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FOREWORD 
 

2012 National Report, new developments, trends and in–depth information on selected issues is 
one of the national annual reports compiled by the National Focal Points in the European 
Information Network on Drugs and Drug Addiction (REITOX) which is co-ordinated by the 
European Monitoring Centre for Drugs and Drug Addiction (EMCDDA). The national reports form 
the basis for the EMCDDA’s annual report The state of the drugs problem in Europe. The national 
reports are compiled in accordance with the guidelines provided by the EMCDDA. 

The Latvian National Report consists of two parts.  Part A discusses recent developments and 
research data from 2011 and early 2012.  The sections that describe the drug situation during the 
past year (drug experimentation, problem drug use, health and social correlates and 
consequences, availability and supply of drugs) are linked with discussion on related societal 
interventions (prevention, treatment, harm reduction, social reintegration and control).  Each 
section begins with background information on the subject and the latest data is discussed in the 
subsections. Part B discusses selected issues relating to drugs, this year’s theme being residential 
treatment for drug users in Europe (Section 11) and drug policies of large European cities (Section 
12).  The length of the sections in the report depends on the amount of data available on each 
subject area. 

Head of Addiction Monitoring Division Aija Pelne (Centre for Disease Prevention and Control of 
Latvia) wrote Section 3 and Subsections 5.1. and 5.2.  Anda Karnite (Riga Stradins University) 
wrote Subsection 6.1 and 7.2.  Andris Karišs (Legal Aid Administration) wrote Section 9 and 
Agnese Zīle- Veisberga (Ministry of the Interior of Republic of Latvia) wrote Section 1.3 and 10.  In 
addition,  Inga Dreimane (The Welfare Department of the Riga City Council) wrote Section 11. We 
thank them warmly. 

The report was compiled and the remaining sections written by Ieva Pūgule, Mārcis Trapencieris,  
and Linda Sīle at the Latvian Reitox National Focal Point, which operates at the Centre for Disease 
Prevention and Control of Latvia. 

Research data and comments from experts on different areas of the drug issue were used in 
drafting the report. We thank all the experts for their contribution and comments. 

The report has been approved by the deputy director of Centre for Disease Prevention and Control 
of Latvia/ EMCDDA Management Board member Dr. Dzintars Mozgis and the director of Centre 
Mrs. Inga Šmate.  

 
Riga, November 2012 
 
Centre for Disease Prevention and Control of Latvia* 
22 Duntes Street, Riga LV-1005, Latvia 
Tel.: +371 67043700 
Fax.: +371 67043701    
e-mail: info@spkc.gov.lv    
www.spkc.gov.lv    
 
 

 *Centre for Disease Prevention and Control of Latvia was established on 1 April 2012. Centre is supervised by Ministry 

of Health and is aimed at strengthening Latvia’s public health system, preventing diseases, including infectious and rare 
diseases.  
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Summary 

Drug policy: legislation, strategies and economic analysis 

During 2011, several key pieces of legislation were adopted and came into force in Latvia. These 
included laws and Cabinet Regulations, or amendments thereto, which are directly or indirectly 
related to drugs. 

On 14 March 2011, the Cabinet of Ministers approved the new Drug Program for 2011-2017. The 
Program is aimed at reducing the availability of illicit drugs, acceptability of their use in society and 
reducing the harm suffered by the community, by improving the availability and effectiveness of 
health services offered to drug users. 

Three main lines of action are put forward for achieving the objectives defined in the Drug Program 
for 2011-2017: 1) prevention of drug addiction and drug use – 2 policy results, 4 performance 
results, 10 actions; 2) health care of drug users and drug addicts – 2 policy results, 7 performance 
results, 15 actions; 3) reduction of drug availability – 2 policy results, 7 performance results, 12 
actions. 

Drug use in the general population and specific targeted groups 

 Representative studies of drug use in Latvia have been undertaken every four years since 2003. 
The most recent study (2011) which aimed to monitor the prevalence of drug use is comparable to 
the findings of the 2003 and 2007 studies and the results are summarized in Chapter 2. 

This section also includes the main results of the 2011 Latvian ESPAD. Latvian ESPAD studies 
have since 2003 included an increased sample, which gives an indication of the prevalence of drug 
use not only within the ESPAD target group, or cohort of students of a certain birth date, but also 
for other age groups.  

