5%. The use of
cannabis, ecstasy, pervitin, and cocaine by young adults (aged 15-34) in the last year showed prevalence rates of
22-28%, 3-8%, up to 3%, and about 0.5-1.5%, respectively.

The yearly prevalence of illicit drug use among respondents aged 18-39 was measured as part of the Drinking
among Young Adults project. Being comparable to the prevalence rates identified by the 2008 general population
survey, the findings confirm that in the Czech Republic the prevalence of the use of marijuana, ecstasy, pervitin, and
cocaine among people aged 18-39 (i.e. a population covering the group referred to as young adults) in the past 12
months reached the levels of 22-23%, 6.5-7%, 3-3.5%, and 0.5-1.5%, respectively.

Dance partygoers show higher prevalence rates of illicit drug use — apart from cannabis, they tend to use mainly
ecstasy, followed by pervitin, cocaine, and hallucinogens.

A study was conducted on the use of addictive substances among young people in excluded Roma areas of the city
of Brno. The school-based questionnaire survey carried out in excluded areas showed that 32% of children in the
sixth to ninth grades had used cannabis at least once, and experience with other drugs (ecstasy, pervitin, or heroin)
was reported by 6% of the children. As far as other drugs are concerned, toluene ranked among the most frequently
used substances. The use of toluene, however, appears to be associated with the lowest social status.

The DRUID (Driving under the Influence of Drugs, Alcohol, and Medicines) project involved the investigation of illegal
drug use among drivers. The overall level of prevalence of driving under the influence of psychoactive substances,
including alcohol, is estimated to be 10-15%, with marijuana being the most commonly used non-alcohol drug. The
results suggest that the rate of use of non-alcohol drugs, including illicit substances, among Czech drivers is
comparable to that of alcohol use.

According to a survey conducted by the Public Opinion Poll Centre of the Institute of Sociology of the Academy of
Science of the Czech Republic, citizens perceive drug use as more of a problem of the Czech Republic in general; to
a much smaller degree, they see the drug situation as a pressing issue in their community. The people living in small
municipalities (up to 2,000 inhabitants) thought of the situation in their communities in the most positive terms.

2.1  Drug Use in the General Population

Data originating from two studies conducted in the autumn of 2008 were processed in 2009. The studies included a
general population survey focusing specifically on the use of psychotropic substances in the Czech Republic (2008
General Population Survey) and a set of items enquiring about experience with alcohol, cigarettes, and illegal drugs
contained in the questionnaire administered as part of the European Core Health Interview Survey (2008 EHIS). The
first findings were summarised in the 2008 Annual Report; more detailed results of the 2008 General Population
Survey will be available at the end of the year 2010 (Bélackova and Horakova, 2010). It turned out that the
prevalence levels of experience with drugs found by the 2008 EHIS study were significantly lower than those
reported in the 2008 General Population Survey. A special study commissioned by the National Focal Point in order
to explain the differences between the results of both studies (Linek, 2010) and experts — members of the National
Focal Point's working group for population and school surveys on drugs (Narodni monitorovaci stfedisko pro drogy a
drogové zavislosti, 2010e) — have identified several possible reasons for such variations, including the different
formulations of the questions and their context in the questionnaires, varying data collection methodologies and
procedures, and differences in the construction of the samples. The lower prevalence rates shown in the 2008 EHIS
may have been caused by the survey’s focus on health aspects, the lower degree of privacy in asking questions,
and the lower response rate. In addition, it may be inferred that individuals who could not be reached at their home
address tend to be engaged in risk behaviours to a greater extent and may be assumed to show a higher level of
drug use. Finally, the more thorough analyses support the idea that it was the context of the questions asked that
played the crucial role. They argued that, in the EHIS study, the items under consideration followed the module
pertaining to a healthy lifestyle and health status, which could have a bearing on the responses to the questions
concerning drug use.

The same phenomenon can be observed when comparing the international multi-centre studies ESPAD (a survey
looking into tobacco, alcohol, and illegal drugs) and HBSC (a survey focusing on health and healthy lifestyles): in
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most countries, including the Czech Republic, the ESPAD survey regularly reports higher levels of drug use®. A
research study seeking to explain the reasons for such variations has identified several factors which may have
resulted in the differences (Skafupova, 2010):

» personal interpretation of the question in view of the focus of research — the respondent tends to adjust their
answers according to what they think they are expected to report (for example, to lead a healthy lifestyle, to be
ulN!l);

» the more elaborate questions asked in a monothematic drug survey — the respondent may be offered examples
which help them recall their behaviour and specify what the question really means;

» priming — respondents are better at recalling a topic to which they have been exposed over time;

» atendency to provide consistent responses, which may result in the underestimation of the prevalence of drug
use in research concerned with health issues and, on the contrary, in the overestimation of prevalence rates in
research studies focusing specifically on drugs;

 social expectations which the focus of some research studies may, albeit involuntarily, arouse.

In the autumn of 2009 a control study was carried out using questions from both studies in order to collect additional
information about the possible reasons for the differences between the respective studies. It showed that the way in
which the questions were formulated had no significant effect on the differences in prevalence levels; see also the
chapter on Survey on Citizens’ Opinions about and Attitudes to the Issues of Health and Healthy Lifestyles (p. 28).

2.1.1 Study of the Young Adult Population

A questionnaire survey, the Determinants of Risk Forms of Alcohol Use among the Population of Young Adults:
analysis of health, social, and psychological correlations (ZDrinking among Young Adults), involving 2,221
respondents in the 18-39 age category, was conducted in 2009°°. A structured interview administered as part of the
project included several questions concerning the use of specific illegal drugs in the last year. The most frequently
used drug among the population aged 18-39 was marijuana, showing a prevalence rate of 21.8%, followed by
ecstasy and pervitin, tried by 7.0% and 3.5% of the respondents, respectively, in the last year. The highest
prevalence was found among the youngest age group, 18-24, where marijuana had been used by 38.1% of the
respondents during the previous year. The distribution of patterns of illicit drug use suggests that the prevalence of
the use of ecstasy among the youngest age groups is significantly higher than that reported by people who are older
and the ecstasy use prevalence levels also show the smallest gender differences; no such significant relative
differences between age groups were found as regards other drugs — Table 2-1.

Table 2-1: Prevalence of illicit drug use in the last year by gender and age (%) (Sovinova and Csémy, 2010)

Last-year Gender | Age Total
prevalence Males Females 18-24 25-29 30-34 35-39 (N=2221)
(n=1141) | (n=1080) | (n=485) (n=542) (n=651) (n=543)

Cannabis 28.7 14.6 38.1 27.3 16.3 8.5 21.8
Ecstasy 8.7 5.3 16.5 7.6 3.8 18 7.0
Pervitin 4.8 2.1 6.2 4.2 2.2 2.0 35
Hallucinogens 4.4 15 4.1 3.7 2.9 1.3 3.0
Heroin 1.0 0.7 16 0.9 0.6 04 0.9

Apparently, education has an impact on the level of drug use. Respondents with the lowest level of education show
by far the highest prevalence rates. The last-year use of marijuana was reported by 34.9% of respondents with basic
education, in comparison to only 12.3% of respondents with university degrees. A similar pattern can also be
observed in all the other drugs; see Figure 2-1. As far as the correct interpretation of data is concerned, it should be
pointed out that the respondents with basic education may often include students who have not finished secondary
school yet and are at the age which is the most typical in terms of drug use. Thus, to a certain extent, the high
prevalence among the respondents with basic education may be due to their young age.

% Taking into account the different ages of the respondents participating in both studies — 15-16 years in the ESPAD survey
(approximately one third was recruited from the ninth grades of basic schools, and two thirds of the sample originated from the first
9rades of secondary schools) and 15 years of age in the HBSC study (the ninth grades of basic schools only).

® Grant No. NS9645-4/2008, Internal Grant Agency, Czech Ministry of Health, Principal Investigator Hana Sovinov4, MD; the
beneficiary of the grant is the National Institute of Public Health in Prague.
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Figure 2-1: Prevalence of illicit drug use in the last year by education (%) (Sovinova and Csémy, 2010)
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2.1.2 Survey on Citizens’ Opinions about and Attitu  des to the Issues of Health and Healthy
Lifestyles

The Citizen Survey project, carried out in the autumn of 2009, involved the taking of control measures of substance
use prevalence rates by means of two different methods of interviewing applied as part of the 2008 General
Population Survey and the 2008 EHIS. The rationale was to simulate the different interviewing approaches and
contexts and explain the reasons which may have led to the two studies differing in their results: one half of the
respondents was asked the first type of question set at the beginning of the questionnaire, the other half of the
respondents was asked the second type of question set at the end of the questionnaire. Neither the way in which the
guestions were formulated nor their sequencing in the questionnaire produced any significant differences in the
prevalence levels as identified. Therefore, the results are summarised for the entire sample of respondents; see
Table 2-2. The lifetime use of cannabis, ecstasy, pervitin, and cocaine was reported by 27.6%, 4.6%, almost 2.5%,
and 1.5%, respectively, of respondents aged 15-64.

Table 2-2: Prevalence of illicit drug use in three time spans by gender and age (%) (Narodni monitorovaci stfedisko pro
drogy a drogové zavislosti and Agentura INRES-SONES, 2009)

Gender Age Total
Prevalence | Drug Males Females | 15-24 25-34 35-44 45-54 55-64 (N=1486)
(n=743) | (n=743) | (n=275)| (n=341)| (n=303)| (n=276)| (n=291)
Cannabis 33.2 21.9 53.8 38.7 215 15.6 7.6 27.6
- Ecstasy 6.1 3.2 8.4 10.0 2.3 18 0.0 4.6
Lifetime —
prevalence | erviinor. 2.8 22 44 | 44 13 11 1.0 25
amphetamines
Cocaine 1.9 11 2.2 1.8 1.3 11 1.0 15
Cannabis 151 7.1 29.5 15.2 4.6 4.0 24 111
Last-year Ecstasy 2.0 0.8 4.0 18 0.3 11 0.0 14
prevalence | Pervitin or 0.4 0.0 0.0 06 0.0 0.4 0.0 0.2
amphetamines
Cocaine 0.4 0.4 0.7 0.3 0.3 0.4 0.3 0.4
Cannabis 7.0 1.2 11.6 6.2 1.0 0.7 1.0 4.1
Last-month | Ecstasy 0.1 0.1 0.7 0.0 0.0 0.0 0.0 0.1
prevalence | Pervitin or 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
amphetamines
Cocaine 0.1 0.1 0.0 0.3 0.3 0.0 0.0 0.1
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The results showed that males had had significantly wider experience of illegal drugs. The number of men who had
used cannabis in the last year was double that of women (15.1% vs. 7.1%). Similar figures were registered for
ecstasy. Experience with cocaine in the last year was reported by the same proportions of males and females
(0.4%). The prevalence of drug use declined with increasing age, which confirmed the traditional age-related
patterns of use. Over one half of young adults aged 15-24 had used cannabis in their lifetime; almost one third of
them reported cannabis use in the previous 12 months.

Figure 2-2: Lifetime prevalence of experience with illicit drugs by gender and age (%) (Narodni monitorovaci stfedisko
pro drogy a drogové zavislosti and Agentura INRES-SONES, 2009)
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2.1.3 Comparison of Drug Use Prevalence Levelsint he 2008-2009 Surveys

In view of the respondents’ different age range, the prevalence rates from all four general population surveys carried
out from 2008 to 2009 can only be compared for the 18-39 age category in terms of the last-year prevalence
indicator; see Table 2-3. This comparison indicates that the lowest prevalence rates were found in the 2008 EHIS
survey focused on health and healthy lifestyles (for possible reasons see above). Research projects examining
substance use-related issues and working with large enough samples (such as Drinking among Young Adults and
the 2008 General Population Survey) show congruent prevalence levels which indicate that in the Czech Republic
the prevalence of the use of cannabis, ecstasy, pervitin, and cocaine among people aged 18-39 in the last year
reached the levels of 22-24%, 6.5-7%, 3-3.5%, and 0.5-1.5%, respectively.

Table 2-3: Comparison of prevalence rates of the use of specific drugs in the past 12 months identified by different
surveys for the population aged 18-39 (%) (Narodni monitorovaci stfedisko pro drogy a drogové zavislosti and Agentura
INRES-SONES, 2009; Sovinova and Csémy, 2010; Bélackova and Horakovd, 2010; Narodni monitorovaci stfedisko pro
drogy a drogové zavislosti, 2010e)

2009 Citizen Survey 2009 Drinking among | 2008 ngeral 2008 EHIS
Drug (n=712) Young Adults Population Survey (n=803)
(n=2221) (n=2114)

Cannabis 19.1 21.8 23.6 8.2
Ecstasy 24 7.0 6.4 14
Pervitin or 0.3 35 2.9 1.0
amphetamines

Hallucinogens - 3.0 6.8 29
Cocaine 0.6 - 14 0.9
Heroin - 0.9 0.8 0.6

As regards the 2008 General Population Survey and the 2009 Citizen Survey studies, prevalence levels pertaining to
all three time spans under scrutiny and the entire adult population aged 15-64 can be compared. The prevalence
rates reported as part of the Citizen Survey show significantly lower levels than those found in the 2008 General
Population Survey. Nevertheless, they confirm the higher level of the Czech population’s experience with drug use
than that identified by the 2008 EHIS research project. Given that the Citizen Survey was carried out just one year
after the 2008 General Population Survey, the differences between both studies should be attributed to
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methodological variations and the different contexts of the data collection process rather than being interpreted as
the beginning of a declining trend in drug use in society”’. The Citizen Survey was designed as an omnibus study?®,
while the 2008 General Population Survey was a monothematic research project focusing on drug issues only; see
Table 2-4.

Table 2-4: Comparison of prevalence rates of use of specific drugs recorded by the 2009 Citizen Survey and the 2008
General Population Survey (%) (Narodni monitorovaci stfedisko pro drogy a drogové zavislosti and Agentura INRES-

SONES, 2009; Béla¢kova and Hordkova, 2010)

2009 Citizen Survey 2008 General Population Survey
Total Total
Prevalence Drug Age 15-24 | Age 15-34 Age 15-24 | Age 15-34
(=275) | (n=616) | 2981564 | i _g>7) | (n=1891) | 3981564
(N=1486) (N=4500)
Cannabis 53.8 45.5 27.6 58.7 53.3 34.3
I Ecstasy 8.4 9.3 4.6 20.8 184 9.6
Lifetime Pervitin or
prevalence . 4.4 4.4 25 7.2 7.8 4.3
amphetamines
Cocaine 22 1.9 15 2.8 3.6 2.0
Cannabis 29.5 21.6 111 37.3 28.2 15.2
Last-year Ecstasy 4.0 2.8 14 11.2 7.7 3.7
prevalence | Pervitin or 0.0 03 0.2 36 3.2 17
amphetamines
Cocaine 0.7 0.5 04 1.9 1.6 0.7
Cannabis 11.6 8.6 4.1 224 16.7 8.5
Last-month Ecstasy 0.7 0.3 0.1 3.3 2.6 12
prevalence | Pervitin or 0.0 0.0 0.0 15 14 0.7
amphetamines
Cocaine 0.0 0.2 0.1 0.8 0.8 0.4

In conclusion, the lifetime prevalence rate of the use of cannabis, ecstasy, pervitin, and cocaine among the Czech
adult population is 30%, 5-10%, about 4%, and 2%, respectively. The prevalence of the last-year use of cannabis,
ecstasy, pervitin, and cocaine among Czech adults reached the respective levels of 11-15%, 3-4%, about 1.5%, and
about 0.5%. The use of cannabis, ecstasy, pervitin, and cocaine by young adults (aged 15-34) showed prevalence
rates of 22-28%, 3-8%, up to 3%, and about 0.5-1.5%, respectively.

The lifetime prevalence of cannabis use was also covered by a survey conducted by the Public Opinion Poll Centre
of the Institute of Sociology of the Academy of Science of the Czech Republic, a public research institution (the
Public Opinion Poll Centre), which showed that 28% of respondents of the age of 15 and over had used cannabis at
least once in their lifetime — see below.

2.1.4 Attitudes to Substance Use

The Public Opinion Poll Centre’s annual survey of tolerance towards selected groups of citizens was conducted in
March 2010. Items concerning drug addicts and people dependent on alcohol are included in the research project.
The level of tolerance is identified by means of a question in which the respondents were asked to choose groups of
people whom they would not like to have as their neighbours. Traditionally, Czech citizens were the least tolerant
towards drug addicts, people dependent on alcohol, and people with a criminal history. In all these groups, however,
relatively stable levels with a slight increase in tolerance can be observed; see Figure 2-3. The public acceptance of
gays and lesbians is also rising. On the contrary, growing intolerance towards the mentally ill and people with a
different skin colour has been experienced since 2003.

" The greatest differences between both studies appear as regards younger age groups and drug use in recent recall periods — for
example, the prevalence of cannabis use among young people aged 15-24 in the last month as recorded by the 2008 General
Population Survey is almost double the comparable variable measured by the Citizen Survey.

8 | e. concerned with a wider range of topics, including more thematic modules.
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Figure 2-3: Year-to-year comparison of responses to the question “Who would you like not to have as your neighbours?”
for the years 2003 (2007 as applicable) and 2010; respondents aged 15+ (%) (Centrum pro vyzkum verejného minéni,

2010b)
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In May 2010 the Public Opinion Poll Centre conducted another representative survey using a sample of 1,061
respondents which examined the citizens’ perception of the current drug use situation in both their community and
the Czech Republic as a whole. It was shown that the public perceives drug use as a problem of the Czech Republic
(86% of respondents) rather than an issue of concern in their own community (53%); see Figure 2-4. The people
from small municipalities of up to 2,000 inhabitants thought of the situation in the most positive terms in relation to
their communities, while the inhabitants of towns and cities showed a more positive perception of the situation in the
Czech Republic in general.

Figure 2-4: Czech citizens’ perception of the current drug use situation; respondents aged 15+ (Centrum pro vyzkum
vefejného minéni, 2010a)
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Almost half of the respondents (47%) believe that Czech institutions address the problem of drug use to a
reasonable degree, 38% believe that their activities are insufficient in this respect, 6% answered that the institutions
paid excessive attention to the issue (this opinion was mainly held by the respondents who had had experience with
drugs), and 9% of the people did not know how to respond to the question. In addition, questions about the level of
acceptability of specific addictive substances and the direct or indirect experience of drug use were asked; see
Figure 2-5. Most respondents found the use of painkillers, sleeping pills, and tranquillisers the most acceptable
(87%). A significant majority also accepted the traditional legal drugs such as tobacco and alcohol (74% and 72%,
respectively). Both “hard” (heroin, pervitin, ecstasy) and “soft” (marijuana and hashish) drugs were among the least
accepted substances. They were found unacceptable by 99% and 74% of the respondents, respectively®.

% The terms hard and soft drugs, as well as the substances assigned to these categories, were used in the questions by the agency
which carried out the research. The distinction between hard and soft drugs is inaccurate, unclear, and informal. In principle, it generally
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According to the Public Opinion Poll Centre, a more liberal attitude to the use of soft drugs is expressed by men,
people under 30, people living in Prague, and those who had used a drug themselves or at least know somebody
who had.

Figure 2-5: Degree of acceptability of the use of specific addictive substances; respondents aged 15+ (Centrum pro
vyzkum verejného minéni, 2010a)
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Furthermore, the respondents were asked, although in general terms only, about their experience with drugs. The
answers indicated 28% of the respondents of the age of 15 and over had tried marijuana or hashish and 54% also
knew somebody who had tried or used the drugs. Four per cent of the respondents had tried heroin, pervitin, or
ecstasy, and 31% of the respondents knew somebody with similar experience; see Figure 2-6. This survey, too,
confirmed that men and individuals up to 30 years of age have more direct and indirect experience with drug use.
Direct personal experience with marijuana or hashish was reported by 54%, 55%, 35%, and 15% of the respondents
in the 15-19, 20-29, 30-44, and 45-59 age categories respectively, while among people over sixty the rate was only
5%.