Prevention 

In 2011 the Cabinet of Ministers approved the new Drug Program for 2011-2017. The prevention of 
dependence and use of drugs has been identified as one of the four main pillars for achieving the 
objectives of the Program. Information on the health status of the Latvian population, as well as the 
goals and sub-goals of public health and promotion of health are set out in the Public Health 
Program 2011- 2017. 

From 2012, the Ministry of Health launched a new approach to the organisation of health 
promotion in Latvia's regions, to increase the role of municipalities in promoting the health of the 
population and encouraging more active involvement in various health promotion activities, 
because it is the municipalities themselves, being closest to their populations, who best understand 
the needs of the inhabitants of a particular area and the measures to be taken to facilitate a healthy 
lifestyle. 

There has been minimal use of selective prevention in Latvia's regions, other than Riga. Indicated 
prevention measures have not been undertaken nationally. Health promotion guidelines have been 
developed for local governments. 

This section also includes the description of environmental prevention. 

Problem Drug Use 

2011 saw the continuation of work undertaken in previous years by specialists of the Centre of 
Health Economics on improving quality of treatment data, to enable the number of drug users 
treated during the year to be ascertained with greater accuracy, thus providing the possibility of 
making more accurate estimates of the number of drug users. Using the treatment multiplier 
method, the number of drug users in Latvia in 2011 was estimated for the problem drug user 
group. 

The estimates show that in Latvia in 2011 there were about 13 141 problem drug users or 9.49 per 
1000 population aged 15-64 years. 
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Drug-related treatment: treatment demand and treatment availability 

On 14 August 2012 the Cabinet of Ministers approved the National Development Plan 2014 - 2020 
in its original version. National Development Plan 2020 is the hierarchically highest medium-term 
planning document that focuses on achieving the objectives set in the Latvian sustainable 
development strategy to the year 2030. 

In one Action Point of the National Development Plan - "a healthy resident capable of working", it is 
noted that the main modifiable health risks in the European region that result in significant health 
and social costs, are smoking, alcohol abuse, physical inactivity and poor diet. 
According to the new definition of treatment, in 2011 there were 2010 drug users treated as 
outpatients, of whom 386 had received assistance for the first time in their lives. The compiled data 
show that, compared to 2010, there was a slight increase in the number of treated patients (48 
patients or 2.4%).1 Moreover, the data show an increase in the number of first-time patients 
treated by an addiction specialist, namely that in 2011, there were 75 (or 24.1%) more patients 
treated than in 2010. 

Noted as a positive trend in 2011 is the increase in the number of clients on the methadone 
programme; however, no changes are observable in geographical coverage. Legislative changes 
in 2011 ensure that the methadone programme now is available also to persons in prison. Despite 
the changes, the number of patients treated with methadone (and buprenorphine) is still the lowest 
among member states of the European Union, both in absolute numbers and expressed as a 
proportion of population. 

In late 2011, 277 patients were being treated in long-term pharmacological opioid dependence 
treatment programs, of whom 218 were in the methadone program and 59 were in the 
buprenorphine program.  

Health correlates and consequences 

As at 31 December 2011, a total of 5187 cases of HIV infection were registered in the country 
(including 1069 persons diagnosed with AIDS). 854 of these HIV-infected persons have died. 
Thus, the national HIV prevalence rate at the end of 2011 was 212 per 100 000 population (in 2010 
the figure was 2002 /100 000 pop., and in 2009 – 188/100 000 pop.).  

64 cases of acute viral hepatitis B were registered in Latvia in 2011 (in 2010, 85, in 2009, 123), of 
which 41 (64.1%) were men. Of all the cases, 11 or 17.2% were acquired via IDU. Overall the 
situation has not changed in 2011 compared to previous years. Specifically, the annual number of 
registered cases of acute viral hepatitis B continues to decline. During the past 3 years a decline is 
observable in the proportion of IDU among these cases (in 2009 it was 27%; in 2010 26%; in 2011 
17%). However, it should also be noted that in about a quarter of cases nationally, the route of 
infection is still unknown (23.4%, n = 15).  