Figure 2-6: Personal and mediated experiences with illicit drugs; respondents aged 15+ (Centrum pro vyzkum verejného
minéni, 2010a)
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2.2 Drug Use in the School Population and among You  ng People
2.2.1 ESPAD Study

Coordinated by the Swedish Council for Information on Alcohol and Other Drugs (CAN), the ESPAD survey has
been carried out every four years since 1995. The Czech Republic has participated in this research project since its
beginning. The 2007 results, including the trends observed from 1995, can be found in a summary publication
(Csémy et al. 2009); the major findings were also included in the 2007 and 2008 Czech national reports. A report

refers to a varied level of health and social risks and effects associated with using them. As far as illegal drugs are concerned, the most
common drug considered soft is cannabis.
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summarising the 2007 ESPAD survey results from all of Europe, including international comparisons, were also
published (Hibell et al. 2009). The fifth round of the survey, scheduled for the spring of 2011, is currently under
preparation.

2.2.2 HBSC Study

Health Behaviour in School-aged Children (HBSC) is an international survey focused on health and health
behaviours among children aged 11, 13, and 15 (organised by the WHO every four years since 1985; the Czech
Republic has participated in the project since 1993). Questions enquiring about experience with the use of illicit drugs
were only included in the questionnaire for 15-year-old students. The last round but one of the survey was conducted
in 2006; for a summary of the results see the 2006 Annual Report. The international report was published in 2008
(World Health Organization, Regional Office for Europe, 2008). In the Czech Republic, the latest round of data
collection took place in the spring of 2010.

2.2.3 Other Surveys of the School Population

A survey conducted by A Clubs Czech Republic took place in 2009. It involved 19 schools from the city of Brno and
another 10 schools located in the South Moravian region. The total number of respondents recruited for this survey
was 3,486. They included pupils at the second level of basic schools, secondary school students (including those
receiving training in vocational centres), and students at higher vocational schools, mostly from 11 to 20 years old.
Given the low response rate on the part of secondary schools, the sample cannot be regarded as representative for
the age category under consideration (A Kluby CR, o.g.s., 2009). The study sought to determine the state of
substance abuse in basic and secondary schools in Brno. 0

In 2009, the Institute for Criminology and Social Prevention published the results of a study in which 464 second-
and third-year students (56% females, 44% males) at secondary vocational schools and apprentice centres were
surveyed about their attitudes to various aspects of stimulus stories. One of the stories, entitled Cannabis, featured
secondary school students who grew, possessed, used, gave out, and bought marijuana. Later one of them was
caught by the police with a supply of the drug on him, which was a transgression resulting in the student being
expelled from school. Analysis of students’ attitudes to this fictitious story suggests that young people find marijuana
a natural part of their peer culture and generally consider the use of it everybody’'s own business. The only lapse on
the part of the protagonists of this “cannabis” story, as viewed by their peers, was their not being careful enough, i.e.
that they “got caught” doing something illegal. At the same time, the respondents seemed to have a generally good
understanding of the risks associated with such conduct and showed no particular sympathy for those on whom
sanctions were imposed for using and distributing cannabis. A large number of the respondents agreed to expulsion
from school as a sanction for marijuana excesses and the punishment of a “professional” dealer met with a
completely positive response (VeCerka et al. 2009).

2.3  Drug Use among Targeted Groups/Settings at Nati  onal and Local Level
2.3.1 Drug Use among Children in Socially Excluded Roma Localities

Commissioned by the Agency for Social Inclusion in Roma Localities, SocioFactor, a limited-liability company,
developed the Methodology for Research into the Use of Addictive Substances among Young People in Socially
Excluded Localities (SocioFactor s.r.0., 2010). The study focused on Roma areas in the city of Brno. It tested four
different methods: interviews with drug and/or social exclusion experts operating in Roma localities; individual
interviews with drug users; focus groups with basic school pupils, and a questionnaire survey among 117 pupils in
the sixth to ninth grades, out of which Roma accounted for 80%. As for illegal drugs, the experts report marijuana to
be the most common addictive substance among the children; their estimates indicate that 80-90% of the children
had experienced cannabis use by the age of 15. According to the experts, the degree of tolerance towards
marijuana is comparable to that towards cigarettes, and is probably higher than the tolerance towards alcohol. Other
frequently used drugs include toluene. The use of toluene, however, appears to be associated with the lowest social
status and children consider it “the drug of the stupid”. It is noteworthy that the questionnaire survey showed that
32% of the children in the sixth to ninth grades had used cannabis at least once, while experience with other drugs
(ecstasy, pervitin, or heroin) was reported by 6% of the children.

2.3.2 Drug Use among Drivers

From March 2008 to June 2009, as part of the DRUID31project, investigators of the Transport Research Centre
collected the basic demographic data and saliva samples of drivers stopped during regular police checks. The aim of
this international project was to enhance road safety at the EU level and reduce the number of individuals driving
under the influence of addictive substances. The first of the seven steps of the project was to get a general idea of
the prevalence of the use of psychoactive substances among drivers. A total of 2,039 saliva samples, from 1,593
and 446 male and female drivers, respectively, was examined in a toxicological laboratory (Zaoral and Weinberger,
2010). Positive tests for any of the drugs under study, including alcohol, were recorded in 108 samples (88 males

% The results are available from http://www.vyzkum-mladez.cz/zpravy/1265711667.pdf.
* Driving under the Influence of Drugs, Alcohol, and Medicine
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and 20 females), which contained 138 instances of drugs, both legal and illegal. The research study was voluntary;
drivers had a chance to refuse to participate. Presumably, participation was more likely to be refused by impaired
drivers. The Transport Research Centre estimates that, out of a total of 500 refusals, approximately one third of the
drivers had used a substance impairing their capacity to drive. The total prevalence level of driving under the
influence of psychoactive substances is estimated to be 10-15%. Out of 108 positive samples, the active metabolite
of cannabis (delta-9-THC) was detected in 33 cases, alcohol in 23 cases, methamphetamine in 12 cases, cocaine
once, and benzoylecgonine (the primary metabolite of cocaine) was found in two cases. As far as legal drugs (pills)
are concerned, citalopram was identified the most frequently (18 cases), followed by nordiazepam, bromazepam,
alprazolam, and tramadol in 9, 8, 7, and 6 cases, respectively. In total, illegal drugs, or combinations thereof, were
detected in 41 cases, medicines with negative effects on the ability to drive were identified in 47 cases, and alcohol
was present in 23 cases. The most common combination of illegal drugs was methamphetamine and THC, which
were detected concurrently in 8 samples. Even if the drivers who refused to participate in research showed a higher
level of the presence of alcohol, the results suggest, nevertheless, that the level of use of non-alcohol drugs,
including fillicit ones, among road users is comparable to that of alcohol use. The detection of psychoactive
substances in traffic accidents and in drivers killed on the road is covered by the chapter on Drugs and Road
Accidents (p. 72).

2.3.3

The year 2009 saw the continuation of the data collection process as part of the evaluation of the 2009 Safer Party
Tour project, following up on a similar initiative carried out in 2008, which provided preventive and harm reduction
services at 14 summer festivals (for more details see the chapter Selective Prevention on page 39). The
guestionnaire survey among the project’s clients included 381 respondents from 16 to 54 years old, the average age
of the entire sample being 24.2. Males comprised two thirds (69.7%), and the average ages of the male and female
respondents were 24.8 and 22.8 years, respectively. During the survey, less than one third (30.5%) of the project’s
clients were students, 62.5% were in employment or were carrying on a business. One fifth (20.1%) of the
respondents reported having university/college education, while secondary school graduates with the “maturita”
school-leaving exam accounted for 53.5%.

Drug Use in the Nightlife Setting

At least one experience with any of the drugs under study (with the exception of alcohol and the so-called “syrup”sz)
was reported by the vast majority of clients (92%) who completed the questionnaire. Three quarters (75.9%) and
44.9% of the sample had used at least one of the drugs under study in the past twelve months and the past 30 days,
respectively. The prevalence rates of the use of the substances under scrutiny during the specific recall period are
summarised in Table 2-5.

Cannabis, alcohol, and ecstasy, followed by magic mushrooms, LSD, pervitin, poppers, and cocaine, enjoyed the
greatest popularity with the clients of the project. Alcohol, cannabis, and ecstasy were also the most likely to be
reported by the respondents as the drugs which they had used, or planned to use, at the festival where they
completed the questionnaire; in all three cases, the proportion of such people was even larger than that of the people
who had used drugs in the past thirty days. In gender terms, with the exception of 12-month and lifetime cannabis
use, men were more likely to have greater experience with most of the substances under study.

Table 2-5: Proportions of 2009 Safer Party clients who reported experience with drugs in their lifetime, in the past 12
months, and the past 30 days, and/or planned to use them at the event where they completed the questionnaire (%)
(Narodni monitorovaci stfedisko pro drogy a drogové zavislosti, 2010a)

Drug Lifetime 12 months 30 days This event
(%0) (*0) (*0) (%0)

Alcohol 61.7 40.2 33.1 62.5
Cannabis 71.1 471 318 36.6
Ecstasy 60.3 374 14.7 20.2
Pervitinflamphetamine 43.8 21.6 7.7 7.1
LSD 44.7 23.8 7.1 5.0
Magic mushrooms 52.9 21.3 4.2 18
Poppers 44.6 154 5.3 2.9
Opiates/heroin 10.3 13 05 0.5
Cocaine 41.6 22.6 8.7 53
GHB 13.2 3.9 18 0.8
Ketamine 10.8 2.9 0.3 0.3
Syrup (dextromethorphan) 7.7 11 0.7 04

The process of data collection for the 2010 Dance and Drugs research project concerned with the recreational use of
drugs in the nightlife setting, conducted by the National Monitoring Centre for Drugs and Drug Addiction in

% Cough sgrup with a content of dextromethorphan (the relevant products with a marketing authorisation for the Czech Republic include
Robitussin™ and Humex, dry cough syrup), which hip-hop fans, in particular, tend to abuse.
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association with the Rave.cz and Techno.cz internet magazines and the Metropolis magazine, was initiated in June
2010. The project involves an online questionnaire survey on a self-nominated sample of electronic dance music
fans which follows up on similar studies carried out in the years 2000, 2003, and 2007. The main objective of the
research project is to explore, using a comparable methodology, trends in the use of both legal and illegal drugs and
the prevalence of risk behaviours among young people who attend dance events. Data will be collected until late
September 2010. The preliminary results should be available by the end of the same year.

A comparison of the degree of the use of drugs identified by the 2007 Dance and Drugs study and the 2008 and
2009 Safer Party Tour projects, respectively, is provided in Figure 2-7. In view of the methodological differences
between the studies and the fact that none of the studies worked with representative samples of the population of
dance partygoers, the trend data need to be interpreted with caution.

Figure 2-7: Prevalence of use of specific drugs in the past 12 months among the clients of the 2008 and 2009 Safer
Party Tour projects and among recreational drug users interviewed as part of the 2007 Dance and Drugs survey (%)
(Narodni monitorovaci strfedisko pro drogy a drogové zavislosti, 2008a)
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Note: Experience with alcohol use reported for the purposes of the Safer Party Tour project is most probably under-represented
because of the way the answers to the alcohol-related questions were recorded.

The year 2009 also experienced a few surveys carried out through the vyplnto.cz33 public portal. The issues in
guestion included drug prevalence, the effects of drugs on life, and opinions about the legalisation of marijuana. In
view of the fact that the samples comprise internet users and are not representative, the evidence these research
efforts provide is very limited.

% See http://www.vyplnto.cz/.
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3 Prevention

In the Czech Republic, the co-ordination of primary prevention of high-risk behaviour and addictive substance use is
in the competence of the Czech Ministry of Education, Youth, and Sports (the Ministry of Education). The main
documents in this area are the Strategy for the Prevention of Risk Behaviour among Children and Young People in
the Jurisdiction of the Ministry of Education in the Period 2009-2012 and the methodological guidelines of the
Ministry of Education concerning the prevention of social pathologies in children, pupils, and students in schools and
educational facilities. The Standards of Primary Prevention and the process for certifying primary prevention
programmes are major quality control tools in the field of prevention; the latter was temporarily halted in mid-2009
due to the transformation of the system.

In 2009 the Ministry of Education’s subsidy programmes were used to support 278 projects carried out by schools
and educational facilities and 18 projects implemented by non-governmental non-profit organisations. The GCDPC
supported 11 preventive projects in 2009 — mainly with regards to specialised NGO preventive programmes.

Specific and indicated prevention programmes are focused on working with at-risk groups, individuals, and families.
A significant topic is the prevention of addictive substance use among children and adolescents from ethnic
minorities in the Czech Republic.

In the field of early diagnosis and intervention, tools such as the Substance Use Risk Profile Scale (SURPS)
diagnosis method, PREVenture intervention tool and the CRAFFT questionnaire with an intervention manual for
paediatricians have been implemented in practice.

Besides the Czech equivalents to the Pay attention — or pay the price! and Designated Driver campaigns that are
partially or even entirely focused on preventing drug use among drivers, no campaign focused on drug use was held
at a national level in 2009. In the Czech Republic, several good websites and online applications offer information
and counselling in the field of preventing drug use and the impacts of drug use.

3.1  System and Framework of Drug Prevention

Primary prevention has traditionally been one of the four pillars of the Czech anti-drug policy strategy. In the Czech
Republic, the development of a plan, the contents, and the coordination of primary prevention of high-risk behaviour
in children and adolescents are in the competence of the Czech Ministry of Education, Youth, and Sports;
specifically, the area of prevention is in the competence of the department responsible for prevention and institutional
education. The use of addictive substances is one type of high-risk behaviour.

The Ministry of Education co-ordinates the prevention of high-risk behaviour and the prevention of addictive
substance use on the horizontal level, where its task is to actively work with topically relevant departments (Ministries
of Health, Interior, Labour and Social Affairs, Defence and others). Such collaboration includes interdepartmental
bodies and structures such as the GCDPC and the National Committee for Crime Prevention). In addition, the
Ministry of Education works with local governments (regions and municipalities), providers of counselling, education
and methodological services in primary prevention (other organisations directly managed by the Ministry of
Education, non-governmental organisations, colleges and universities, regional counselling facilities). In 2009, the
Committee for Primary Prevention Coordination, an advisory body to the Ministry of Education, was set up with the
main goal of coordinating activities on interdepartmental, region-based and district levels, unifying processes and
models in the area of preventing high-risk behaviour.

On the vertical level, the Ministry of Education leads the methodology and co-ordinates regional prevention co-
ordinators at schools (employees of the regional authorities), local prevention workers (employees at educational
and psychological counselling centres) and school prevention workers (selected teaching staff at schools and
educational facilities).

The Ministry of Education Methodological Guidelines No. 20 006/2007-51 on primary prevention of social
pathologies in children, pupils, and students at schools and educational facilities: (1) defines the terminology and the
integration of prevention into school education programmes; (2) describes individual institutions in the prevention
system and the role of the teaching staff member; (3) defines the Minimum Prevention Programme; (4) recommends
procedures to be followed by schools and educational facilities (“schools") in the event that specific forms of high-risk
behaviour arise in children and adolescents. In January 2009, the GCDPC instructed the Minister of Education to
amend these methodological guidelines, particularly in relation to the performance of drug tests on pupils' bodily
fluids, school procedures and cooperation with external subjects in resolving addictive substance-related problems
among pupils (for more details see the 2008 Annual Report)34.

In five sections, the document Strategy for the Prevention of Risk Behaviour among Children and Young People in
the Jurisdiction of the Ministry of Education in the Period 2009-2012 presents an evaluation of the past strategy for

% The Ministry of Education, Youth, and Sports has announced that it would issue the updated methodological guidelines in the autumn
of 2010.
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the 2005-2008 period, defines target groups and terms, and presents a system for organising primary prevention
and strategic goals for the 2009-2012 period. These long-term goals should be detailed in action plans which are
always drawn up for two-year periods. The strategy is also beneficial in that it introduces the term "risk behaviour" in
place of the previous outdated and inaccurate terms "social pathology" or “socially pathological phenomenon”.

Addictive substance use primary prevention programmes in the Czech Republic which apply for government funding
from the Ministry of Education and the GCDPC must be certified®. The reason for certification is based in ensuring
that the preventive programmes provided meet at least a minimum level of quality and ensuring that public funding is
spent efficiently. Certification regarding the professional competence of the provider of the addictive substance use
primary prevention programme offers proof that the programme corresponds to set quality and comprehensiveness
standards. The certification process is based in the Professional Qualification Standards for Providers of Addictive
Substance Use Primary Prevention Programmes (Ministerstvo Skolstvi, mladeze a télovychovy, 2005) and the
certification system in the field of prevention was launched in 2006 — for more information see the 2006, 2007, and
2008 annual reports. The Certification Agency established at the Institute for Pedagogical and Psychological
Counselling verified whether the programme meets the criteria for professional competence (certification process).
On the basis of an order by the Minister of Education, the activities of the Certification Agency were discontinued as
of 16 July 2009 due to an announced transformation of the certification system; as a result, all certification processes
were halted. Certification for addictive substance use primary prevention programmes is planned to be renewed from
1 August 2010.

The Ministry of Education supports primary prevention programmes in subsidy proceedings which are divided into:
Programme | for schools and educational facilities (the Ministry of Education up until and including 2009 provided
financing in the form of subsidies for individual regions which then distributed the funds to schools and educational
facilities); Programme Il for national and regional projects implemented primarily by NGOs; and Programme |l
addressing educational facilities for young people in institutional care and educational establishments for preventive
care. In 2009, a total of 278 projects were supported in Programme |, with 166 projects being at primary schools. The
greatest number of projects supported was from the Usti nad Labem region (37); on average, the most resources
per project (CZK 57,400) (€ 2,171) were received by projects in the South Moravian region (MSMT, 2010b). As part
of Programme II, non-governmental non-profit organisations were given subsidies for 18 projects in 2009 (MSMT,
2010c). Based on the Ministry of Education’s methodological guidelines concerning the provision of government
subsidies to implement activities in the area of preventing risk behaviours for the 2010-2012 period, subsidy
proceedings for 2010 were announced in September 2009. A new feature is that subsidy programmes were merged.
The sole provider of subsidies will be the Ministry of Education (projects will not be supported through subsidies
given to the regions as was done earlier in Programme |); for projects lasting several years, applications can be
submitted to receive subsidies for up to three years, but subsidies will be provided for the corresponding calendar
year (MSMT, 2010d). For more on the Ministry of Education’s expenditures and subsidies earmarked for drug policy,
also see the section on Economic Analysis (p. 18).

The school prevention worker coordinates the development and implementation of the school's prevention
. ... 36 . . ..

programmes, and controls and evaluates prevention activities™. Working with the school administrators and other

educational staff, the school prevention worker creates a Minimum Prevention Programme which presents the basic

strategy (short-term for a single school year or long-term over several years) for preventing social pathologies at the

school or educational facility. The minimum prevention programme is part of the school's educational programme.

In a survey of school prevention workers in the Usti nad Labem region carried out in the 2009-2010 school year, a
profile of the typical school prevention worker was created: female aged 41-50 years, has worked in education for
21-25 years, has been working as the school prevention worker for one year, in addition is a homeroom teacher who
has not completed an accredited study programme in school prevention work, has not built a prevention team at the
school, and her most frequent activities include direct work with pupils, work with the class, and consultations with
parents (Stastna et al. 2010b).

A total of 42 school prevention workers (37 women and 5 men) and five prevention workers based at pedagogical
and psychological counselling centres in the Olomouc region participated in a study focused on school prevention
workers and their role in school prevention carried out in the region of Olomouc. The results found that most of the
time, school prevention workers in the region resolve disciplinary and relationship problems, or problems connected
with smoking. The time allocated to perform prescribed school prevention activities and no or low financial
remuneration represent a significant problem (Dolejs, 2009).

Ministry of Education Decree No. 317/2005 Coll., on the further education of teaching staff, accreditation
commissions and the career system of teaching staff, Section 9 (Education to perform specialised activities) requires
that, in order to perform the post of a school prevention worker, a person must complete at least 250 lessons of

% By virtue of Government Resolution No. 693 from 7 June 2006, on the introduction of a certification system in the field of primary drug
prevention and on the basis of the rules for financing drug policy approved by Government Resolution No. 1071, dated 19 September
2007.

% The activities of the school prevention workers are defined in Annex 3/Il to Decree No. 72/2005 Coll., on the provision of counselling
services in schools and educational counselling facilities.
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specialised training. According to the methodological guidelines on the primary prevention of social pathologies in
children, pupils, and students in schools and educational facilities (see above), the school education staff member
who, in addition to direct educational activities, also performs specialised activities to prevent risk behaviour, receives
a bonus of CZK 1,000 to 2,000 (€ 38 to 76) per month, i.e. 5-10% of their monthly salary. A survey among school
prevention workers in the Usti nad Labem region found that 22% of the prevention workers at basic schools and
33% at secondary schools who were questioned completed a specialisation course; nevertheless, in connection with
the performance of their prevention-related responsibilities, school prevention workers complete training courses with
a fewer number of lesson hours (Stastna et al. 2010b).

In 2009, the Ministry of Education supported implementing the project Development of a modular training system in
the prevention of social pathologies for teaching and counselling staff at schools and educational facilities on a
nationwide level (Reg. No. CZ.1.07/1.3.00/08.0205). This is focused on creating systematic training in the prevention
of risk behaviour for teaching staff at schools and on an initial, pilot verification of the proposed changes in five Czech
regions. The resulting output will be a proposed system for life-long education in this field on a national level.
Emphasis is placed on its applicability in preparing the Minimum Prevention Programme and regional education
strategies. The goal of the project is to resolve the existing absence of systematic training for this target %roup in
preventing risk behaviour and solving problems with differing qualities of education among the Czech regions !

With co-operation from the Municipality Authority of the City of Prague and Charles University in Prague (1st Faculty
of Medicine), in reaction to the need to co-ordinate primary prevention activities, the pilot phase of the operations of
the Prague Centre for Primary Prevention (Prazské centrum primarni prevence 0.p.s.) and unified record-keeping
and data collection pertaining to prevention in Prague was launched in June 2009. At the same time, this will be
compatible with the planned national prevention (coordination) system. The Prague Centre for Primary Prevention
was established as a professional service and coordination facility in the primary prevention of risk behaviours and
as the expert supervisor of the prevention system in the City of Prague. In 2009, the preparatory phase was
launched for the next pilot project for a regional primary prevention centre in the region of South Moravia.

As part of the development of a modular training system in the field of prevention mentioned above, in co-operation
with the Centre for Addictology and SANANIM, a civic association, preparatory work was started in 2009 on a Czech
localisation and pilot release of an online training programme for parents entitled Prevention-Smart Parents®. The
course, created by the British organisation The Mentor Foundation, will be available free of charge.

In November 2009, the sixth annual conference on the primary prevention of risk behaviour, entitled Primary
Prevention: Options and Paths Forward®®, was held. As part of the selected topic of the conference, the current
situation was reflected on and visions were presented for the primary prevention of a wide range of risk behaviours in
the Czech Republic.

3.2  Universal Prevention

Universal prevention programmes are mainly implemented in schools and educational facilities. The Minimum
Prevention Programme (MPP), which is compulsory for every school, is a document containing the school's plan for
supporting healthy lifestyles and preventing all forms of risk behaviour. Created by the school prevention worker, the
minimum prevention programme is subject to being checked by the Czech School Inspectorate. Schools can
implement preventive activities on their own or in cooperation with external subjects (such as NGOs or the Police of
the Czech Republic). According to the evaluation of individual regions, the shortage of funds to implement preventive
activities, low support for the school prevention workers from the school administration and other colleagues, and the
perfunctory nature of the minimum prevention plan can be considered the most frequent reported shortcomings of
such plans in 2009.

An evaluation of the international preventive programme Unplugged (part of the EU-Dap 2 project) entered its final
phase in the Czech Republic. The programme is focused on preventing addictive substance use among pupils in the
6th grade, i.e. children aged 12-14. The research project is being implemented at 70 schools (experimental group of
966 pupils from 37 schools; control group of 888 pupils from 33 schools). The final, sixth round of data collection was
carried out in June 2010 (Miovské et al. 2009; Jurystova et al. 2009; Addmkova et al. 2009).

In 2009, the GCDPC supported 11 specialised preventive projects implemented by NGOs in Brno, Jindfichav
Hradec, Mlad4 Boleslav, Olomouc, Ostrava, Pilsen, Prague (3), Slavi€in, and TiSnov (a total of 149 projects of
various types of services were supported by the GCDPC in 2009). During the school days, a total of 24,208
prevention interventions were carried out (blocks, meetings, interactive seminars, consultations, interventions,
overnight trips, etc.) and contact was made with 102,985 people. Outside of school, a total of 13,579 prevention
interventions were carried out and contact made with 5,598 people as part of indicated prevention, educational
activities, and information service (Narodni monitorovaci stfedisko pro drogy a drogové zavislosti, 2010d).

%" For more information see http://www.adiktologie.cz/articles/cz/220/1592/Tvorba-systemu-modularniho-vzdelavani-v-oblasti-prevence-
socialne-patologickych-jevu-pro-pedagogicke-a-poradenske-pracovniky-skol-a-skolskych-zarizeni-na-celostatni-urovni.html?acc=enb.

% See http:/prevention-smart.org/.

* For more information see http://www.pprch.cz.
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3.3  Selective Prevention in At-risk Groups and Sett  ings

Selective prevention programmes are focused on at-risk groups in the population with a higher risk of addictive
substance use. From a long-term perspective, the use of addictive substances among children and adolescents from
ethnic minorities in the Czech Republic is a serious problem which has not been managed sufficiently. The Centre
for Addictology has implemented a project aimed at evaluating preventive measures, researching and proposing
solutions in relation to early diagnosis and interventions (see below) used when working with children and
adolescents from ethnic minorities who are at risk of social exclusion and the consequences of addictive substance
use (Stastna, 2010; Stastna et al. 2010a).

Over the long term, the activities of Prev-Centrum, a civic association, which implements the Early Intervention
Programme for at-risk classroom groups between the 5th and 9th grades at basic schools is presented as an
example of good practice in the area of selective (and indicated) prevention (for more information see the 2008
Annual Report). The activities of Anima, a civic association, which operates a Children's Club for children from
families at risk due to dependency or from otherwise difficult environments, can also be presented as an example
(Anima, 2010).

In cooperation with other providers of drug services, the civic association Chilli.org has implemented the second year
of its project 2009 Safer Party Tour, focused on drug prevention and harm reduction interventions at large summer
dance and music festivals. A total of 5,507 contacts were recorded at 14 festivals. It is difficult to draw a clear line
between primary prevention and harm reduction intervention in projects of this type. An evaluation of the 2009 Safer
Party Tour project was co-ordinated by the National Focal Point. In addition to other areas, information was
evaluated regarding how the safety of the people attending music events was organised and managed. Although
music festivals vary in how they ensure the safety and health of their participants, the lack of drinking water, poor
sanitation facilities and the fact that security confiscates soft drinks at the entrance can all be considered
fundamental inadequacies. Nevertheless, as opposed to the previous year, the organisers’ accommodating
approach to work with the 2009 Safer Party Tour implementation team was evaluated positively. The presence of
medical personnel at festivals is standard (National Monitoring Centre for Drugs and Drug Addiction, 2010a) — for
more results of the 2009 Safer Party Tour project see the chapter on Drug Use in the Nightlife Setting (p. 34).

3.4 Indicated Prevention

Indicated primary prevention works individually with at-risk individuals, their families, and the community. The first
signs of addictive substance use are present in these individuals, but the criteria for problem drug use and
dependency are not met. In the Czech Republic, indicated prevention is carried out by institutions established by the
national, regional or local municipal government (including pedagogical and psychological counselling centres and
child and family counselling centres) as well as non-governmental organisations (i.e. low-threshold clubs for children
and adolescents which can be classified as non-specific prevention, as well as selective and indicated prevention).

3.4.1 Early Diagnosis and Intervention

A screening psychodiagnostic method called Substance Use Risk Profile Scale (SURPS) has been tested on and
adapted to the Czech student population. The SURPS assessment tool is designated for pupils and students
between 14 and 17 years of age (approximately 8th grade at basic school until the 2" year of secondary school).
Individuals who achieve the highest level of risk on the SURPS scale are offered PREVenture intervention (see
below). In the field of early diagnosis, Czech population norms were also created for the High School Personality
Questionnaire (HSPQ)* (Sucha, 2010a).

PREVenture (Conrod et al. 2006; Conrod et al. 2008) is a methodology for indicated primary prevention of addictive
substance use and early diagnosis and intervention which was adapted to the Czech population by the Centre for
Addictology. The PREVenture methodology is based on the principle of brief intervention related to corresponding
specific high-risk personality characteristics and lasting 2 x 90 minutes or 4 x 45 minutes for each of the risk factors.
PREVenture used cognitive behavioural techniques, elements of motivational interviewing, and education* (Sucha,
2010b).

The adapted and recently also tested CRAFFT (Knight et al. 1999) questionnaire has been available in the Czech
Republic since 2006, as has the early intervention methodology in the form of the Drug Prevention Manual in
Paediatric Practice (Starostova et al. 2007). The six-item CRAFFT screening questionnaire is used to identify
individuals at increased risk of the use of alcohol and other drugs. On the basis of the results of the screening, the
physician provides the individual with brief advice or intervention. Physicians were informed of the results of the
project and the pilot implementation of the tool was carried out in 2009 (Csémy et al. 2010; Kabi¢ek and Csémy,
2010).

0 For more information: http://www.adiktologie.cz/articles/cz/218/1644/Prevod-a-standardizace-psychodiagnosticke-metody-Substance-
Use-Risk-Profile-Scale-SURPS-a-tvorba-norem-u-Osobnostniho-dotazniku-pro-mladez-HSPQ-vysledky.html.

“ For more information: http://www.adiktologie.cz/articles/cz/218/1681/Metodika-indikovane-primarni-prevence-PREVenture-zakladni-
informace.html.
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3.5 National and Local Media Campaigns

The nationwide road-safety campaign “Pay Attention or Pay the Price!"* continued in 2009 — for more information
see the 2008 Annual Report. Another Czech Government Council for Road Safety (BESIP) project that continued to
be implemented in 2009 was the “Designated Driver™®® campaign — for more information see the 2007 Annual
Report.

Since 2005, the internet and text message service "Promile INFO" operated by SANANIM has been in place in the
Czech Republic. The service is focused on preventing driving under the influence of alcohol. This is a simple
application that helps users ascertain their approximate blood alcohol level and about how long it will take for them to
sober up and they would be able to drive again. As part of an extensive information campaign, the service was
promoted on beer coasters in 2009 and experienced exponential growth in requests. From the time it started
functioning in September 2005 until the end of 2009, a total of 69,839 requests were received, with 42,373 (61%) of
these occurring in 2009 alone. The Promile INFO service was used repeatedly by 4,670 telephone numbers. The
overwhelming majority of clients in 2009 were men, who sent in 83% of all requests; their average age was 29 years
old, while women were an average 27 years old. Nearly a third of requests (32%) were sent at a time when, based
on the data they entered, the client was sober. With regard to the average amount of alcohol consumed, the highest
values were reached for requests stating that consumption had started on Saturday through Monday — men on
these days consumed an average of 5 to 10 g of pure alcohol** more than women; but women, on the other hand,
consumed more alcohol on workdays (Skafupova and Kubi, 2010).

In the Czech Republic there are several good websites which offer information and counselling pertaining to
prevention; some of these are provided in a list of drug-related websites at the end of the report.

In 2010, the Prague Centre for Primary Prevention launched its Primary Prevention of High-Risk Behaviour in
Prague portal which offers information mainly for parents and professionals (including teachers, educators, district
and school prevention workers, school psychologists, and regional drug coordinators). The website includes
information support for creating minimum prevention programmes at schools, an overview of primary prevention
providers, opportunities for accredited specialised studies in prevention, current information about lectures, seminars,
conferences, etc.”®

“2 For more information see http://www.nemyslis-zaplatis.cz/.

“3 For more information see http://www.ibesip.cz/, http://www.domluvme-se.cz.

* This is 2-4 standard servings of alcohol. One standard serving is e.g. 0.5 | of beer, 2 dl of wine or 5 ml of hard alcohol.
5 For more information: http://www.prevence-praha.cz.

page 40



4  Problem Drug Use

According to the EMCDDA, problem drug use is defined as injection drug use and/or long-term/regular use of
opioids/opiates and/or amphetamine-type drugs and/or cocaine (European Monitoring Centre for Drugs and Drug
Addiction, 2009). The Czech definition does not include cocaine use as this is still on a very low level in the Czech
Republic. For similar reasons, from the amphetamine group, the number of pervitin (methamphetamine) users is
only estimated. Opiates/opioids typically used in the Czech Republic mainly include heroin and Subutex® (opium
also appears seasonally).

In 2009, the mean value of the estimated number of problem drug users rose significantly, to approximately 37,400.
Pervitin users (approx 25,300) accounted for most of the increase. The number of injecting drug users (approx
35,300) also increased. Opiate users also increased slightly, to 12,100; an estimated 7,100 of these are heroin users
and 5,100 Subutex® users. The regions with the greatest numbers of problem drug users, as well as the greatest
number of opiate users include Prague and Usti nad Labem. Of all the regions, Usti nad Labem also has the highest
estimated number of problem pervitin users. While the number of problem drug users in the capital fell for the first
time since 2005, the estimated number of problem users increased in the Usti nad Labem region.

The growth in the mean value of total problem drug users must be considered conservatively due to the fact that
there has been overlap in the confidence intervals of estimates from the past years. Nevertheless, there was a
statistically significant year-on-year rise in the numbers of problem pervitin users and injecting drug users.

4.1  Prevalence and Incidence Estimates of Problem D  rug Use

As in previous years, the multiplication method was used to estimate the number of problem drug users in 2009. In
Multiplier 2010, a questionnaire survey of clients at low-threshold facilities (see the chapter on Data on Problem Drug
Use from Non-treatment Sources, page 44), the value of the multiplier46 was updated. This multiplier is then applied
to the recorded number of problem drug users in contact with low-threshold facilities in the Czech Republic. The
annual final reports for projects supported in GCDPC's subsidy proceedings are the source of data regarding the
number of problem drug users in contact. As opposed to previous years, however, extrapolation was not used to
estimate the number of problem users from facilities which do not receive support; instead, the data were received
directly upon request.

The multiplication method has been used to estimate the number of problem drug users in the Czech Republic since
2002. The multiplier value was first obtained through a special questionnaire module as part of a study on the
prevalence of HCV among injecting drug users in 2003 (for more information about the study see the 2003 Annual
Report) and applied for estimates from the 2002-2005 period. The estimates for 2006 were produced as the sum of
the estimates for the entire country outside of Prague calculated using the 2003 multiplier, and the estimate for
Prague, where the updated value of the multiplier was obtained as a by-product of the study Sexual Behaviour of
Drug Users (see the 2006 Annual Report). For the entire Czech Republic, the multiplier was updated in an
independent survey in 2008 (estimates for 2007 and 2008) and once again in 2010 (for the current 2009 estimate).

The multiplier — the proportion of problem drug users who are in contact with a low-threshold facility — was found
using the peer nomination technique in the studies listed above. The respondent (programme client) was asked to
answer the following questions: (1) "How many people you know well are regular users of pervitin and/or opiates
(heroin, Subutex or Suboxone)?" and (2) "How many of them have been in contact with any sort of low-threshold
centre or outreach programme over the past twelve months?" The multiplier is then expressed as the weighted
average of the proportion of both values, adjusted in such a way as to take into account that the respondent is a user
in contact. Only those who stated a reasonable number of known drug users*’ were included in the calculation, and
the weighting is the size of the population of problem drug users represented by individual respondents (number of
the respondent's acquaintances). With regard to the fact that in all surveys to date, peer nomination questions were
posed only to users in contact with low-threshold facilities and not to a representative sample of drug users, the
assumption can be made that the real proportion of problem drug users in contact will be somewhat lower than is
expressed by the multiplier. With regard to the methods used, trends in the estimates of problem drug users are
sensitive to changes in the input data: there is a positive correlation in regard to the number of low-threshold service
clients, while the multiplier value impacts estimates in negative correlation. Multiplier values for individual regions
obtained in independent Multiplier 2008 and 2010 studies can be found in Table 4-1: The updated value of the
multiplier for the entire Czech Republic outside of Prague, expressed as a percentage, is 67% (95% CI*®: 63-70 %),
one percentage point less than in 2008. The value of the multiplier for the capital city, though, is four percentage
points higher and is 80% (95% CI: 70-91%).

8 This is the proportion of problem users who are in contact with low-threshold programmes. The remainder is the hidden part of the
problem drug user population.

“7 A "reasonable" number of known drug users was arbitrarily placed at 25 or less so as to exclude non-credible estimates from the
analysis.

8 95% confidence interval —i.e. the interval in which the value occurs with a 95% probability.
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The estimate of the number of problem drug users in the Czech Republic is the sum of estimates for individual
regions. The total number of problem drug users in the Czech Republic in 2009 was thus estimated at 37,400 (95%
Cl: 33,300-41,500), of which 25,300 (24,600-25,900) were pervitin users, 7,100 (6,600-7,600) were heroin users and
5,100 (4700-5400) were Subutex® users. Therefore, opiate users are estimated at 12,100 (11,500-12,800) persons.
The number of injecting drug users (IDUs) was estimated at 35,300 (34,200-36,400).

Table 4-1: Multiplier values for individual regions in 2008 and 2010

Region 2008 2010
Mean value | 95% CI Mean value | 95% CI

Prague 0.76 0.63 0.90 0.80 0.69 0.91
Central Bohemia 0.81 0.73 0.88 0.69 0.52 0.87
South Bohemia 0.78 0.71 0.86 0.77 0.67 0.86
Pilsen 0.74 0.65 0.83 0.62 0.44 0.79
Karlovy Vary 0.68 0.65 0.71 0.91 0.65 1.17
Usti nad Labem 0.65 0.58 0.71 0.62 0.56 0.68
Liberec 0.63 0.45 0.80 0.31 -3.68 4.30
Hradec Kralové 0.65 0.57 0.74 0.62 0.51 0.73
Pardubice 0.68 0.65 0.71 0.81 0.64 0.97
Vysocina 0.64 0.44 0.84 0.65 0.46 0.84
South Moravia 0.58 0.47 0.70 0.53 0.43 0.64
Olomouc 0.84 0.45 1.22 0.53 0.40 0.66
Zlin 0.68 0.65 0.71 0.48 0.09 0.87
Morava-Silesia 0.65 0.57 0.73 0.77 0.70 0.84
Czech Republic minus Prague 0.68 0.65 0.71 0.67 0.63 0.70
Entire Czech Republic 0.69 0.66 0.72 0.68 0.65 0.71

Estimates of the number of problem drug users from 2002 till 2009 are shown in Table 4-2. In comparison to 2008,
there was an increase in the total number of problem drug users. Even while considering the range of the confidence
intervals, there was a statistically significant increase in the numbers of problem pervitin users and injecting drug
users. The statistical significance of the change in the estimated total number of problem drug users is depicted in
Figure 4-1 — there has been overlap in the confidence intervals of estimates from past years, meaning that the trend
observed in mean estimate values must be interpreted with caution.