Looking at the number of acute viral hepatitis C cases in the reference year, it appears that it has 
remained almost identical to the 2010 figure (in 2011 - 67; in 2010 - 61). Of the 67 cases 
mentioned, 16 (23.9%) were identified among injecting drug users, which is more than in the 
previous year (2010) (14.8%), but slightly less than in 2009 (25.3%). Of all the cases recorded in 
2011, the infection route is unknown for 16.4% (n = 11). 

According to GMR data, 11 deaths from drug overdose were recorded in 2011, which is four cases 
more than in 2010 (n = 7) and eight persons less than 2009 (n=19). Of all deaths in 2011, two were 
women and nine were men. 

Responses to health correlates and consequences 

Programs for the pharmacological treatment of opioid-dependent patients have an important role in 
preventing drug overdose. Substantial changes in regulatory documents were adopted by Latvia in 
2008, which provide opportunities for expanding the methadone programs. Legislative changes in 
2011 ensure that the methadone programme now is available also to persons in prison.  

                                                 
1
 Previous PREDA quality control results indicate that during the year, data will be entered on the system for the previous year on a 

further 200 patients treated during the year, of whom around 30 are first-time treated patients. 
2
 Prevalence rates until 2000 have been recalculated based on 2011 Census data and prelimnary population figures  for 2000–2010  
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Despite the reorganizations and the financially complex situation in Latvia, a positive feature is that 
the number of HIV prevention points in the country has remained constant; in 2011 18 prevention 
points were still operating in 16 cities throughout the country. The outreach work and activities of 
mobile units have also not decreased; in 2011 this work continued in 9 cities and 3 cities 
respectively. 

338 473 syringes were issued by the HIV prevention network in 2011, which is more than in the 
previous two years (310 774 syringes were issued in 2010; 282 701 syringes were issued in 2009). 
The number of used syringes collected since 2010 has decreased (from 336 887 in 2010 to 260 
282 in 2011). 

Social correlates and social reintegration 

The issue of social exclusion of drug users has not been widely studied, and therefore the Report 
only analyzes the general social conditions of dependent persons. The National Report utilises two 
sources: the treatment indicator, namely data provided by first-time treated patients, and the 
results from general population study. 

The majority of social reintegration cases are associated with social rehabilitation. Although 
programmes and measures have been developed in Latvia for the integration of individual groups 
into society, there is no specific program for the reintegration of drug users. It is possible to discuss 
individual projects and measures in general, but not regarding a nationally devised system which, 
by a reintegration process for addicts, would address issues such as place of abode, employment 
and education. 

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

In 2011 there were a total of 5795 drug related offences reported. With regard to drug law offences 
37,8 % were methamphetamine related offences, followed by 25,4 % for cannabis and 17,9% for 
heroin related offences (In 2010 33.6 % were methamphetamine related offences, 23.1 % for 
cannabis and 20.1 % for heroin). 

In 2011 1410 persons were charged with criminal offending, of whom 83% were men, and 17% 
were women. Slightly more than half the accused (51%) were in the age group 25-34 years, and 
24% were in the 18-24 year age group. A total of 12 persons were accused who were less than 18 
years of age. The majority of registered criminal offences (44%) were associated with unauthorised 
preparation of drugs, or their acquisition, storage in small quantities without intent to sell, or using 
without a physician's prescription where the offence is repeated within a one-year period. A total of 
390 persons (26%) was charged with selling drugs.  

Drug Markets 

Based on information provided by law enforcement agencies, it can generally be concluded that 
drugs enter Latvia as transit goods, i.e. a proportion of these products are forwarded on to the 
Europe, Scandinavian countries and the Russian Federation. It is observed that, as in previous 
years, there has been an increase in the smuggling of hashish, with a decrease in the smuggling of 
cocaine. It is possible that the decrease in cocaine contraband is due to changes in the transit 
route or the means of transportation. A similar situation is observed in relation to synthetic 
cannabinoids as there has been a reduction in the number of cases of where substances were 
seized from consignments. 

As in previous years, the most commonly seized drug is methamphetamine, followed by seizures 
of herbal cannabis and heroin. 

The number of cannabis farms discovered has remained at the same level as last year. Two 
methadone laboratories were discovered in 2011. The methadone laboratory output was intended 
for sale in Russia. 