Table 4-2: Mean values of prevalence estimates of problem drug use carried out using the multiplication method with the
use of data from low-threshold programmes in 2002-2009 (Mravéik et al. 2009; National Monitoring Centre for Drugs
and Drug Addiction, 2010b)

Total number of o
problem drug Problem users of opiates/opioids Prob_lt_em users of Injecting drug
USErs pervitin users
Year 2 g 2 2 2
s 82 | 2 | % g 5 | S°% 5 |S%
E (783 ¢ | 2g| = [783| € |T383| E 733
Z |289] 2 ® 8 P e 89 2 89 Z | &84
2002 35,100 4.89 n.a. na. | 13,300 1.85| 21,800 3.04 | 31,700 441
2003 29,000 4.02 n.a. n.a. | 10,200 1.41| 18,800 2.61 | 27,800 3.86
2004 30,000 4.14 n.a. n.a. 9,700 1.34 | 20,300 2.80 | 27,000 3.73
2005 31,800 4.37 n.a. na. | 11,300 1.55| 20,500 2.82 | 29,800 4.10
2006 30,200 413 | 6,200| 4,300 ]| 10,500 1.44 | 19,700 2.69 | 29,000 3.97
2007 30,900 420| 5750 | 4,250]| 10,000 1.36 | 20,900 2.84 | 29,500 4.01
2008 32,500 439 | 6400| 4,900 | 11,300 152 | 21,200 2.87 | 31,200 4.21
2009 37,400 5.04| 7,100| 5,100 | 12,100 1.63 | 25,300 3.40 | 35,300 4.75

page 42




Figure 4-1: Mean values and 95% confidence intervals of prevalence estimates of problem drug use carried out using the
multiplication method with the use of data from low-threshold programmes in 2002-2009

45,000
40,000 - 'I'
35,000 - - | + |
30,000 _ .I, .|.
25,000
20,000
2002 2003 2004 2005 2006 2007 2008 2009
95% CI lower 26,900 | 28,600 | 26,500 | 28,900 | 30,400 | 33,300
95% CI higher 33,700 | 35700 | 35100 | 32,700 | 34,700 | 41,500
= Mean value 35,100 | 29,000 | 30,000 | 31,800 | 30,200 | 30,900 | 32,500 | 37,400

The highest number of problem drug users was traditionally in the City of Prague and the Usti nad Labem region —
areas with the greatest number of opiate users. The Usti nad Labem region also has the highest estimated number
of problem pervitin users. Prevalence estimates of problem drug use by region are shown in Table 4-3 and Map 4-1.

Table 4-3: Prevalence estimates of problem drug users in the Czech Republic in 2009 by region — mean values (Mrav¢ik
et al. 2009; National Monitoring Centre for Drugs and Drug Addiction, 2010b)

Number of Number of opioid/opiate users Number of
Region problem drug Heroin Subutex © | Total pervitin IDUs

users users
Prague 10,400 3,000 4,050 7,050 3,300 10,300
Central Bohemia 2,400 200 550 750 1,700 2,300
South Bohemia 1,500 100 100 200 1,350 1,500
Pilsen 2,400 1,050 <50 1,100 1,300 2,200
Karlovy Vary 1,200 100 <50 150 1,050 1,100
Usti nad Labem 5,300 1,350 250 1,600 3,700 5,100
Liberec 1,300 <50 <50 <50 1,300 1,300
Hradec Kralové 1,000 100 <50 100 850 1,000
Pardubice 500 50 <50 50 450 500
Vyso€ina 600 <50 <50 <50 600 500
South Moravia 3,400 850 <50 850 2,500 3,100
Olomouc 3,000 150 <50 150 2,850 2,500
Zlin 2,400 <50 <50 <50 2,400 2,100
Morava-Silesia 2,000 100 <50 100 1,900 1,800
Entire Czech
Republic 37,400 7,100 5,100 12,100 25,300 35,300

Note: The values in the table are rounded.
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Map 4-1: Number of problem drug users per 1,000 inhabitants aged 15-64 and the number of problem users of opiates
and pervitin in regions of the Czech Republic in 2009 — mean values (National Monitoring Centre for Drugs and Drug
Addiction, 2010b)
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Estimates of problem drug use in individual regions since 2005 are available, making it possible to observe trends in
drug use on the regional level; see Table 4-4. Continual growth in the number of problem drug users could be seen
in Prague since 2008; in 2009, the share of Prague users in contact with low-threshold facilities and the estimated
number of problem drug users fell for the first time. On the other hand, a significant increase in the number of
problem drug users can be seen in the Olomouc, Usti nad Labem, Zlin and Moravia-Silesia regions. The situation in
the Pardubice, South Moravian, and Vysocina regions has not changed significantly over the past five years.

Table 4-4: Estimates of problem drug use carried out using the multiplication method with the use of data from low-
threshold programmes by region in 2005-2009, mean values (Mrav¢ik et al. 2009; National Monitoring Centre for Drugs
and Drug Addiction, 2010b

Region 2005 2006 2007 2008 2009

Prague 9,800 8,400 10,000 11,500 10,400
Central Bohemia 2,500 2,450 1,700 1,750 2,400
South Bohemia 1,700 1,750 1,500 1,550 1,500
Pilsen 1,450 1,350 1,300 1,650 2,400
Karlovy Vary 1,450 1,250 900 1,000 1,200
Usti nad Labem 4,450 4,450 4,100 4,150 5,300
Liberec 750 500 500 1,500 1,300
Hradec Kralové 1,150 1,050 1,750 1,100 1,000
Pardubice 600 350 450 450 500
Vysoc&ina 600 350 700 500 600
South Moravia 2,800 3,150 3,400 3,250 3,400
Olomouc 1,900 2,350 1,650 1,600 3,000
Zlin 1,150 1,300 1,850 1,350 2,400
Morava-Silesia 1,500 1,450 1,100 1,150 2,000
Entire Czech Republic 31,800 30,200 30,900 32,500 37,400

4.2  Data on Problem Drug Use from Non-treatment Sou  rces

As part of the Multiplier 2010 project focused primarily on estimating the proportion of problem drug users in contact
with low-threshold facilities, using questionnaires, additional information was also collected from clients. A total of 44
programmes (low-threshold centres and outreach programmes) from all regions in the Czech Republic participated
in the survey and completed questionnaires with 642 clients who used their services in the period between 10 and
21 May 2010 and agreed to be included in the survey. Men composed 69.3% of the sample and the average age of
the respondents was 29.2 (in a similar study from 2008, the low-threshold facility clients were an average 27.7 years
old). Men were an average 30.0 years old and women 27.3 years old; the youngest respondent was 15 at the time of
the survey, the oldest 69.

Most respondents reported using ®pervitin (78.7%), followed by Subutex® (15.9%) and heroin users (13.9%). Five
clients reported using Suboxone ~ (0.8%). There were 121 (18.8%) of respondents who admitted to using other
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drugs of choice — most frequently these were cannabis (66.9%), other opiates/opioids (e.g. methadone, opium,
tramadol — 14.0%), alcohol (8.2%), inhalants (6.6%), and psychoactive pills (4.1%). Nearly three quarters of the
sample (73.7%) reported using one drug of choice; this group comprised 68.1% of pervitin users and 53.9% of
heroin users. A total of 159 clients (24.8%) used two primary drugs, while 10 individuals (1.6%) were users of three
or more drugs.

Administration of drugs by injection over the past thirty days was reported by 567 clients (88.3%), the vast majority of
whom (91.5%) injected drugs repeatedly. The majority (87.5%) of injecting drug users stated that they used a sterile
needle and syringe the last time they injected drugs, 5.7% could not remember and 6.8% stated that they did not use
clean equipment the last time they injected drugs.

The questionnaire also included questions regarding testing and preventing infectious diseases; for more information
see the chapter on Testing for Infectious Diseases (p. 84).

More information about problem drug users in contact with various types of services is provided in chapters Drug-
related Treatment: treatmentdemand and treatment availability (p. 46), Responses to Health Correlates and
Consequences (p. 80) and Social Correlates and Social Reintegration (p. 87).

4.3 Intensive, Frequent, Long-term, and Other Probl  ematic Forms of Drug Use

No study has been conducted in the Czech Republic so far that investigated the level of the prevalence of
problematic forms of drug use which do not fall under the definition of problem use according to the EMCDDA. The
2008 General Population Survey investigated the high-risk consumption of cannabis. The results were summarised
in the 2008 Annual Report. Further information about problem forms of recreational (dance) drug use will be
provided in the 2010 Dance and Drugs study. General population studies and other sources of data®® indicate that, in
addition to the problem use of opiates/opioids and pervitin, the relatively high prevalence of health or social problems
in the Czech Republic is primarily associated with the use of psychoactive drugs and cannabis.

Students of social sciences often focus their final papers on the use of illicit drugs in the Czech Republic. At the
Faculty of Social Sciences at Charles University in Prague, two master’s theses using semi-structured interviews to
collect data and the grounded theory to analyse the data obtained were defended in 2009.

In the first of these, the typology of regular cannabis users was created and detailed. Users of cannabis were divided
into four categories according to the frequency and duration of use, and the thesis focuses on two of these groups in
more detail: “moderate” short-term users (using 1-3 times per week for a period of less than three years) and “heavy”
long-term users (using 4 or more times per week for three or more years). People in the first category use cannabis
as a recreational drug, to relax and depending on the opportunity; rarely is there a problem with dependency and
cannabis is usually consumed in a group in the evening. Users adhere to their own rules which, together with
availability of the drug, regulate the use of the drug. Intensive, long-term users, however, smoke marijuana to relax
when they feel stressed and irritated, or in order to get rid of tension. Use while alone is not exceptional; there is
often use during the day or in the morning after waking. It is also typical of this group that availability of the drug is
stable and there are occasional episodes of loss of control over using it (Erva, 2010).

The second thesis investigated the phenomenon of controlled use of pervitin. The author came to the conclusion that
controlled pervitin users can be divided into two categories: users who are 'having fun' and users who are “having
problems”. According to the author, users having fun are able to maintain a low frequency of pervitin use (usually
once or twice per month or less often) over the long term (even for several years), do not feel dependent and never
tried to abstain. This user remains anchored in original social relationships and did not become part of the "deviant"
drug user community whose attributes include homelessness, unemployment, secondary drug crime, and a major
fixation on the drug. As opposed to this, users with problems have reported certain critical periods of use which is
described in the text as "periods of hell", when they maintained relationships mainly with other pervitin users. They
typically reflect a change of character, psychological problems, and difficulties when they attempt to abstain. Users
with problems form an inconsistent group with regard to viewing their relationship towards "deviant" drug users —
some have accepted the identity even without accepting the lifestyle, while others rejected it even though they have
long figured in the group of deviant users (Markvartové, 2010).

The author also concluded that the transition from controlled forms of drug use to more problematic forms and
dependency is influenced by several factors. Besides the respondent's personality and motivation, in particular,
these factors included the pattern of use and the group of individuals the respondent spends time with. Although it is
not generally applicable, the author considers a frequency of use of once to twice per month to be sustainable over
the long term. At the same time, if the user starts (and exceeds) using pervitin as part of a social group that had
existed beforehand and has other interests and subjects in common, the group's social norms can protect the user
from more serious drug problems. On the contrary, individuals using drugs in groups which formed only on the basis
of one common interest — drugs — are more at risk of dependency, the author suggests.

49 For example, data about drug use treatment — see the chapter on Drug-related Treatment: Treatment Demand and Treatment
Availability on p. 47, or data on drug crime — chapter on Drug-related Crime, Prevention of Drug-related Crime, and Prison on p. 93.
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5  Drug-related Treatment: treatment demand and trea  tment availability

The number of outpatient health care facilities providing treatment to drug users did not change in 2009, but the
number of live cases registered in the databases of outpatient facilities in connection with non-alcohol drug use
disorders did increase. Among the three largest groups, there was a slight increase among users of opiates (heroin),
a slight decline among users of stimulants (pervitin) and a significant increase among polydrug users.

In 2009 there was an increase in the number of hospitalisations of illegal drug users at inpatient psychiatric facilities.
This was due to an increase in the number of admissions to psychiatric hospitals; the number of hospitalisations in
psychiatric departments remained stable. This growth is on account of patients hospitalised for disorders caused by
polydrug use; the number of hospitalised opiate and stimulant users fell.

The number of patients in substitution treatment continues to rise both in specialised centres and, evidently, in
medical practices prescribing buprenorphine preparations (Subutex® and Suboxone®). It should be pointed out that
treatment using these preparations is not captured in the substitution register in its full scope.

There was also an increase in the number of drug users in the Register of Treatment Demands of the Public Health
Service. In 2009, a total of 8,763 drug users sought treatment services, which is 500 more than in 2008. In
comparison with previous years, the trend shows a slight decline and the number of people demanding treatment is
reaching 2004-2005 levels.

People demanding treatment are dominated by users of stimulants, who were the most numerous group among all
those demanding treatment (59.5%) and among those demanding treatment for the first time (60.9%); the number of
pervitin users also shows the greatest year-on-year increase. The second largest group comprises opiate users
(23.4%), but cannabis users are in second place among first treatment demands (18.3%). In terms of age structure,
a slight aging in the population of those demanding treatment can be seen. Although the year-on-year increase in
the average age is small, from a medium-term perspective, the increasing trend is clear. In 2009 the average age of
people demanding treatment for the first time was 24.2 years old, and 25.9 years old for all treatment demands. Over
the past decade, the average age of those demanding treatment for the first time has increased by over three years,
and for all those demanding treatment the increase in age has been 3.5 years.

Over the long term, some of the characteristics of treatment demands copy the structure of problem users in the
Czech Republic. Women, for example, stably make up one third of treatment demands, and the greatest relative
prevalence and incidence of treatment demands are reported by the Usti nad Labem region and the City of Prague.
These characteristics correspond to the gender and geographic distribution of problem drug users in the Czech
Republic.

5.1  Strategy/Policy

In the area of the legislative and strategic definition of treatment, there were no changes in 2009; see the 2008
Annual Report for the latest data summary.

In 2010, the Government adopted the National Drug Policy Strategy for the nine-year period 2010-2018, and the
2010-2012 Action Plan is prepared (for more information see the chapter on National Action Plan, Strategy,
Evaluation, and Coordination, p. 11). Treatment and social reintegration constitute one of the key areas in the
strategy.

5.2  Treatment Systems

Treatment programmes for drug users and addicts and their capacity and occupancy in 2009, subject to the
availability of data, are summarised in Table 5-1.

Information about treatment and counselling services for drug users is also provided in other chapters. Treatment
interventions at prisons are discussed in the chapter on Responses to Drug-related Health Issues in Prisons (p. 101),
harm reduction services are described in chapter Responses to Health Correlates and Consequences (p. 80) and
after-care programmes in the chapter on Social Correlates and Social Reintegration (p. 87).
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Table 5-1: Treatment programmes catering to drug users in 2009

Capacity Occupancy
Programme type Number | (persons, (number of

beds) persons) *
Outpatient health care facilities - psychiatry 298 n.a. 16,343°
Outpatient (non-health care) facilities operated by NGOs 11 n.a. 1,533
Day care centres 1 10 46
Registered healthcare facilities providing substitution treatment 34 n.a. 1,555
Sobering-up stations 14 137 27,664
Detoxification units 14 ; 116 n.a.
Psychiatric hospitals for adults 17 9,207 (1’37% 3,578
Psychiatric departments in hospitals 31 1383° 1,709
Psychiatric hospitals for children 3 260 ° 21
Therapeutic communities 15-20 160° 394°
Specialised departments for children at risk of drug dependency

. ) . . S 5 74 152

at residential special education facilities
After-care programmes 15-30 134° 986 °
Detoxification units in prisons 4 n.a. 219
Substitution treatment in prisons 9 n.a. 67
Departments for differentiated service of prison sentences 7 204 507
(voluntary treatment)
!I)epgrtments for undertaking compulsory drug/alcohol treatment 3 120 117
in prisons

Note: 'This is the number if illegal drug and inhalant users, except sobering-up stations where the total number of persons is stated,
including alcoholics. *This is the number of persons in the live case record, i.e. the number of people who have visited the facility at least
once per year. % Number of all psychiatric beds. * Number of beds in departments for treating AT (alcohol/drug dependent) patients. °
Data from programmes supported in GCDPC subsidy proceedings in 2009: 10 therapeutic communities, 15 after-care programmes and
13 intensive after-care programmes providing sheltered housing.

5.2.1 Professional Competency of Services and Quali  ty Assurance

The system for inspecting registered social services and the system for certifying the professional competency of
services for drug users is covered in detail by the previous annual reports, in the chapters dedicated to drug
treatment and services. More information about the certification system is provided in the Selected Issue on History,
Methods, and Implementation of National Treatment Guidelines (p. 112).

As of June 2010, a total of 141 programmes had valid certificates of professional competency, see Table 5-2.

Table 5-2: Overview of certified programmes according to type as of 25 June 2010

. Number of
Type of service
programmes

Detoxification 2
Outreach programmes 44
Low-threshold and counselling programmes 45
Outpatient treatment 15
Day care programmes 1
Short- and medium-term residential treatment 2
Inpatient treatment in therapeutic communities 10
Outpatient after-care programmes 15
Substitution treatment 7
Total 141

In October 2010, the Government Council for Drug Policy Coordination approved the changes to the Certification
Rules and On-site Inspection Guidelines — for more information see the chapter on Coordination Arrangements (p.
16).

As part of the Operational Programme Human Resources and Employment announced by the Ministry of Labour
and Social Affairs, the project Exchanging experiences and disseminating good practice in the field of quality control
of services for drug users started to be implemented. This project is carried out by the Centre for Quality and
Standards in Social Services (CEKAS) at the National Training Fund, a public service company, which operates as a
certification agency within the service quality assurance system managed by the GCDPC. The aim of the project is
to support national and international cooperation and develop good practice and share experience in assessing the
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quality of drug services on various levels, including quality evaluators (certifiers), drug coordinators, staff at the
GCDPC secretariat, and staff at the certification agency.

5.2.2 Outpatient Treatment

Outpatient medical treatment is provided by a range of professionals, including psychiatrists, first and foremost, as
well as general practitioners for adults, particularly in connection with the more prevalent opiate substitution
treatment; see further below). Alcohol abuse counselling centres, which since 1981 have been called AT clinics,
have historically played a special role in the treatment of addictions to alcohol and other drugs among psychiatric
facilities. The number of these facilities hovered between 165 and 180 in the period from 1963 to 1980. The number
of AT clinics also remained very stable from 1981 to 1993 (around 177 clinics). The first greater increase took place
in 1993, when outpatient clinics at psychiatric hospitals also started to be counted towards the number of outpatient
AT facilities, but particularly because all psychiatric offices that treated at least one patient using addictive
substances started to report AT care that year. For this reason, the number of clinics increased from 1993 up until
2005, when it reached its maximum of 403 facilities. In subsequent years, the numbers of clinics have
fallen(Nechanska et al. 2010; Mrav¢ik et al. 2010a).

In 2009 a total of 346 outpatient healthcare facilities in ps:ychiatry50 reported outpatient care of users of legal and
illegal drugs, which is three less than in 2008. Of these, 298 clinics treated at least one illegal drug user and 331
clinics treated alcohol users in 2009. Since 2005 there has been a drop in the number of these outpatient facilities,
but the numbers of illegal drug users receiving treatment there (except alcohol and tobacco) has changed little. The
number of alcohol users in treatment has fallen®', see Table 5-3. The largest group is composed of clinics that
treated between 1-10 patients using illegal drugs in the given year; clinics with 1-50 patients account for nearly 80%
of the total. As for alcohol users, the most clinics (38%) had 11-50 patients; see Table 5-4. The highest number of
outpatient clinics and the highest number of patients have historically been reported by specialist clinics, i.e. largely
at psychiatric facilities and AT clinics (Nechanska et al. 2010; Institute of Health Information and Statistics, 2010a);
see Table 5-5.

Table 5-3: Number of clinics and number of addictive substance users treated in 2000-2009 (Nechanska et al. 2010;
Institute of Health Information and Statistics, 2010a)

lllegal drugs Alcohol Addictive substances, total
Year | Number of Number of Number of Number of Number of Number of

clinics clients clinics clients clinics clients
2000 272 11,423 298 27,021 320 39,721
2001 285 13,050 309 28,582 330 42 955
2002 288 14,203 317 25,400 342 41,136
2003 312 15,786 340 25,017 368 42,881
2004 320 14,040 358 25,235 382 40,625
2005 337 16,394 379 27,440 401 44971
2006 340 16,392 367 26,966 394 44,887
2007 311 15,684 348 25,342 367 42,196
2008 298 15,711 328 25,293 349 42,612
2009 298 16,343 331 24,206 346 41,419

Table 5-4: Number of outpatient healthcare facilities according to the number of users of addictive substances, alcohol
and drugs, treated in 2005-2009 (Nechanska et al. 2010; Institute of Health Information and Statistics, 2010a)

Number | lllegal drugs Alcohol Addictive substances, total

of clients | 2005 | 2006 | 2007 | 2008 | 2009 | 2005 | 2006 | 2007 | 2008 | 2009 | 2005 | 2006 | 2007 | 2008 | 2009
1-10 157 | 161 | 140 | 124 | 118 94 85 85 72 69 71 72 63 53 49
11-50 105 | 110 | 107 | 114 | 119| 149 | 144 | 133 | 123 | 124 | 123 | 120 | 110 | 101 98
51-100 38 34 30 24 23 61 63 64 69 70 86 83 90 86 81
101-150 11 11 9 10 11 26 30 21 24 21 31 40 31 37 43
151-200 7 4 7 7 4 20 15 17 14 18 32 16 17 16 18
201-300 8 10 7 6 11 16 15 13 11 14 28 29 24 24 23
301-400 3 3 5 4 5 5 5 6 5 8 8 10 11 8 14
401 and s| 7| 6| 9| 7| 8| 10| 9| 10| 7| 22| 24| 21| 24| 20
more

Total 337 | 340 | 311 | 298| 298| 379 | 367 | 348 | 328 | 331 | 401 | 394 | 367 | 349 | 346

% This number includes also other facilities than IT clinics, i.e. specialised outpatient centres focusing on the treatment of disorders
associated with the use of alcohol and other drugs.
*! This is the number of patients in the live case record, i.e. treated in the given year.
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Table 5-5: Number of addictive substance users (including users of alcohol and tobacco) treated at outpatient healthcare
facilities in 2005-2009 (Nechanska et al. 2010; Institute of Health Information and Statistics, 2010a)

2005 2006 2007 2008 2009

Type of facility

facilities
Number
of clients
facilities
Number
of clients
facilities
Number
of clients
facilities
Number
of clients
facilities
Number
of clients

of
of
of
of

Inpatient facilities
with outpatient
services

ul
B
(6]
w
4)|
o1

10,259

o)
(0]

11,053

(o2}
o

13,081 12,458 11,725

Integrated
outpatient facilities
(formerly outpatient
healthcare centres)

30| 4,018 27| 4561 26 | 4,862 23| 4,833 24 | 3,960

Independent
general 1 8 1 12 1 14 1 16 1 14

practitioner's offices

Independent
specialist's —
psychiatrist’s -
offices

305 | 27,120 300 | 25,563 279 | 23,119 265 | 24,524 259 | 25,386

Addiction treatment

6| 2,601 5| 1,498 5| 1,513 5| 1,334 5| 1,604
facilities

Other outpatient 1| 1n 1| 172 2| 230 2| 180 2| 19
facilities

Total 401 | 44,971 394 | 44,887 367 | 42,196 349 | 42,612 346 | 41,419

A special type of outpatient facility in the Czech Republic are sobering-up stations — special healthcare facilities for
short-term stays (several hours) and detoxification in case of acute intoxication, especially due to alcohol. At present
there are 14 sobering-up stations in the country. They are established and operated by the regions. Until 2005, the
number of clients at sobering-up stations copied the number and capacity of the stations; but since that year a drop
in capacity but increase in client numbers, especially men, can be observed. In 2009 there were 27,664 people
treated at the stations, with 23,079 of these being men. Of the total number of these patients, 1,222 were under 20
years of age(Nechanska et al. 2010; Mravcik et al. 2010a).

Outpatient treatment in the Czech Republic is also available through NGOs; some of these programmes are
accredited as healthcare facilities, some also provide substitution treatment (these facilities and their clients may also
be included in other reporting systems); the common denominator is that the NGOs apply for grants from the state
budget to provide their services. In 2009, the Government Council for Drug Policy Coordination subsidised 11
outpatient programmes which provided services to a total of 1,533 clients — drug users (National Monitoring Centre
for Drugs and Drug Addiction, 2010d); see Table 5-6.

Table 5-6: Outpatient treatment facilities operated by NGOs and their clients in 2003-2009 (National Monitoring Centre
for Drugs and Drug Addiction, 2010d)

Number of subsidised | Number of clients
Year e

facilities —drug users
2003 19 1590
2004 20 1493
2005 18 1743
2006 15 2428
2007 13 1642
2008 12 1923
2009 11 1533

In addition, an intensive three-month outpatient programme in a day care centre is offered by only one facility in the
Czech Republic — SANANIM in Prague. It has been in operation since 1996. The programme capacity is
approximately 10 people.

P-centrum, a civic association in Olomouc, has carried on with its project based on the adaptation of a British method
for a twelve-week "Brief Intervention Programme" (hour sessions once per week for twelve weeks). Originally
intended for users of crack and cocaine, the project will be redesigned for pervitin users. It involves several phases,
from translating and adapting the original methodology to testing the methodology in practical work with clients
(Razicka, 2010).
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5.2.2.1 Opiate Substitution Treatment

In the Czech Republic there are three medications for substitution treatment of opiate/opioid addiction — (1)
methadone prepared from an imported generic substance (available in specialised substltutlon centres); (2)
Subutex® with buprenorphine as the active substance, available since 2000; and (3) Suboxone®, a composite
preparat|on containing buprenorphlne and naloxone as the active ingredients, available since February 2008.
Subutex® and Suboxone®, which are available in pharmacies as mass produced medications, can be prescribed by
any physician, regardless of their specialisation. Substitute medications are administered only orally in treatment.

In 2009, other substitute drugs were registered in the Czech Republic — methadone in the form of mass-produced
medications, and another medication which contains buprenorphine.

On 18 March 2009, the State Institute for Drug Control (SUKL) registered the medication Methadon-Zentiva® 5mg/ml
in the form of an oral solution in packages of 10, 50 and 1000 ml, but the medication has not yet been launched on
the Czech market. Since December 2009 the State Institute for Drug Control has been gathering information to set a
maximum price, amounts, and conditions for re|mbursement of the medication. In addition, on 29 October 2009 the
SUKL registered the medication Buprenorphine Alkaloid® in strengths of 0.4 mg, 2mg and 8 mg in the form of
sublingual tablets; in this case as well, it has not yet been launched on the market and administrative proceedings
are underway regardlng the price to be set. Buprenorphine Alkaloid® should be launched on the Czech market in
December 2010°

On 1 February 2010, a decision of the State Institute for Drug Control to the effect that the medication
Suboxone® 8mg is partially covered by health insurance went into effect. The partial compensation for one package
(seven sublingual tablets) from health insurance is set at CZK 629.72 (€ 23.8). The maximum price in pharmacies
was set at CZK 890.76 (€ 33.691) , meaning that the patient's contribution is CZK 231.04 (€ 8.7) plus a CZK 30.00
(€ 1.1) prescription fee. Compensation is conditional upon the physician's speciality (must be prescribed by a
psychiatrist or a physician with a specialisation in addictive diseases). Treatment is not paid if the pat|ent does not
cooperate (e.g. by not adhering to planned visits). Another condition for compensation of Suboxone® sets out that
treatment take place in a specialised (selected) healthcare facility. It is the first time in the history of the Czech
Republic that substitution treatment of opiate/opioid addiction is covered by health insurance.

The methodology for substitution treatment in the Czech Republic has been defined in the Standard of Substitution
Treatment since 2001 and amended in 2008; for more information see the 2007 Annual Report. In the course of
2010 it was supposed to be reworked, e.g. in the area of defining conditions for specialised substitution centres with
regard to compensation from health insurance companies, and in the area of the conditions under which substitution
treatment would not have to be reported to the National Register of Users of Medically Indicated Substitution
Substances (NRULISL, the Substitution Treatment Register) such as for time-restricted detoxification. A detailed
comparison of the Czech Standard of Substitution Treatment with the WHO sample standard is provided in Table
11-1 (p. 117).

All physicians administering a substitution preparation are obliged by law to report the patient data to the National
Register of Users of Medically Indicated Substitution Substances NRULISL, operated by the Institute of Health
Information and Statistics of the Czech Republic. An electronic web-based application NRULISL> has been
operating since November 2007.

Developments in substitution treatment in the Czech Republic up until 2008 are summarised in the 2008 Annual
Report. At the end of 2009, the Substitution Treatment Register had listed a total of 72 facilities (16 of these were AT
clinics, 20 psychiatric offices, 23 general practitioners of adult medicine, three other departments and 10 prisons),
see Map 5-1. In 2009, 34 of these facilities reported patients treated — Table 5-7; these included two general
practitioners of adult medicine, five psychiatrists and eight prisons (Institute of Health Information and Statistics,
2009e).

In 2009 the Substitution Treatment Register included 1,555 persons in treatment (1,089 men and 466 women) — the
trend since 2000 is presented in Table 5-7. The most people in treatment were registered at the substitution centre in
Usti nad Labem, at the Remedis facility in Prague (each with 22%), and at Drop-In in Prague (slightly under 17%).
The regions of Pilsen, Karlovy Vary, Liberec, Pardubice, Vyso€ina, Olomouc, and Zlin still are practically not covered
by substitution treatment (no more than 23 people per region) (Institute of Health Information and Statistics, 2010e;
Nechanské et al. 2010).

%2 personal communication with a representative from Alkaloid AD Skopje on 1 July 2010.

% At the site https://snzr.uzis.cz/nrulisl/. Until 2007, the register was maintained as a simple database and reports were collated only
from specialised substitution treatment centres accredited by the Ministry of Health. Communication took place through written
announcements and over the telephone.
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Map 5-1: Network of registered healthcare facilities in the NRULISL electronic application in 2009 (Institute of Health
Information and Statistics, 2009¢e)
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In 2009, methadone was used for treatment at 13 facilities and 8 prisons54 — methadone centres are located in the
Karlovy Vary, Liberec, Hradec Kralové, Pardubice, and Zlin regions. In Pilsen, a new methadone centre was opened
in mid-2009 by Ulice — Agentura socialni prace, a civic association, but they did not report clients to the NRULISL
register; methadone treatment was started there on 1 June 2010%.

In 2000 only methadone was provided by the substitution centres. Since 2001 there has been a growing proportion
of patients using medications which contain buprenorphine — in 2001, Subutex® was prescribed for 4% of clients in
treatment, in 2003 there were already more than a third, and in 2009 Subutex® or Suboxone® were prescribed to
nearly 56% (631 and 238, respectively, or 869 in all) of all persons registered in the Substitution Treatment
Register(Institute of Health Information and Statistics, 2010e; Nechansk4 et al. 2010).

Table 5-7: Number of registered facilities actively reporting clients and number of people in substitution treatment
according to the NRULISL (by substitution drug) in 2000-2009 (Institute of Health Information and Statistics, 2010e;
Nechanska et al. 2010)

Number of facilities MNumber of clients treated
Year . . Of this number

Registered Active Total Methadone | Buprenorphine
2000 7 7 245 245 -
2001 8 8 533 510 23
2002 8 8 560 511 49
2003 8 8 789 520 269
2004 8 8 866 546 320
2005 9 9 825 571 254
2006 12 12 938 586 352
2007 14 13 1,038 605 433
2008 38 24 1,356 689 667
2009 72 34 1,555 686 869

Note: * Facilities started to report clients to the NRULISL register from May 2000.

The NRULISL does not keep a record of all medical facilities prescribing buprenorphine-based products (Subutex®
and Suboxone®)56; their total number, as well as the total number of patients using buprenorphine preparations, is
not known. A survey of physicians in the Czech Republic carried out in 2007 (for more information see the 2007 and
2008 annual reports) and a survey of outpatient psychiatric facilities in 2008-2009 (for more information see the 2008

% The Prison Service reports 9 prisons where substitution treatment was carried out in 2009 — see the chapter on Responses to Drug-
related Health Issues in Prisons (p. 101). The number of patients in substitution treatment recorded by the prison services is also higher
than the number reported to NRULISL.

*http:/www.ulice-plzen.com/aktuality.html, accessed June 20, 2010.

% All facilities (specialised centres) using metadone are registered in NRULISL.
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Annual Report) confirmed that there is a large number of physicians (tens or hundreds) and patients (hundreds or
thousands) who are not in the Substitution Treatment Register. The total number of psychiatrists and general
practitioners of adult medicine who prescribe Subutex®, including those who are registered, was estimated in 2007 at
150 to 240, and the number of patients using Subutex®was estimated at a total of 4,300 persons, with approximately
3,000 of these patients receiving prescriptions from psychiatrists and about 1,400 from general practitioners
(National Monitoring Centre for Drugs and Drug Addiction Agentura INRES-SONES, 2008).

In 2009, the amount of Subutex® and Suboxone® distributed on the Czech market corresponded to 3517 g of
buprenorphine (Ministry of Health of the Czech Republic, IOPL, 2010), which is nearly the same amount as in 2008.

In 2009 a total of 9,910 packages of Suboxone® 7x2mg, 4,993 packages of Suboxone® 7x8mg, 32,201 packages of
Subutex® 7x2mg and 47,283 packages of Subutex® 7x8mg were distributed. As compared to 2008, in 2009 there
was an increase in the amount of Suboxone® and a decrease in the amount of Subutex® distributed (264.7 g
buprenorphine in Suboxone® and 3,329.8 gin Subutex®in 2008, 418.3 g buprenorphine in Suboxone® and 3,098.7 g
in Subutex® in 2009) (Ministry of Health of the Czech Republic, IOPL, 2009; Ministry of Health of the Czech
Republic, IOPL, 2010).

Given the same conditions as in past years (average daily consumption of 6mg buprenorphine and average
frequency of administration every two day357), the number of Subutex® and Suboxone® users in 2009 can be
estimated at around 3,210 persons; see Figure 5-1.

Figure 5-1: Quantities of Subutex® and Suboxone® (in grams of buprenorphine) distributed and estimated number of
users of these medications in 2000-2009 (Ministry of Health of the Czech Republic, IOPL, 2010; National Monitoring
Centre for Drugs and Drug Addiction, 2004)
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(rounded to the nearest 10)

As part of the survey Multiplier 2010 (for more information see the chapter on Problem Drug Use, p. 41) focused on
estimating the proportion of problem drug users in contact with low-threshold facilities, data was also gathered
regarding the proportion of problem opiate users involved in substitution programmes. The rationale behind this was
to verify whether the peer nomination technique could be used for this purpose.

The multiplier (in-treatment rate) for substitution treatment™® was calculated as the weighted average of the share of
problem drug users or problem opiate users whom the respondent (low-threshold facility client) knows and who are
also involved in a substitution programme. The value of the multiplier calculated as the share of all users with no
difference in terms of drugs as well as the share of opiate users (heroin, Subutex®, and Suboxone®) whom the
respondent knows are provided together with estimated numbers of opiate users in substitution treatment Table 5-8.
These values show that 8% (95% CI: 7-10%) of problem drug users and respectively 23% (95% CI: 20-27 %) of
problem opiate users are in substitution treatment. In both cases, the estimated number of substitution treatment
clients is around 3,000 people, and even though it is somewhat lower, it approximately corresponds with the
estimated number of people in substitution treatment stated above.

" Information on the average length of treatment (approximately six months) was obtained from a survey of outpatient psychiatrists in
2004 (Narodni monitorovaci stfedisko pro drogy a drogové zavislosti, 2004), and was recalculated using the average of 1 administration
Eger two days.

This is the proportion of problem users who are participating in substitution treatment.
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Table 5-8: Estimated number of substitution treatment clients in 2009 calculated using a multiplier out of all estimated
roblem drug users

Indicator Of all problem drug users | Of problem opiate users

Estimated number of problem drug users 37,400 12,100
Multiplier (in-treatment rate) 0.08 0.23
(I::"s;:qrrt?ted number of substitution treatment 3,100 2.800
95% ClI 2,400 — 3,800 2,300 — 3,300

Note: The data in the table are rounded.

Experiences involving oral substitution of pervitin (methamphetamine) with other psychostimulants in the Czech
Republic are given in a selected issue chapter of the 2008 Annual Report.

5.2.3 Inpatient treatment

Detoxification units are inpatient medical facilities in psychiatric and addiction treatment departments which serve for
short-term (usually up to three weeks) inpatient treatment aimed at managing withdrawal syndrome in the early days
of abstinence prior to starting further (usually residential) treatment. In most cases these units are located in
psychiatric hospitals and at large regional and university hospitals. At some inpatient care facilities where there is no
separate detox unit, detoxification is carried out in standard psychiatric departments or AT departments, and the
beds for detoxification are not detached from the ward's total bed capacity.

At present 14 healthcare facilities operate detoxification units. They have 116 beds specially designated for AT
patient detoxification; see Table 5-9. There are no detoxification units in the Karlovy Vary, Pardubice, Olomouc, and
Zlin regions; the Capital City, Prague and the Vyso€ina region each have three; the other regions each have one
facility with a detoxification unit. Prague is also home to the country's only detoxification unit for children and
adolescents — the Detoxification Centre for Children and Adolescents at the Hospital of Sisters of Mercy of St
Charles Borromeo (for more information see the 2008 Annual Report). Detoxification also took place at four prisons
in 2009 — for more information see Responses to Drug-related Health Issues in Prisons (p. 101).

Table 5-9: Numbers of detoxification units and their bed capacities in individual regions of the Czech Republic as of 1
September 2010 (Institute of Health Information and Statistics, 2010d)

Region Numper of Number of
facilities beds

Prague 3 42
Central Bohemia 1 9
South Bohemia 1 13
Pilsen 1 6
Karlovy Vary 0 0
Usti nad Labem 1 3
Liberec 1 5
Hradec Kralové 1 6
Pardubice 0 0
Vyso€ina 3 17
South Moravia 1 10
Olomouc 0 0
Zlin 0 0
Morava-Silesia 1 5
Total 14 116

Psychiatric hospitals for children and adults as well as psychiatric departments of hospitals provide inpatient medical
treatment for addicted patients. Psychiatric hospitals in particular organise the treatment by departments specialising
in various types of addiction. Over the past years, the network of psychiatric hospitals and psychiatric departments
has remained practically unchanged, but there has been a reduction in the total number of beds. In 2009 the number
of treatment facilities has increased, but no new facilities were opened — the treatment facility U Honzicka in Pisek
was detached from the psychiatric hospital for adults in Dobfany. There was a further reduction in the number of
beds (by 40) at psychiatric hospitals for children, and the psychiatric ward at the Ostrava City Hospital was
closed (Nechanska et al. 2010; Mravcik et al. 2010b; Ustav zdravotnickych informaci a statistiky, 2010c).

The inpatient psychiatric facilities in 2009 admitted 15,336 patients for hospitalisation due to disorders induced by the
use of addictive substances, of which 10,026 were disorders caused by alcohol use (there has been a marked
decrease since 2005), and 5,308 were patients with disorders caused by the use of other psychoactive substances,
excluding tobacco.
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Court-imposed compulsory treatment, including its institutional form, is described in the chapter on Interventions in
the Criminal Justice System, page 100).