Unlike previous years, a reduction in drug purity was observed in 2011, as well as a reduction in 
retail prices, especially for substances such as heroin and cocaine. 
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Residential treatment for drug users in Europe 

Patient treatment involving a stay of at least 24 hours in a treatment facility is provided by hospital 
inpatient centres equipped with addiction profile beds and at rehabilitation centres. Therapeutic 
communes are not available in Latvia. To date the only existing therapeutic commune for people 
with addiction problems was amalgamated with the addiction hospital Ģintermuiža in 2007 as the 
result of the economic crisis. Currently, the only programs that are of more than 30 days' duration 
and are focused on the patient's re-socialization and re-integration into society are medical and 
social rehabilitation programs. The main difference between these two programs is their funding 
source. 

In addition, assistance in rehabilitation is also provided by several non-governmental organizations, 
which operate on the therapeutic community principle. The basis of this service can generally be 
described as psycho-social assistance and resocialisation into society, i.e., a community member 
receives psychological support from other members of the community, learning to live without the 
use of intoxicating substances, learning new skills, and making new friends without addiction 
problems. Basically, these centres perform social assistance functions. For the most part, these 
centres have a religious orientation with the main treatment method being occupational therapy. 
The centres are led by former addicts but professional counselling is not provided. Accordingly, 
they cannot be regarded as professional rehabilitation programs, or professional therapeutic 
communities. At the same time, the demand for this type of religious community has sharply 
increased in recent years as existing inpatient rehabilitation programs fail to implement therapeutic 
community principles. 

Drug Policies of large European cities 

The Public Health Strategy for 2011-2017 report notes drug use as one of the most important risk 
factors in changes to health indicators. The National Drug Program for 2011–2017 stipulates that 
the role of local governments, especially in large cities, is to undertake measures for addiction 
prevention and the promotion of a healthy lifestyle, which are related to educating the public, 
leisure activities, assisting the public, as well as providing counselling, needle exchange and 
distributing other means of personal protection and prevention against HIV and other blood-borne 
and sexual infections among injecting drug users, and developing a public-private sector 
collaborative action plan for the prevention of drug use in recreational settings. All of the above 
functions are undertaken by each municipality within the constraints of its existing budget, leaving 
the question of financial support for increasing or maintaining their current level within the 
competence of each authority. The Public Health Strategy sets out principles for introducing good 
practice regarding public health issues in each municipality, taking into account local resources 
and capacities, as well as the current situation. 

In the capital city the main planning and implementation document for addiction prevention is the 
Public Health Strategy 'A healthy Rigan in a healthy Riga' for 2012-2021 approved on 15 May 2012 
by the Riga City Council, which refers to the Ministry of Health Guidelines for local governments 
regarding health promotion, and the Public Health Strategy for 2011-2017, and Riga's long-term 
development strategy, and its resultant action plan, which was approved on 6 September 2012. 

The main lines of action advanced by the Strategy are: 1) to undertake addiction and suicide 
prevention, operating in both universal and selective prevention in order to identify those young 
people who experience various difficulties in school, which can lead to drug use or suicide, and 2) 
the implementation of harm reduction programs among drug users. 
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Part A: New Developments and Trends 

1. Drug policy: legislation, strategies and economic analysis 

1.1. Legal framework 

During 2011, several key pieces of legislation were adopted and came into force in Latvia. These 
included laws and Cabinet Regulations, or amendments thereto, which are directly or indirectly 
related to drugs. The selection of laws and regulations is made utilising the www.likumi.lv database 
and by examining in chronological order all legislation adopted in the relevant year. 

Cabinet Regulations and amendments to Regulations issued in 2011 

Cabinet Regulation No. 35 Procedures for Issuance, Suspension, Re-registration and Cancellation 
of Special Authorisations (Licences) for Pharmaceutical and Veterinary Pharmaceutical 
Operations. The Regulation came into force on 4 February 2011, and inter alia, sets out the 
procedures for the issuance, suspension, re-registration and cancellation of special authorisations 
for the manufacture, importation or wholesale distribution of veterinary drugs. The Regulation also 
governs the activities of pharmacies in dealing with narcotic and psychotropic drugs. Decisions on 
the issuance of special authorisations, and other actions, shall be made in this instance by the 
State Agency of Medicines, evaluating compliance by a manufacturer, importer or distributor of 
veterinary medications with the legislative requirements governing the circulation of veterinary 
drugs and other medications. 