Table 5-10: Number of inpatient psychiatric facilities, their total bed capacity and occupancy by users of non-alcohol
drugs (except tobacco) in 2000-2009 (Nechanska et al. 2010; Institute of Health Information and Statistics, 2010a)

P;ych|atr|c hospitals for Psychiatric hospitals for adults Psychla}tnc departments

children in hospitals
Year Total Number Total —of which are | Number Total Number

Number | number | of Number| number | beds in AT of Number | number | of

of beds | patients of beds | departments patients of beds | patients

2002 4 368 13 17| 9,677 1,194 2,494 33| 1,546 1,200
2003 4 368 17 17| 9,609 1,275 2,536 33| 1517 1,480
2004 4 368 27 17 | 9,583 1,266 2,880 33| 1,501 1,762
2005 3 320 27 17| 9,538 1,356 3,104 32| 1,439 1,584
2006 3 320 29 17 | 9,442 1,387 3,200 31| 1,420 1,846
2007 3 320 16 16 | 9,307 1,358 3,489 32| 1419 1,834
2008 3 300 25 16 | 9,240 1,341 3,527 32| 1,396 1,708
2009 3 260 21 17 | 9,207 1,370 3,578 31| 1,383 1,709

A therapeutic community is another type of residential treatment programme. The history of therapeutic communities
for drug addicts in the Czech Republic is summarised in the chapter on treatment in the 2008 Annual Report.
Therapeutic communities in the Czech Republic are associated in the section of therapeutic communities of the
Association of Non-governmental Organisations (A.N.O.), which had ten members as of June 2010%. According to
the Register of Social Service Providers maintained by the Ministry of Labour and Social Affairs, as of June 2010
there were 14 programmes registered as therapeutic communities in the Czech Republic. Thee/ are primarily
targeted at people who are at risk of addiction or who are already suffering from substance addictions °

The Ministry of Education manages the system of alternative educational care for children at risk. The system
comprises educational establishments for young people in institutional care, protective custody, or in preventive care.
Four types of institutional facilities and one type of preventive care facility cooperate with each other. They include
institutions for juvenile delinquents and children with behavioural disorders (“diagnostic institutions”), children's
homes with schools, rehabilitation institutions, and children's homes and educational care centres. The facilities are
established by the Ministry of Education, Youth and Sports, Regional Authorities or the private sector. In all there are
272 facilities in the Czech Republic; see Table 5-11. Administered by the Ministry of Education, diagnostic institutions
are divided up into children's diagnostic institutions, diagnostic institutions for adolescents, a diagnostic institution for
children and adolescents, and a diagnostic institution for the children of foreigners. Children's homes are usually
administered by the regional authorities, churches, private entities or the Ministry of Education. Children's homes with
schools are administered by the Ministry of Education. Rehabilitation institutions are administered by the Ministry of
Education or the private sector; some also specialise in underage mothers with children or adolescents who use
drugs. In terms of organisation, educational care centres report to diagnostic institutions or rehabilitation institutions,
in which case they are not independent, but they can also be managed by private entities. The number of children in
institutional care increases each year. In 2003 there were 7,250 children placed in these facilities, while in 2009 this
number had risen to 7,820. Most children have experience with cigarettes, about a third with drugs — particularly
alcohol and cannabis®".

Table 5-11: Educational facilities for young people in institutional care, protective custody, or in preventive care in the
Czech Republic

Types of facilities Number of facilities

Children's homes 155
Children's homes with schools 29
Rehabilitation institutions 34
Diagnostic institutions for children 8
Diagnostic institutions for adolescents 4
Diagnostic institutions for children and adolescents 1
Diagnostic institutions for children of foreigners 1
Educational care centres 40
Total 272

Five facilities contain departments specialised in treating children at risk of drug addiction. The total capacity of these
departments in 2009 was 74 spaces, and 152 children were placed there.

% See http://www.terapeutickekomunity.org/, accessed on 20 June 2010.

% See http://iregistr.mpsv.cz/, retrieved on 20 June 2010.

® Information provided by the Ministry of Education’s Department of Prevention, Special Education, and Institutional Education in
September 2010
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Table 5-12: Capacity and number of children with drug use problems in specialised departments of facilities providing
institutional, protective, and preventive care in the Czech Republic in 2009

. . Number of
Facility Capacity children
DVL!r K_ralove Rehabilitation 24 31
Institution
Kli¢ov Rehabilitation Institution 8 14
Zulova Rehabilitation Institution 8 15
Hostouri Rehabilitation Institution 16 25
Revnice Educational Care Centre 18 67
Total 74 152

5.3  Characteristics of Clients in Treatment
5.3.1 Systems for Collection of Data on Drug Users  in Treatment

Data on drug users using the services of low-threshold and treatment facilities are available from several data
sources.

The Register of Treatment Demands, a national reporting system, has been maintained by the Public Health
Service, specifically the Public Health Office in Prague, since 1995. Drug users who in any given year sought
treatment, counselling, or social services in designated facilities for drug users, either healthcare or non-healthcare
(e.g. therapeutic communities, low-threshold centres, etc.) ones, are included in this register. Separate records of
first treatment demands are also kept. The data set and its structure and the definitions in use comply with the
treatment demands collection standard issued by the European Monitoring Centre for Drugs and Drug Addiction
(EMCDDA). The register does not effectively cover the treatment provided through general practitioners, substitution
treatment centres, and prisons (Studni¢kova, 2009).

Other sources of data about drug users in treatment include health registers and statistical reporting systems
maintained by the Institute of Health Information and Statistics (IHIS). They include the compulsory data reported by
inpatient and outpatient (psychiatric) facilities and the NRULISL database of substitution treatment (see above). A
greater number of facilities report to the IHIS system compared to the system of the Public Health Service; however,
the system only accounts for health care facilities.

The data on clients of and services provided by NGOs, or programmes delivered with financial support from the state
budget, are mainly available from final reports of projects implemented from grants administered by the GCDPC.
This information is processed annually by the National Focal Point. In particular, the data cover low-threshold harm
reduction, as well as other types of services provided by NGOs (outpatient treatment, after-care, and inpatient
treatment in therapy communities)®.

The above data collection systems have overlaps, which leads, for instance, to a situation in which an NGO-
operated outpatient healthcare facility providing substitution treatment and reporting to the Register of Treatment
Demands completes datasheets for the Institute of Health Information and Statistics, reports data to the NRULISL
register, and submits a report to the grant authority as part of the subsidy proceedings. Information originating from
different sources therefore needs to be handled with the recognition that there are overlaps.

In 2010 a historical analysis of treatment data on addictive substance users at healthcare facilities, collected by the
Institute of Health Information and Statistics in the Czech Republic since 1959, was completed (Nechanska et al.
2010; Mravcik et al. 2010a; Mravcik et al. 2010b).

5.3.2 Treatment Demand Register

The Treatment Demand Register received data from 276 centres (72 low-threshold, 146 outpatient, and 58 inpatient
facilities) in 2009. The most sought-after type of facility has traditionally been the low-threshold centre; as in the
previous years, the clients of these facilities accounted for more than a half of the treatment demands — 54.9% of first
treatment demands and 50.3% of all treatment demands. Inpatient facilities were the most widely represented type
among the centres; however, their share of the total volume of the reported incidence and prevalence of drug users
in treatment was only 23.0% and 24.5%, respectively (Studni¢kova and PetraSova, 2010).

In 2009, a total of 8,763 drug users sought treatment services at these facilities, which is 500 more than in 2008. Of
this number, 4,318 represented first-time demands, which is about 400 more than in 2008. In comparison with

%2 Since 2003 the National Focal Point has operated FreeBase, a software application with a consolidated system for data collection in
low-threshold facilities, and from 2008 also UniData, an application for all types of services. A similar application in the area of primary
prevention — PrevData — has been in place since 2008. All these applications are principally intended for capturing data about clients
and the services provided to them. They contain a number of other tools making it possible to process reports in compliance with the
requirements of the Register of Treatment Demands and with the requirements for regular and final reports in the GCDPC subsidy
proceedings. The applications can be downloaded for free from http://www.drogovesluzby.cz.

page 55



previous years, the trend shows a slight decline, and the number of people demanding treatment is reaching 2004-
2005 levels. Women stably make up one third of treatment demands (Studni¢kova and PetraSov4, 2010).

The order of drugs used which are the cause for all demands and first treatment demands has remained the same
as in previous years. Users of stimulants dominate treatment demands — both overall and in terms of first demands.
Stimulant users® were the largest group of all treatment demands (59.5%) as well as first treatment demands
(60.9%); this is particularly the case for pervitin (59.4%, and 60.8%, respectively). The second largest group of all
demands are opiate users (23.4%), while cannabis users predominate among first treatment demands (18.3%).
Trends in the numbers of treatment demands according to drug used are given in Figure 5-2 and Figure 5-3.

The prevalence and incidence of treatment demands and the representation of treatment demands by drug type is
not the same throughout the Czech Republic. It is evident from the available data that the greatest relative
prevalence and incidence of treatment demands are in the region of Usti nad Labem and in the City of Prague. The
most commonly used drug among those demanding treatment, pervitin, is relatively dominant, with stimulant users
predominating in all regions across the Czech Republic (from 50% in the City of Prague to 80% in the Zlin region).
Opiate users were most markedly represented in treatment demands in Prague (36.9%), Central Bohemia (35.3%)
and the Usti nad Labem region (28.1%). The greatest share of cannabis users among treatment demands is
reported by the Pardubice (27.2%), Pilsen (26.1%), and Vysocina (25.7%) regions, see Map 5-2.

In terms of the age structure of treatment demands, a slight aging in the population of those demanding treatment
can be seen — Figure 5-4 and Figure 5-5. Although the year-on-year increase in the average age is small, from a
medium-term perspective, the increasing trend is apparent. In 2009 the average age of people demanding treatment
for the first time was 24.2 years old, and 25.9 years old for all those demanding treatment. Over the past decade, the
average age of those demanding treatment for the first time has increased by over three years, and for all those
demanding treatment the increase in age has been 3.5 years. People in treatment for heroin use for the first time
have aged the most. Since 2000 one can observe an average age increase of over six years, to the current 27.9
years. In 2009 the most commonly represented age group among all treatment demands and among first treatment
demands was 25 to 39-year-olds, who accounted for 39% and 49.3%, respectively. Similarly, in addition to the
gradual increase in the average age of treatment demands, one can also observe a decrease in the youngest age
categories of users in treatment — the number of persons under 19 is gradually dropping among first demands as
well as all demands for treatment (Studni¢kové and PetrdSova, 2010); see Figure 5-6 and Figure 5-7.

Over the long term, users of heroin and cocaine have been among the oldest and, at the same time, most rapidly
aging groups of treatment demands. On the other hand, they youngest demands are users of cannabis (19.7 among
first demands and 21 among all demands). The popularity of cannabis, especially among adolescents and young
adults, is also confirmed by data from other sources — see, for example, the chapter on Drug Use in the General
Population and Specific Targeted Groups (p. 26).

5.3.2.1 Selected Characteristics of Treatment Deman ds

The gender distribution of treatment demands has not changed over the long term, and reflects the estimated
structure of problem drug users in the Czech Republic — i.e. a ratio of two males per female. The greatest proportion
of males is among users of inhalants and hallucinogens; the lowest is among users of sedatives and hypnotics, with
women accounting for over half of all users. There is a relatively high percentage of females among users of
stimulants (approximately 36%), while women make up just 29% of opiate users (Studnickova and PetraSova,
2010).

Two-thirds of those demanding treatment administered drugs by injection, or by smoking (15%) or inhaling/snorting
(12.8%). Treatment contact most often took place at low-threshold facilities (50.3%), outpatient (24.5%) and
residential (25.1%) programmes.

The socioeconomic characteristics of those demanding treatment has changed little over the past years. Out of the
total of 8,763 treatment demands in 2009, 11.5% were from homeless people and another 8.5% were from people
resident in institutions (e.g. in prisons, institutional care, hostels or sheltered housing); only 47% gave a permanent
address of residence. Less than a half of both all and first treatment demands were from drug users who lived with
their parents, and 20.4% of all clients in treatment stated they lived alone — men (24.4%) more frequently than
women (11.8%); 17.8% of newly registered clients stated that they lived alone. A total of 582 clients (6.6%) receiving
treatment indicated they lived in a household with children. The number of people without a permanent home is
significantly greater among repeatedly treated and long-term drug users than among those demanding treatment for
the first time. The percentage of homeless people has been increasing among all clients and first demands since
2006 (Studnickova and PetraSova, 2010).

More than a half of treatment demands were from unemployed people or people with temporary jobs (52.9%). A total
of 14.9% of first treatment demands and 17.2% of all treatment demands were from people who stated they had

% The Public Health Service ranks amphetamine-type drugs, including MDMA, phenmetrazine, and ephedrine, as stimulants; cocaine is
recorded separately.
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regular employment. Nearly half of treatment demands were from people who had just a basic education; 40% have
completed secondary school (Studni¢kové and PetréaSova, 2010).

In 20009, first treatment demands reported daily use of drugs in 1,200 cases (27.8%); an additional 1,000 users
(23.2%) used the drug 2-6 times per week. Heroin was most frequently used daily by newly recorded users (50.7%),
pervitin was used on a daily basis by 22.1% of people demanding treatment for the first time. The most widely
reported frequency of use of pervitin was 2-6 times per week (26.7%).

All treatment demands reported the daily use of drugs in 2,652 cases (30.3%); an additional 1,886 users (21.5%)
used a drug 2-6 times per week. Among all heroin users in treatment, about half of those demanding treatment
reported daily use. Among pervitin users, a lower frequency of use was more common, at several times per week
(26.1%) as opposed to daily use (21.8%). At the same time, most users of Subutex® (68.3 %) reported daily drug
use in their demand for treatment (Studni¢kova and PetraSova, 2010).

In 2009, problem drug users made up 7,811 of all treatment demands (89.1%) and 3,607 of first treatment demands
(83.5%)64. A total of 5,840 (66.6%) of all demands stated that they were injecting drug users; this figure for first
demands was 2,402 (55.6%) (StudniCkova and PetraSova, 2010). Trends for selected characteristics among those
demanding treatment are shown in Figure 5-6 and Figure 5-7. Further information about injecting drug users among
those demanding treatment is provided in the section on Risk Behaviour of Drug Users (p. 70).

The typical profile for a client in treatment in 2009 is an unemployed male of Czech nationality between 25 and 30
years of age, with completed basic education, from Prague or Central Bohemia, with a permanent residence, living
with his parents and using stimulants (pervitin). He uses the drug several times per week, mostly by injecting.

Figure 5-2: Number of first treatment demands according to drug used, 1997-2009 (Studni¢kova and Petrasova, 2010)
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—— Ecstasy 12 7 10 23 50 | 193 | 24 27 16 7 5 10 5
Cocaine 12 7 7 10 5 3 15 13 5 5 13 15 24

LSD 25 29 31 30 17 13 6 11 9 2 5 5 6
Psylocibin| 3 6 9 4 5 7 3 1 4 1 4 2 2
Other 199 | 135 | 109 | 84 80 85 76 52 50 69 59 68 | 207
Total 3,132/|3,858|3,891|4,148|4,233|4,719|4,158|4,600|4,372|4,119|4,346|3,981 4,318

54 EMCDDA defines problem drug use as: injecting drug use and/or long-term/regular use of opioids/opiates and/or amphetamine-type
drugs and/or cocaine (European Monitoring Centre for Drugs and Drug Addiction, 2009). Cocaine use in the Czech Republic is at a very
low level. The prevalence of problem cocaine use has not been estimated.
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Figure 5-3: Number of all treatment demands according to drug used, 2002-2009 (Studni¢kova and PetraSova, 2010)
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—e— Penvitin 4,490 4,790 4,855 4,889 5,177 4,925 5,209
—=— Opiates 2,133 2,169 2,058 2,126 1,961 2,063 2,053
Cannabis 1,403 1,462 1,238 1,044 1,083 1,053 1,121
—<— Inhalants 226 221 183 124 94 62 47
Ecstasy 50 37 23 12 11 14 8
Cocaine 22 18 15 12 22 24 38
LSD 15 19 10 4 7 6 6
Other 183 129 152 155 132 132 281
Total 8,522 8,845 8,534 8,366 8,487 8,279 8,763

Map 5-2: Number of all treatment demands according to drug type in regions of the Czech Republic in 2009, per 100,000
inhabitants aged 15-64 (Studni¢kovéa and PetrdSova, 2010)
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Figure 5-4: Average age of first treatment demands according to specific drugs, 1997-2009 (Studnickova and PetraSova,
2010)
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1997 | 1998 | 1999 | 2000 | 2001 | 2002 | 2003 | 2004 | 2005 | 2006 | 2007 | 2008 | 2009
—o— Heroin 21.0|21.9|215|215|22.1 (234|246 | 251|255 |25.7|27.2|27.3|279
—— Pervitin 20.2|20.4|21.0|21.4|21.6 223|222 |23.1|23.4|22.7|23.7|24.0 241
Cannabis 18.7 | 18.4 | 18.6 | 18,5 | 18.3 | 18.7 | 18.9 | 19.5 | 19.3 | 19.0 | 20.1 | 20.5 | 19.7
Inhalants 19.0 | 18.1 | 17.5|18.6 | 18.3 | 18.4 | 19.6 | 20.0 | 20.4 | 20.0 | 21.2 | 22.4 | 21.5
Cocaine & crack 21.7 | 23.4|27.2|32.0|27.8| 26.0| 29.5| 28.6
—All drugs 20.8 | 20.6 | 20.8 | 20.9 | 21.3(21.8|21.9| 227|229 |23.1|23.7|243|24.2

Figure 5-5: Average age of all treatment demands according to specific drugs, 2002-2009 (Studni¢kova and PetraSova,
2010)
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—e— Heroin 24.2 25.1 25.9 26.4 26.2 28.1 28.7 28.6
—— Pervitin 23.7 23.6 24.2 24.5 24.2 25.0 25.4 25.5
Cannabis 19.4 19.6 20.1 20.0 20.0 21.0 21.3 21.0
Inhalants 21.1 21.2 22.0 22.7 22.2 23.7 25.7 23.8
Cocaine & crack 25.2 25.7 26.9 29.1 30.1 26.8 29.6 28.1
= All drugs 23.4 23.6 24.1 24.8 24.9 25.3 25.9 25.9
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Figure 5-6: Selected characteristics of first treatment demands, 1997-2009 (Studnickova and PetraSova, 2010)
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—&— Number of first treatment demands, |3,132|3,858|3,891|4,148|4,233|4,719/4,158|4,600(4,372|4,119|4,346|3,981|4,318
total

—l— - problem users 2,253|2,871(2,943|2,966|3,187|3,472|3,196|3,701|3,600|3,475|3,429|3,428| 3,607

- injecting users 1,723|2,385(2,490(2,586|2,745|2,761|2,516|2,986(2,796|2,573|2,753|2,468| 2,402

- persons under 19 1,694|2,023|1,914/1,970|1,860(2,000|1,808|1,656|1,506|1,327|1,335|1,186|1,164

—X¥— - females 1,152|1,307|1,337|1,431|1,637|1,541|1,359|1,503|1,381|1,384|1,449|1,344|1,408

Figure 5-7: Selected characteristics of all treatment demands, 2002-2009 (Studni¢kova and PetraSova, 2010)
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—&— Number of first treatment demands, | 9,237 8,522 8,845 8,534 8,366 8,487 8,279 8,763
total
—l— - problem users 7,441 7,067 7,473 7,372 7,451 7,137 7,490 7,811
- injecting users 6,228 5,964 6,364 6,125 6,054 6,109 5,986 5,840
- persons under 19 2,773 2,541 2,322 2,064 1,811 1,792 1,625 1,604
—¥— - females 2,895 2,646 2,709 2,602 2,656 2,763 2,663 2,829

5.3.3 Clients in Outpatient Treatment

In 2009, 41,419 users of alcohol and drugs were treated in outpatient psychiatric facilities; of these, 17,213 were
users of non-alcohol drugs (dg. F11-F19) and 16,343 were users of illicit drugs with the exception of tobacco (dg.
F11-F16, F18-F19). In comparison to 2008, there was a slight drop in the number of alcohol/drug patients
undergoing outpatient treatment, particularly because of the fall in the number of patients using alcohol. The total
number of men in treatment fell, while the number of women increased slightly. The number of children under 15
doubled year-on-year in 2009 (78 children), mainly as a result of cannabis users and problem drug users in this age
group. The total number of problem drug users, particularly women, rose. The proportion of patients from higher age
groups also grew (Institute of Health Information and Statistics, 2010b).