Cabinet Regulation No. 258 Procedures for the acquisition, storage, accounting for and use of 
drugs by veterinary medical care facilities, and practicing veterinarians. The Regulation came into 
force on 9 April 2011 and is to be implemented by the Food and Veterinary Service.  

Cabinet Regulation No. 264 Amendments to Cabinet Regulation No. 1456 of 15 December 2009 
'Procedures for the handling of narcotic and psychotropic drugs by persons engaged in veterinary 
practice'. The Regulation came into force on 9 April 2011. Paragraph 1 of the Regulation now 
states that the Regulation shall stipulate the procedure by which a person engaged in veterinary 
practice - a veterinary medical care merchant and practicing veterinarian, shall receive, purchase, 
distribute, dispense, store, account for, or destroy drugs, substances and precursors included in 
Schedule II substances and medications controlled in Latvia and narcotic substances, psychotropic 
substances and precursors included in Schedule III substances and medications controlled in 
Latvia. 

Cabinet Regulation No 756 Procedures for the writing and storage of veterinary prescriptions. The 
Regulation came into force on 7 October 2011. The Regulation prohibits the indication on a 
prescription of drugs, psychotropic substances and precursors listed in Schedules II and III of 
drugs and substances controlled in Latvia as well as medications identified by the State Agency of 
Medicines as narcotic analgesics. 

Cabinet Regulation No. 380 Amendments to Cabinet Regulation No. 847 of 8 November 2005 
'Regulation regarding Narcotic Substances, Psychotropic Substances and Precursors to be 
controlled in Latvia'. The amending Regulation came into force on 21 May 2011, supplementing 
Schedule 1 (Annex 1) with the addition of mephedrone (4-methylmethcathinone) and Schedule II 
(Annex 2) by adding Paragraph 5 – tapentadol, a drug posing a potential health risk if subject to 
illicit traffic and abuse. The amendment also provides that the State Agency of Medicines may 
notify changes in the Schedules of substances controlled in Latvia by publication of such 
information on its website. The amending paragraph concerning mephedrone being subject to 
control came into force on 1 January 2012, while the stipulation concerning tapentadol came into 
force on 1 June 2011. 

Cabinet Regulation No. 378 Pharmaceutical advertising arrangements and procedures by which a 
pharmaceutical manufacturer is entitled to issue free drug samples to physicians. The Regulation 
came into force on 21 May 2011, prohibiting the public advertising of medicinal products containing 

http://www.likumi.lv/
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narcotic drugs and psychotropic substances controlled in Latvia, doping substances, drugs which 
the State Agency of Medicines has identified as narcotic analgesics, isotretinoin, thalidomide and 
lenalidomide. The same prohibition applies to the distribution of free samples from pharmaceutical 
manufacturers. 

Cabinet Regulation No 568 Amendments to Cabinet Regulation No. 687 of 22 August 2006 
'Procedures for and the Extent to Which Information Included in the Punishment Register is to be 
Submitted or Released.'  Amendments to the Regulation came into force on 22 July 2011, 
supplementing Sub-paragraph 49.1 to add that if a person has undergone testing for the influence 
of drugs or other intoxicating substances, and the presence of these substances has been 
detected in his body, following completion of an administrative report the following information shall 
be provided online on the Punishment Register in respect of such testing: testing method, the 
person's testing report number, date of report, name of testing institution, condition of the person 
tested, observed ppm level (if alcohol is present) in exhaled air and biological environments and 
number of tests conducted. Sub-paragraph 60.1 of the Regulation is also supplemented, stipulating 
that a person accessing the site ‘www.latvija.lv’ and being authenticated by required log-on criteria 
within that site may obtain at no charge electronic information on administrative penalties and costs 
related to testing for the detection of alcohol concentration, drugs or other intoxicating substances 
detection, as well as the cost of such tests, in respect of themselves, their juvenile children or 
persons under their guardianship. 

Cabinet Regulation No. 820 Doping Control Procedure. The Regulation came into force on 27 
October 2011. The most significant changes appear in Annexes to the Regulation, which include 
prohibited doping substances and doping methods, including synthetic cannabinoids. 