The users of drugs (excluding tobacco) included 10,924 males (67%) and 5,419 females (33%). The most patients
were 20-39 years old (70%); less than 12% of patients were under 20. Disorders caused by the use of opiates (F11),
stimulants (F15) and polydrug use (F19) are traditionally the most frequent diagnoses among patients in treatment.
Developments in the total number of patients are provided in Table 5-13. Trends in the proportion of injecting users
among patients in outpatient psychiatric treatment is provided in Figure6-6 (p. 71).
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Table 5-13: Trends in the number of addictive substance users in treatment at outpatient healthcare facilities in 1993-2009 according to addictive substance (groups) (Nechanska et al.
2010; Institute of Health Information and Statistics, 2010b)
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1993 | 49,102 816 - 211 | 2,589 - 8 595 - 62 - 561 260 132 | 5,234 | 5234
1994 | 44,660 653 - 291 | 2,561 — 8 706 - 87 - 380 558 367 | 5,611| 5,611
1995 | 32,956 461 - 383 712 — 14 699 - 69 - 281 473 246 | 3,338 | 3,338
1996 | 30,259 1,619 - 474 761 — 20 1,471 - 84 - 347 685 480 | 5941 | 5,941
1997 | 31,691 | 2,183 1,813 659 810 347 33| 2125 979 120 - 347 710 527 7514 | 7514
1998 | 31,955 | 2,255 1,823 1,039 1,011 456 95| 2,896 | 2436 127 - 370 1,148 491 | 9,432 | 9432
1999 | 28,022 | 3,368 | 2,552 1,293 1,613 1,080 42| 3655| 3,211 160 1,965 368 1,750 247 | 14,461 | 12,496
2000 | 27,021 | 3815| 3,176 1,152 1,122 491 52| 3,169 | 2,695 244 1,277 280 1,430 159 | 12,700 | 11,423
2001 | 28,582 | 4,336 | 3,464 1,248 1,787 644 57| 3415| 2,718 182 1,323 310 1,559 156 | 14,373 | 13,050
2002 | 25,400 | 4,029 | 3,171 1505 | 2,292 774 63| 3,185 | 2,719 232 1,533 261 2,480 156 | 15,736 | 14,203
2003 | 25,017 | 4,768 | 4,035 1,718 | 2,090 799 129 | 3,714 | 3,162 200 | 2,078 189 2,912 66 | 17,864 | 15,786
2004 | 25,235 | 4592 | 3,644 1,354 | 2,257 1,014 79| 3,025| 2579 170 1,350 180 | 2,279 104 | 15,390 | 14,040
2005 | 27,440 | 5558 | 3,635 1634 | 2,312 1,101 47 | 4,076 | 2,662 196 1,137 174 | 2,275 122 | 17,531 | 16,394
2006 | 26,966 | 4,640 | 3,357 1681 | 2,190 1,153 45| 3,746 | 3,055 137 1,529 187 3,631 135 | 17,921 | 16,392
2007 | 25,342 | 4259 | 2,614 1,544 1,799 1,057 33| 3979 | 3,272 198 1,170 140 | 3,616 116 | 16,854 | 15,684
2008 | 25,293 | 4,585 | 3,055 1620 | 2,229 1,408 73| 4,103| 3,330 177 1,608 79 2,489 356 | 17,319 | 15,711
2009 | 24,206 | 4,797 | 3,120 1667 | 2,377 1,492 36| 3907 | 3,383 74 870 90| 3,071 324 | 17,213 | 16,343

Note: Separate data for heroin, benzodiazepines, and pervitin are not available up to 1996, for tobacco up to 1998.

page 61



In 2009, outpatient treatment was also available from 11 NGOs funded by the Government Council for Drug Policy
Coordination. Services were provided to 1,533 illegal drug users, of whom 783 (51%) were males and 750 (49%)
females; their average age was 26.8 years old. A total of 712 clients (46.4%) injected drugs, 700 (45.7%) used
pervitin, 173 (11.3%) heroin, 139 (9.1%) cannabis, and 80 (5.2 %) other opiates, mainly illegally obtained
buprenorphine. In comparison to 2008, there was a drop in the number of clients, in particular heroin and Subutex®
users, and a significant increase in the number of pervitin users. A comparison of the period from 2003 to 2009 is
provided in Table 5-14 (National Monitoring Centre for Drugs and Drug Addiction, 2010d).

Table 5-14: Outpatient treatment facilities operated by NGOs and selected characteristics of their clients, 2003-2009
(Mravcik et al. 2009; National Monitoring Centre for Drugs and Drug Addiction, 2010d).

Indicator 2003 |2004 (2005 |[2006 |2007 |2008 |2009

Number of subsidised facilities 19 20 18 15 13 12 11
Number of clients 2,820 | 2,506 | 3,127 | 4,301 | 3,044 | 3,278 3,060
Number of drug users 1590 | 1,493 | 1,743 | 2,428 | 1,642 | 1,923 1,533
— injecting drug users 848 697 | 1,034 | 1,024 708 724 712
— pervitin users 547 540 540 771 511 456 700
— cannabis users 246 339 158 405 101 118 139
— heroin users 310 223 391 240 256 317 173
— Subutex® users — — 126 110 116 186 65
Average age of drug users 236 | 259 | 268 | 296 | 263 | 28.9 26.8

Over the long term, only one facility in the Czech Republic offers an intensive three-month outpatient treatment
programme in a day care centre — operated by SANANIM in Prague and in existence since 1996. The programme
capacity is approximately 10 persons. In 2009 services were provided to 46 clients (19 men, 27 women), whose
average age was 25.9 years. Altogether, 25 clients (54.3%) were injecting drug users before the treatment; 25
(54.3%) were heroin users and 6 (13%) used pervitin. A total of 54.3% of the clients completed treatment
successfully. The average length of treatment per client was two months (National Monitoring Centre for Drugs and
Drug Addiction, 2010d).

5.3.4 Clients in Substitution Treatment

In 2009 the Substitution Treatment Register included 1,555 persons in treatment (1,089 men and 466 women) aged
17 to 57 years, with males being the oldest patients (Institute of Health Information and Statistics, 2009e) — the trend
since 2000 is presented in Table 5-15. In comparison to 2008, the number of patients in treatment recorded in the
Substitution Treatment Register increased by nearly 15% (up by 199 clients). The greatest increase, by 110 clients,
occurred in the City of Prague (+20%) and in the region of Central Bohemia, by 54 clients (+39%). On the contrary,
there was a decline in the number of patients in the South Bohemian region, where the sole substitution centre, in
the city of Ceske Bud&jovice, cut back on its activities, and in the Karlovy Vary region, where the facility with the
greatest number of clients stopped providing substitution treatment.

A total of 755 new treatment cases for 643 recorded persons were registered with the substitution programme in
2009, with men making up 70% of both the cases and the persons; 343 individuals (248 males and 95 females)
entered treatment for the first time in their lives in 2009, while 412 of cases involved persons who had already been
in treatment. In comparison to 2008, there was a 15% decline in new cases. It is not uncommon for a person to be
admitted and re-admitted within one calendar year. Out of the persons who were admitted for treatment in 2009, 6%
were attempting for the second time, 2% for the third time, and the maximum number of attempts for treatment by
one person was four. The highest number of re-admissions was reported by the University Hospital in Ostrava,
Drop-In in Prague, the South Bohemia Substitution Centre and the Mé&Inik Hospital. Re-admissions, or more
specifically the terminations of the previous treatment episodes, were most frequently caused by a violation of the
treatment regime on the part of the patient; over the long term, the repeated violation of the therapy agreement is the
reason behind 70% of all treatment terminations. In 2009 treatment was terminated a total of 508 times (354 and 154
cases of treatment termination involved males and females respectively) by 415 persons (288 males and 127
females), which is approximately 11% less than in 2008 (Institute of Health Information and Statistics, 2009e); see
Table 5-15.

Clients from the City of Prague (43%) and the regions of Usti nad Labem (17%) and Central Bohemia (13%) were
most frequently among the newly reported cases. On the other hand, clients from the Pilsen, Karlovy Vary, Liberec,
Pardubice, Olomouc, Zlin, and VysoCina regions were rarely represented (Institute of Health Information and
Statistics, 2009e).
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Table 5-15: Trends in persons in treatment, reported and terminated treatment cases in the NRULISL register by gender,
2000-2009 (Nechanska et al. 2010; Institute of Health Information and Statistics, 2010e)

. Number of new Number of terminated

Number of persons in treatment
Year treatment cases treatment cases

Males Females | Total Males Females | Total Males Females | Total
2000 173 72 245 207 86 293 72 30 102
2001 369 164 533 374 167 541 261 107 368
2002 393 167 560 265 106 371 265 110 375
2003 557 232 789 499 183 682 345 115 460
2004 605 261 866 375 136 511 430 159 589
2005 578 247 825 438 150 588 395 135 530
2006 652 286 938 455 175 630 378 145 523
2007 719 319 1,038 403 157 560 378 143 521
2008 949 407 1,356 621 266 887 389 179 568
2009 1089 466 1,555 530 225 755 354 154 508

5.3.5 Clients in Inpatient Treatment

Polydrug use (dg. F19) was again the most common cause (almost half) of hospitalisation of illegal drug users in
inpatient psychiatric facilities in 2009. Other causes of hospitalisation included stimulant use (28%) and opioid use
(13%). The causes of hospitalisation in psychiatric hospitals for children were polydrug use, the use of inhalants,
cannabis, and stimulants. Nearly half of illegal drug users admitted to hospital were aged 20-29, less than a quarter
were 30-39 years old, and persons under 20 made up 16% of the total number of hospitalised illicit drug users. In
terms of regional distribution, the most patients hospitalised in connection with (non-tobacco) drug use were
permanent residents of the Usti nad Labem region (92 patients per 100,000 people living in the region) and the City
of Prague (87). After a gap, this is followed by the Liberec (62), Central Bohemia (55), and Pilsen (54) regions.
Numbers of patients according to main diagnoses and types of psychiatric facilities in 2009 are shown in Table 5-16.

Table 5-16: Number of hospitalisations resulting from disorders caused by alcohol and other psychoactive drug use in
psychiatric inpatient facilities in 2009 according to type of healthcare facility, gender, and diagnosis (Institute of Health
Information and Statistics, 2010c)

Psychiatric hospitals for Psychiatric hospitals for Psychiatric departments

Diagnosis children adults in hospitals
Males Females| Total Males Females| Total Males Females| Total

F11 (opioids) 0 0 0 262 108 370 209 108 317
F12 (cannabis) 5 5 68 13 81 75 13 88
F13 (sedatives/hypnotics) 0 0 51 122 173 39 85 124
F14 (cocaine) 0 0 0 3 3 1 1 2
F15 (other stimulants) 1 3 627 370 997 282 206 488
F16 (hallucinogens) 0 0 4 0 4 1 0 1
F18 (inhalants) 5 5 44 2 46 11 5 16
F19 (polydrug use) 4 8| 1,354 550 | 1,904 443 230 673

Drugs in total

o (OO0 o |[~A|O|O|MNV|O|O|O

F1119 ol F17 15 21| 2410| 1168| 3578| 1061| 648| 1,709
F10 (alcohol) 0 0| 5348 | 2164| 7512| 1500| 1014 | 2514
F17 (tobacco) 0 0 0 0 0 1 1 2
Addictive substances in 15 21| 7758 | 3332|1100 | 2562| 1663 | 4225

total (F10-F19)

The trend in the number of hospitalised patients by individual drug (groups) varies. In 2001 and 2002 there was a
significant decrease in the number of hospitalisations resulting from disorders caused by opioids (F11). With minor
fluctuations, this has continued into the following years. The number of admissions to hospital because of polydrug
use disorders (F19) has been increasing over the long term (2.6 times higher from 1997 to 2009). The number of
hospitalisations resulting from non-cocaine stimulant use (F15) increased in the period 1997-2009 by over two thirds,
but there has been a slight decline since 2007. The number of hospitalisations resulting from disorders induced by
other drugs is much lower by comparison. In 2009 there was an increase, and hospitalisations declined only as far
as hallucinogens are concerned (Nechanska et al. 2010; Mrav¢ik et al. 2010b; Ustav zdravotnickych informaci a
statistiky, 2010c); see Table 5-17.
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Table 5-17: Number of hospitalisations resulting from disorders caused by alcohol and other psychoactive substances in
sychiatric inpatient facilities in 1997-2009 (Nechanské et al. 2010; Institute of Health Information and Statistics, 2010c)

Number of hospitalisations by diagnosis
g
2 2 5 o
Year = c_jrs S § Addictive Drugs
m 2 R IS 2 — D 5, | substances, | (excl.
o) g g =z| & B §= 3 = S | total tobacco)
S s = < S o ) & < S
SS|d3|95|98|33 /95|98 58|18 33
L el |lne|lneluLée e |lne|lLs|l s
1997 | 10,188 | 1,170 48 | 162 7| 892 26 6| 139 991 13,629 3,435
1998 | 9,997 | 1,624 57| 175 6| 1,194 64 -| 137 | 1,276 14,530 4,533
1999 | 9,511 | 2,069 60 | 152 9| 1,082 39 -| 110 | 1,222 14,254 4,743
2000 | 9,875 | 2,327 65| 153 5| 901 41 1| 135| 1,448 14,951 5,075
2001| 10,176 | 2,079 79| 164 5| 814 33 1| 106 | 1,496 14,953 4776
2002 | 10,492 918 91| 149 9| 925 16 2| 128 | 1,471 14,201 3,707
2003 | 11,068 | 989 | 112 | 154 13| 986 15 6| 153 | 1,611 15,107 4,033
2004 | 11,669 | 1,068 95| 199 3| 1,227 21 2| 128 | 1,928 16,340 4,669
2005 | 11,691 981 | 115| 223 911,222 15 1 92 | 2,058 16,407 4,715
2006 | 10,705 | 875 | 147 | 240 7 | 1,564 5 2| 103 | 2,134 15,782 5,075
2007 | 10,514 | 889 | 148 | 219 3| 1,638 12 - 75| 2,355 15,853 5,339
2008 | 10,360 | 713 | 161 | 270 3| 1524 13 4 48 | 2,528 15,624 5,260
2009 | 10,026 | 687 | 174 | 297 51| 1,488 5 2 67 | 2,585 15,336 5,308

In 2009 the Government Council for Drug Policy Coordination granted subsidies to 10 therapeutic communities. Data
about the number of clients and services provided are available from these communities' final reports, see Table
5-18.

The capacity at the ten therapeutic communities was 160 beds. 394 drug users with an average age of 26.6 years
entered treatment there. A total of 343 clients (87.1%) were injecting drug users prior to treatment, 276 (70.1%) used
pervitin, and 74 (18.8%) used opiates (69 used heroin, 5 used illegally procured buprenorphine). There were 93
clients (26.6%) who successfully completed the programme; the average duration of a successful (completed)
treatment was 309 days. A total of 163 clients (41.4%) dropped out, 35% within 3 months of the commencement of
treatment. The average duration of the treatment of all patients was 181 days. A comparison of the period from 2003
to 2009 is provided in Table 5-18.

Table 5-18: Therapeutic communities and their clients in 2003-2009 (Mrav¢ik et al. 2009; National Monitoring Centre for
Drugs and Drug Addiction, 2010d)

Indicator 2003 | 2004 | 2005 | 2006 | 2007 | 2008 | 2009
Number of communities| 17 14 12 12 11 10 10
Facility capacity 238 | 218 | 183 | 185 | 169 | 138 160
Number of clients 510 | 546 | 491 | 451 | 472 | 427 394
— injecting drug users 428 | 429 | 400 | 375 | 347 | 326 343
— pervitin users 270 | 306 | 287 | 281 | 291 | 283 276
— heroin users 187 | 151 | 132 93 66 67 69
Average client age 234 | 242 | 249 | 251 | 242 | 238 | 26.6

Since the beginning of 2007, a study entitled Treatment Outcome Evaluation of Therapeutic Communities for Drug
Users has been conducted at five therapeutic communities associated in the Therapeutic Communities Section of
the Association of NGOs. The study is planned to be completed in 2010. Analysis of the study sample at the
beginning of the research project and other information about the study are provided in more detail in the 2008
Annual Report.
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6 Health Correlates and Consequences

The state of affairs in terms of infections among (injecting) drug users remained relatively favourable in 2009 — the
HIV infection rate was still far below 1%. In 2009, seven new HIV-positive persons were identified who may have
become infected through injecting drug use. This is less than in 2007 and 2008, returning the reported incidence to
the positive values from previous years (the overall incidents of HIV in the Czech Republic is rising, however, mainly
as a result of the spread of infection among gay men). The number of newly reported HBV and HCV cases among
injecting drug users has fallen over the past years. Depending on the characteristics and selection criteria of the
sample studied, the prevalence of HCV among drug users ranges from approximately 20% in low-threshold
programmes to 40% in prisons. The relatively highest prevalence of infection was reported among imprisoned
injecting drug users (for HIV, for example, a prevalence of over 2% was found in 2009), but the results should be
interpreted with caution bearing in mind the possibility of a sampling error.

For the first time, data about new cases of sexually transmitted diseases among injecting drug users are available for
2009. In the past years there is an evident growing trend in the presence of syphilis among injecting drug users. In
2009 there were 103 syphilis cases reported among drug users (10% of all reported cases), and prostitution was
also found in 17% of these cases (these were mostly females).

The proportion of pervitin and opiate users who administer drugs by injection has been gradually falling over the long
term, but this still applies for the majority of users in contact with counselling or treatment institutions.

In 2009 there was a slight year-on-year increase in cases of fatal overdoses on illicit drugs and inhalants (total 49
cases), and over the past two years a slightly increasing trend can be observed. Year-on-year, the number of fatal
opiate overdoses increased from 15 cases in 2008 to 20 cases in 2009; the number of cases of lethal pervitin and
inhalant overdoses has remained practically at the same level. After several years of zero occurrence, three cases of
fatal overdoses on (new) synthetic drugs have been reported. Cocaine was present in two deaths classified as
pervitin overdoses. From the mid-term perspective, there is an evident growing number of cases of indirect deaths
(i.e. deaths other than by overdose, particularly as a result of accidents or suicide) involving the detection of pervitin
and THC, although in 2009 these remained at the same levels as in 2008.

For the first time, the Annual Report presents data on fatal drug overdoses contained in the Czech Republic's
general mortality register (Deaths information system). Despite the methodological difficulties connected with
selecting cases, over the past three years a growing trend in the number of fatal drug overdoses is evident in the
general mortality register.

The traffic police records indicate that the number and proportion of accidents caused under the influence of alcohol
and drugs, as well as the number of people killed in accidents caused by impaired drivers, continued to grow in
2009. There has also been an increase in both the number and proportion of people killed in accidents caused by
drivers under the influence of other drugs, although the numbers of these reported by the police still tend to be much
lower in comparison to the results of autopsies on individuals killed in road accidents investigated at forensic
medicine departments.