Cabinet Regulation No. 800 Procedure for the licensing of pharmaceutical operations. The 
Regulation came into force on 28 October 2011 and stipulates the procedures for the issuance, 
suspension, registration and cancellation of special permits or licenses for pharmaceutical 
operations. 

 Cabinet Regulation No. 715 Amendments to Cabinet Regulation No. 15 of 11 January 2005, 
'Procedures for the Determination of Alcohol Concentration in the Blood and Exhaled Air and the 
Detection of the Influence of Narcotic and Other Intoxicating Substances'. Amendments to the 
Regulation came into force on 30 September 2011. The Regulation embodies a new version of 
Annex 1, stipulating the medical institutions where medical testing may be undertaken to determine 
the concentration of alcohol in the blood and for the detection of drugs or other intoxicating 
substances. In total, Latvian has 24 such institutions. 

Cabinet Regulation No.939 Regulations for the issuance of a special permit (license) for 
commercial dealings with weapons, ammunition and special means, and arrangements for 
payment of state fees. The Regulation came into force on 14 December 2011, stipulating the 
requirements for a license, the requirements merchants must comply with during the license 
period, procedures for issuing and cancelling licences to merchants, etc. The Regulations also 
provide that a license can only be obtained by a person who has passed a Medical Board and 
received an opinion on the state of their health. The Medical Board shall comprise an addiction 
specialist, psychiatrist and family physician, as well as other specialists. 

Cabinet Regulation No. 1000 Procedures for the issuance of a special permit (license) for 
commercial operations involving explosives and blasting equipment and arrangements for payment 
of state fees. The Regulation came into force on 30 December 2011. 

Cabinet Regulation No.940 Regulations on health examinations for drivers and persons who wish 
to obtain driver's qualifications, as well as arrangements for meeting the cost of preliminary 
medical examinations. The Regulation came into force on 21 December 2011. The Regulation 
stipulates the procedure for conducting first-time or current medical examinations for drivers or 
licence applicants, including preliminary examinations. Defined in Annex 1 to the Regulation are 
medical contraindications for the driving of vehicles, including excessive, harmful use or 
dependence on alcohol, drugs or psychotropic substances (other than tobacco). 

Cabinet Regulation No.1014 Amendments to Cabinet Regulation No.914 of 6 November 2006 
'Procedures by Which Persons Addicted to Psychoactive Substances Receive Social 

http://www.latvija.lv/
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Rehabilitation Services'. The Regulation was adopted in late 2011, but came into force on 1 
January 2012. Paragraph 3 of the Regulation has been reworded to stipulate that children shall 
receive rehabilitation services after completion of a full motivational and treatment course at an 
addiction treatment centre or after completion of a course of treatment stipulated by an addiction 
specialist. It is also stipulated that children, having commenced a course of services, shall continue 
to receive the services upon reaching the age of 18, if no more than six months remains to full 
completion. Children have the right to receive services repeatedly after completion of each new 
motivational treatment course. 

Cabinet Regulation No.70 Procedures for the treatment of patients addicted to alcohol, narcotic, 
psychotropic, or toxic substances, gambling or computer games. The Regulation came into force 
on 27 January 2012, and in fact replaced the previous Cabinet Regulation No. 429. The main 
benefits of the new Regulation are fully redeveloped procedures for the pharmacological treatment 
of opioid dependence. Firstly, it stipulates that treatment with methadone or buprenorphine can be 
undertaken by a physician certified in another specialty who has been trained in this method of 
treatment and has received the appropriate certificate. Secondly, thanks to the new Regulation, 
long-term pharmacotherapy with buprenorphine or methadone may also be undertaken outside of 
Riga - in other addiction treatment facilities where it is possible to provide a Board consisting of 
three certified specialists, two of whom are certified addiction specialists. Furthermore, the new 
Regulation provides that if a patient receiving long-term pharmacotherapy with methadone is 
admitted as an inpatient at a treatment centre with some other illness, that institution shall inform 
the treating addiction specialist (or other suitably qualified specialist physician who is relevantly 
treating the patient) thus enabling the patient to continue treatment. The same applies to temporary 
detention facilities. One of the most important changes concerns prisons, in that it provides that 
henceforth in cases where the Riga Psychiatry and Addiction Centre has confirmed that a prisoner 
is receiving methadone or buprenorphine treatment, a suitably qualified prison doctor trained in the 
relevant treatment method shall provide the prisoner with the opportunity of continuing therapy, 
and receiving medication (specifically methadone) free of charge at the nearest long-term term 
pharmacotherapy facility. If a prisoner has received treatment with buprenorphine, the detention 
facility shall ensure that the prisoner may continue relevant therapy at his own cost. 