6.1  Drug-related Infectious Diseases
6.1.1 Reported Incidence of HIV/AIDS, Viral Hepatit is, and Sexually Transmitted Diseases

The number of new cases of HIV infection reported each year in the Czech Republic up to 2006 had ranged
between two and eight cases among injecting drug users and another one or two cases in the mixed category of
injecting drug users and homo-/bisexuals. In 2007 there were 17 cases and the following year 12 cases reported of
HIV-positive persons who may have become infected through injecting drug use. In 2009 the situation in the area of
new diagnoses of HIV among injecting drug users returned to the values from previous years — a total of seven
cases were reported in which infection could have occurred through injecting drug use. Altogether, 1,344 HIV-
positive persons with a permanent place of residence in the Czech Republic were registered as of 31 December
2009; 65 of them are injecting drug users and another 25 fall under the mixed category encompassing injecting drug
use and homo-/bisexual intercourse (National Institute of Public Health, 2010b); see Table 6-1.
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Table 6-1: Number of new HIV cases in the Czech Republic up to 2009 for individual years and according to route of
transmission (National Institute of Public Health, 2010b)

Route of ransmission 19852003 | 2004 | 2005 | 2006 | 2007 | 2008 | 2009 122

(risk group) Number | %
Homo-/bisexual intercourse 356 30 52 54 72 88 102 754 56.1
Heterosexual intercourse 209 31 29 26 28 45 41 409 30.4
IDU 26 7 4 4 12 8 4 65 4.8
_IDU and homo-/bisexual 10 1 1 1 5 4 3 o5 19
intercourse

Other 37 0 0 0 0 0 0 37 2.8
Not ascertained 27 3 4 6 4 3 7 54 4.0
Total 665 72 90 91 121 148 157 1,344 | 100.0

Note: The number of cases is being corrected for previous years — corrections stem from duplicities that were found and from
subsequent clarification of information regarding the route of transmission.

In 2009 the EPIDAT national system of compulsory reporting of infectious diseases recorded another decrease in
newly reported cases of acute viral hepatitis B (HBV, dg. B16) and C (HCV, dg. B17.1 and B18.2). Both the total
number of cases and cases among injecting drug users declined. (National Institute of Public Health, 2010a); see
Figure 6-1 and Figure 6-2.

Figure 6-1: Reported incidence of HBV among all patients and injecting drug users in the Czech Republic in 1996-2009
(National Institute of Public Health, 2010a)
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Figure 6-2: Reported incidence of acute and chronic HCV among all patients and injecting drug users in the Czech
Republic in 1996-2009 (National Institute of Public Health, 2010a)
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Following the epidemic of viral hepatitis A (HAV, dg. B15) which broke out at the end of May 2008 in Prague (initially
particularly among injecting drug users) and later spread to Central Bohemia, the increased prevalence of HAV
continued in 2009 (National Institute of Public Health, 2010a); see Figure 6-3.
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Figure 6-3: Reported incidence of HAV among all patients and injecting drug users in the Czech Republic in 1996-2009
(National Institute of Public Health, 2010a)
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For the first time, data from the National Register of Sexually Transmitted Diseases are published in the Annual
Report. Compulsory reports are completed for all persons found to have a sexually transmitted disease, who died
from such a disease or are suspected to be suffering from or infected with a sexually transmitted disease in the
Czech Republic. Syphilis (dg. A50 through A53), gonorrhoea (dg. A54), lymphogranuloma venereum (dg. A55) and
chancroid (A57) are subject to reporting from all healthcare facilities. Injecting drug use and prostitution have been
found to be risk factors. Developments in the number of reported cases overall and among injecting drug users
(IDUs) for syphilis and gonorrhoea are shown in Figure 6-4. Since 2006 there has been an evident increase
especially in syphilis cases, which also relates to IDUs. In 2009 injecting drug users accounted for 10.3% of cases of
syphilis and 1.0% of cases of gonorrhoea (Institute of Health Information and Statistics, 2010g).

Figure 6-4: Reported incidence of syphilis and gonorrhoea among all patients and among injecting drug users in the
Czech Republic, 2000-2009 (Institute of Health Information and Statistics, 2010g)
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2000 | 2001 | 2002 | 2003 | 2004 | 2005 | 2006 | 2007 | 2008 | 2009

Emm Syphilis total 967 |1,376| 976 849 | 684 | 523 | 502 | 822 850 | 997

= Gonorrhoea total 888 | 880 | 911 |1,030| 947 | 859 |1,082|1,149 | 816 | 724

Syphilis in IDUs 49 62 24 26 40 27 20 44 51 103

Gonorrhoea in IDUs 14 18 23 11 8 10 9 13 10 7

In general, sexually transmitted diseases are marked by a significantly higher prevalence among males than females
- an average 29% higher for syphilis and over twice as high for gonorrhoea in the period under study. Among IDUs,
the number of females infected with syphilis was higher than that of males (by 14%), but gonorrhoea in males was
37% higher than in females. In 2000-2009, early stage syphilis (dg. A51) accounted for over 42% of cases, with over
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two thirds of cases involving injecting drug users. As for gonorrhoea, 88% of cases were diagnosed as acute; 81% of
acute conditions were associated with IDUs.

Data on the prevalence of high-risk behaviour pertaining to the reported cases of sexually transmitted diseases
indicate that concurrent prostitution and injecting drug use is relatively common. In 2000-2009, injecting drug use
was found in a total of 14.6% of syphilis and gonorrhoea cases in commercial sex workers, and prostitution was
concurrently found in 16.9% of injecting drug users (mainly females); see Table6-2.

Table6-2: Proportion of commercial sex workers (CSW) and injecting drug users (IDU) in reported syphilis and
gonorrhoea cases, 2000-2009 (Institute of Health Information and Statistics, 2010g)

Number of cases reported Share (%)
Infection | 1 tal CSW IDU | -CSW and IDU 'c'?suv\‘/’er CSW per IDU
Syphilis 8,546 449 446 83 185 18.6
Gonorrhoea 9,286 207 123 13 6.3 10.6
Total 17,833 656 569 96 14.6 16.9

Anthrax infection among injecting users of heroin was identified in Europe in December 2009%°. The Czech Republic
has recorded no cases of anthrax or other infections caused by bacterial spores (tetanus, botulism or gas gangrene)
that could have been contracted through injecting drug use®.

The chapter on Responses to Drug-related Health Issues in Prisons (p. 101) provides information on HBV, HCV,
and HIV and the treatment of the diseases among prisoners, including drug users.

6.1.2 Prevalence of Infections among Drug Users

According to the National Reference Laboratory for AIDS at the National Institute of Public Health in Prague, a total
of 906,870 laboratory tests for HIV were conducted on Czech citizens and residents in the Czech Republic in 2009,
of which 157 were positive (0.17%o); 806 tests were conducted among IDUs®, with one positive result (1.2%o); the
number of tests carried out among IDUs decreased again in 2008, mainly due to the absence of saliva tests, and
reached its lowest value in the period under scrutiny (National Institute of Public Health, 2010b); see Table6-3%.

Table6-3: Testing of injecting drug users for HIV antibodies in 1994-2009 (National Institute of Public Health, 2010b)

Blood tests Saliva tests Total
Year Number of Number of Number of Number of Number of Number of

tests positive results| tests positive results| tests positive results
1994-1997 1,206 1 895 0 2,101 1
1998 1,034 0 1,124 0 2,158 0
1999 1,101 0 1,219 0 2,320 0
2000 1,090 0 1,001 0 2,091 0
2001 1,208 1 961 0 2,169 1
2002 801 0 735 1 1,536 1
2003 985 1 652 0 1,637 1
2004 1,382 0 227 0 1,609 0
2005 925 1 449 1 1,374 1*
2006 994 1 412 0 1,406 1
2007 845 1 531 1 1,376 2
2008 886 1 477 0 1,363 1
2009 806 1 0 0 806 1
Total 13,263 8 8,683 3 20,540 10

Note: * This involves one new case detected by a saliva test and subsequently confirmed by a blood test.

The monitoring of testing for infections among IDUs has been ongoing since 2004 in low-threshold programmes; the
2009 results were collected using an online questionnaire in the period from July to August 2010 (National
Monitoring Centre for Drugs and Drug Addiction, 2010c). A total of 20 low-threshold programmes responded, of
which 13 were low-threshold centres, 5 outreach programmes and 2 were services operating both low-threshold and

% On 22 July 2010, a total of 52 cases of anthrax were found among injecting drug users in Scotland, England, and Germany, with 15 of
these cases being fatal. For more information see http://www.drogy-
info.cz/index.php/o_nas/varovani_nove_drogy/vyskyt antraxu u_uzivatelu heroinu_ve skotsku anglii a nemecku.

% Communication with public health protection authorities (Ministry of Health, National Institute of Public Health in Prague), August
2010.

" These are cases when information about drug use is known prior to the test or is reported as the reason for testing.

% Only tests carried out in Czech laboratories with the explicit description that the reason for the test is injecting drug use are provided in
this table. Injecting drug users can also be tested for many other reasons, and in these cases it is made known only afterwards that the
subject was an injecting drug user. In 2009 a total of four new HIV positive injecting drug users were found. Three of these cases were
found on the basis of clinical symptoms of the disease. Of the three men who are reported homo-/bisexual IDUs in 2009, one was
examined at his own request, one in connection with prostitution, and one because of a clinical diagnosis.
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outreach programmes. The results are shown in Table 6.4. Because of the very low participation of low-threshold
programmes in the questionnaire survey, it is very difficult to make general statements about the results that were
obtairégd. Nevertheless, these results as well show a very low prevalence of HIV and HCV among injecting drug
users™.

Table 6-4: Results of testing among injecting drug users in low-threshold facilities in 2009 (National Monitoring Centre for
Drugs and Drug Addiction, 2010c)

Number of
. Number of Number of persons
Infection [Type of test* programmes tests
Total | Positive | Total | Positive | Positive (%)
Saliva test** - - - - - -
Quick capillary blood test 8| 414 1 395 1 0.3
HIV Quick capillary blood serum test 4 79 0 68 0 0.0
Laboratory vein blood serum test 1 5 0 5 0 0.0
Total 12| 498 0 468 0 0.0
Quick capillary blood test 1 5 0 5 0 0.0
HCV Quick capillary blood serum test 10| 387 76 343 76 22.2
Laboratory vein blood serum test 1 5 3 5 3 60.0
Total 10| 397 0 353 79 22.4
HBV Laboratory vein blood serum test 1 5 0 5 0 0.0
Quick capillary blood test 3] 253 19 244 19 7.8
Syphilis Laboratory vein blood serum test 1 4 2 4 2 50.0
Total 3| 257 0 248 21 8.5

Note: * The results of testing for long-term antibodies are looked for. ** Saliva tests were not available in 2009.

The trend in the number of low-threshold facilities that test for these infections and the numbers of tests conducted
according to the information provided in the final reports of the projects supported in the GCDPC subsidy programme
are given in Table 7-6 (p. 85), section on Prevention and Treatment of Drug-Related Infectious Diseases.

The data about testing for infections and the results of the tests are also monitored by the Register of Treatment
Demands (Studni¢kova, 2010). This information is provided by the clients themselves or is obtained from their
records; only tests with known results are included; see Table 6-5. Although they provide limited evidence only, the
data indicate a stable and, in recent years, falling prevalence of infections among drug users.

Table 6-5: The results of testing for HIV, HAV, HBV, and HCV among users demanding treatment, self-reported, 2003-
2009 (Studnickova, 2010)

Infection 2003 2004 2005 2006 2007 2008 2009

HIV Total tested 2,471 2,483 2,253 2,196 1,905 2,332 2,558
Positive (%) 0.8 04 0.2 0.5 0.3 0.6 0.5

HAV Total tested 2,132 2,059 1,931 1,997 1,774 2,271 2,307
Positive (%) 7.1 55 4.5 3.3 3.3 8.4 6.1

HBY Total tested 2,504 2,581 2,332 2,290 2,004 2,463 2,553
Positive (%) 11.2 9.9 10.1 10.0 8.4 8.9 8.3

HCV Total tested 2,884 2,913 2,577 2,497 2,168 2,636 2,852
Positive (%) 315 33.6 35.0 32.6 31.0 32.0 29.8

For the first six months of 2010, the results of testing of imprisoned injecting drug users are available (Generalni
feditelstvi Vézeriské sluzby CR, 2010d). As the selection of prisoners is not representative, care must be taken in
making general statements regarding the results. Nevertheless, the results indicate a higher incidence of infection
among prisoners in comparison with available results of studies and monitoring systems aimed at drug users in the
community-based facilities — particularly the prevalence of HIV (even though the number of persons examined is
low) is relatively high; see Table 6-6.

% 1t must be taken into account that the tests are only for general informational purposes and that offers to get tested are mainly taken
up by clients who are new — and thus tend to be less frequently infected.
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Table 6-6: Results of testing injecting drug users for HIV, HBV, and HCV at prisons in the first six months of 2010

(Generalni reditelstvi Vézeriské sluzby CR, 2010d)

Start of serving In course
Infection | Tested indicator prison Start of prison Total
of custody
sentence sentence
Total tested 24 56 88 168
HIV anti-HIV Positive 2 2 0 4
Positive (%) 8.3 3.6 0.0 24
Total tested 575 392 833 1,800
HBsAg* Positive 87 51 134 272
HBY Positive (%) 15.1 13.0 16.1 15.1
Total tested 496 311 603 1,410
anti-HBc IgG** | Positive 70 30 128 228
Positive (%) 14.1 9.6 21.2 16.2
Total tested 848 486 812 2,146
HCV anti-HCV Positive 359 214 319 892
Positive (%) 42.3 44.0 39.3 41.6

Note: * An antigen indicating acute or chronic active infection, ** antibodies created in case of an acute HBV infection but lasting even
long after recovery.

As part of a student research project, a group of injecting pervitin and heroin users entering treatment at the Cerveny
Dvur Psychiatric Hospital in the second half of 2009 were monitored. The sample included a total of 135 people, 84
of whom were males. As far as primary drugs are concerned, 104 cases were pervitin users and 31 were heroin
users. The prevalence of anti-HCV antibodies was found in 34.8% of cases (Borska, 2010).

6.1.3 Risk Behaviour of Drug Users

Over the long term there has been a slight decline in the proportion of injecting users among those demanding
treatment for the first time in connection with heroin and pervitin use; administration by injection is also the most
frequent form of application among users of Subutex® — developments from 1998-2009 can be seen in Figure 6-5. In
the Czech Republic, cocaine is used almost exclusively by snorting (four out of the total of 38 cocaine users reported
injecting in their demand for treatment); no treatment demands related to crack use were registered in 2009
(Studnickova and PetraSova, 2010).

Figure 6-5: Developments in the proportion of injecting drug use in first treatment demands and in all treatment demands
in relation to the use of heroin, Subutex®, and pervitin (%) (Studnickova and Petrasova, 2010)
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Developments in the proportion of injecting users among patients — users of heroin, pervitin, and polydrug users
(F19) in the live case records (clients treated at least once in the given year) at outpatient psychiatric facilities is
shown in Figure6-6 (Nechanska et al. 2010; Ustav zdravotnickych informaci a statistiky, 2010b). The proportion of
administration by injection among heroin and pervitin users has been decreasing over the long term, and is lower
than in the Register of Treatment Demands (see Figure 6-5). The growing share of injecting drug users among
polydrug users (F19) is likely a reflection of the growth in pervitin and opiate users who combine these two drugs
together or with other drugs.

Figure6-6: Developments in the proportion of injecting users among heroin, pervitin, and polydrug users (F19) in the live
case records at outpatient psychiatric facilities, 1997-2009 (%) (Nechanska et al. 2010; Institute of Health Information
and Statistics, 2010b)
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The trend in the proportion of injecting users demanding treatment who report sharing needles and syringes hovers
around 40%, see Table 6-7.

Table 6-7: Sharing of needles and syringes at any time in the past reported by IDUs demanding treatment in 2002-2009
(Studni¢kova, 2010)

Number of | Number of those .

Year IDUs sharing Sharing (%)

2002 6,437 2,590 40.2
2003 5,901 2,356 39.9
2004 6,314 2,725 43.2
2005 5,769 2,421 42.0
2006 5,860 2,313 39.5
2007 5,338 2,139 40.1
2008 5,766 2,057 35.7
2009 6,012 2,263 37.6

6.2  Other Drug-related Health Correlates and Conseq  uences
6.2.1 Non-fatal Drug Intoxications

The collection of data about non-fatal intoxications’® is based on the system operated by the Public Health Service
and the data are collected centrally by the Public Health Office in Prague. There are still major differences between
the regions in the system of collecting data’. Various health facilities, primarily emergency units, provide reports to
the system. In 2009 there were 1,018 cases of non-fatal intoxication with drugs. The trend is shown in Table 6-8.

" This system reports cases of overdoses, as well as other health complications that require emergency hospitalisation.

™ The trends of the cases reported are also significantly influenced by changes in the network of the reporting facilities — starting from
2007, for instance, data are available from the emergency medical service of the Central Bohemia region, while there were no cases
reported from the South Moravia and Hradec Kralové Regions in 2007 and 2008. In 2009, no cases were reported from the South
Bohemia, South Moravia, and Vysocina regions; from 30 June 2009, data collection was restricted in Prague.
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Table 6-8: Non-fatal drug intoxications in the Czech Republic in 2001-2009 (Studni¢kova and PetrdaSova, 2010)

Drug 2001 2002 2003 2004 2005 2006 2007 2008 2009
Pervitin 163 191 149 180 222 231 343 364 187
Heroin 285 176 152 179 244 149 190 166 122
Methadone 2 6 3 2 10 7 2 1 1
Subutex” — — 2 12 14 18 32 7 0
Other opiates 16 23 22 20 19 21 40 17 42
Benzodiazepines 137 89 157 126 153 124 139 113 180
Other sedatives,

hypnotics 195 137 82 103 88 107 125 135 127
Cannabis 63 101 90 84 73 72 127 108 105
Inhalants 75 58 69 64 48 28 31 9 33
Psilocybin 15 7 4 10 6 5 10 9 7
Cocaine, crack 4 2 6 5 7 8 1 7 2
Datura stramonium 4 0 0 0 1 0 1 5 2
LSD 3 2 3 7 3 5 7 4 13
MDMA 15 4 8 3 8 12 12 3 1
Other known drugs and

medications 182 179 100 92 111 89 124 140 173
Other, unknown 24 25 34 65 186 78 71 58 23
Total 1,183 1,000 881 952 1,193 954 1,255 1,146 1,018

6.2.2 Psychiatric and Somatic Comorbidity of Drug U  sers
No new data are available for 2009.
6.2.3 Drugs and Road Accidents

Since 2003, cases where ethanol and other drugs72 were detected have been analysed in forensic autopsies of road
accident fatalities in the Czech Republic; for more information see the chapter on Drug-related Deaths and Mortality
of Drug Users (p. 74). Active participants in road accidents (pedestrians, bicyclists, and drivers) are monitored
separately73. The results for 2008 (for more information see the 2008 Annual Report) have been published in print
(Mravcik et al. 2010). The analysed group composed 1,040 victims killed in road accidents, 387 of whom were
drivers. The drivers killed on the road were ethanol positive in 29.2% of cases, 12.7% were positive for one or more
monitored psychoactive substances — most frequently stimulants (pervitin) and cannabinoids (9.2% and 6.2% of
these cases respectively). Among drivers of lorries, vans, and buses (essentially professional drivers), there was
zero prevalence of ethanol or other drugs, with the exception of one positive finding of pervitin (6.7% of this
subgroup). Positive ethanol results were most frequently found in the male victims aged around 40, while stimulants
and cannabis were found in persons aged 30 and 25, respectively, regardless of gender. Out of the entire 2008
sample, a total of 146 active participants in road traffic who were killed tested positive for ethanol (of whom 59 were
drivers) and 45 (27 of whom were drivers) tested positive for one of the narcotic and psychotropic substances under
scrutiny.

According to the data reported by forensic medicine departments, 914 persons died in traffic accidents or as a result
of traffic accidents in 2009, of whom 508 (56%) were subject to toxicological examination™, which is a similar
proportion as in the previous years. The highest proportion of positive tests was detected in the case of ethanol,
where there was a year-on-year increase, particularly in drivers. As far as the three most common non-alcohol drugs
are concerned, there was a year-on-year drop in the share of positive pervitin and cannabis tests; on the contrary,
there was an increase in benzodiazepines; see Table 6-9. There were no cases where cocaine or inhalants were
detected in 2009; cases with the presence