Laws and amendments to laws adopted in 2011 

On the Agreement between the Government of the Republic of Latvia and the Government of the 
Russian Federation on cooperation in the fight against crime, especially in its organized forms. The 
law came into force on 30 June 2011. 

On the Agreement between the Government of the Republic of Latvia and the Government of the 
Russian Federation on cooperation in the prevention and resolution of emergencies. The law came 
into force on 21 July 2011. 

On the agreement between Government of the Republic of Latvia and the Government of the 
Republic of Azerbaijan on cooperation in the prevention and resolution of emergencies. The law 
came into force on 21 July 2011. 

Amendments to the Law On the time and arrangements for coming into force of the Criminal Law. 
The amendments to the law came into force on 1 January 2012. With the amendments Annex 2, 
Sub-paragraph 8.1 was re-worded; where previously this Sub-paragraph defined substances and 
plants, of which the illicit traffic and abuse created health hazards, the new version provides for 
changes in the wording of the definition of psychotropic substances and plants containing them, 
the illicit traffic and abuse of which may threaten health. Furthermore, Annex 2 Sub-paragraph 21 
is supplemented with a new substance - mephedrone, also stipulating its small and large 
quantities, while Annex 2, Chapter III, and Sub-paragraph 12.1 is supplemented by the addition of 
tapentadol. 
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1.2 National action plan, strategy, evaluation and coordination 

National action plan and strategy 

On 14 March 2011, the Cabinet of Ministers approved the new Drug Program for 2011-2017.  

The Drug Program for 2011- 2017 is a medium-term policy-planning document, developed in 
accordance with Regulation No. 1178: Regulation for development of planning documents and 
impact assessment, and the Latvian Strategic Development Plan 2010-2013. They include 
measures aimed at ensuring the continuation of the planned implementation of national policies for 
the reduction and control of trafficking and dependence on drugs.  

The Program is an integrated document, which includes a description of the situation and problem 
formulation, policy and performance objectives and indicators for their achievement, as well as the 
action plan and the funding needed to implement the policy statement.  

The Program is aimed at reducing the availability of illicit drugs, acceptability of their use in society 
and reducing the harm suffered by the community, by improving the availability and effectiveness 
of health services offered to drug users. 

Three main lines of action are put forward for achieving the objectives defined in the Drug Program 
for 2011-2017:  

1) prevention of drug addiction and drug use – 2 policy results, 4 performance results, 10 actions; 

2) health care of drug users and drug addicts – 2 policy results, 7 performance results, 15 actions; 

3) reduction of drug availability – 2 policy results, 7 performance results, 12 actions. 

These action lines include measures for which the coordination and monitoring of implementation 
is proposed by means of interdisciplinary action-policy coordination and information gathering and 
analysis – 16 actions in the action plan.  

The authorities stipulated as having responsibility for implementation of tasks set in the Program 
are the Ministry of Defence, the Ministry of Finance, the Ministry of Education and Science, 
Ministry of the Interior, the Ministry of Welfare, the Ministry of Justice and the Ministry of Health. 
The institution responsible for monitoring performance under the Drug Program is the Ministry of 
the Interior.  

The Program is funded from the annual State budget without extra financial allocations. If the 
responsible authorities are unable to complete a task from State budget funding, the issue of 
supplementary funding is to be reviewed in 2014 and in subsequent years, together with the 
budgetary priority submissions from all Ministries. However, financing is foreseen for some 
activities, namely capacity building of the Forensic Service of the State Police in order to improve 
identification of psychoactive substances.  

Implementation and evaluation of national action plan and strategy 

It is anticipated that the results of implementation of tasks set by the Drug Program will be 
evaluated twice – mid-term and ex-post evaluation. Consequently, the authorities stipulated as 
having responsibility for implementation of tasks set by the Drug Program must provide information 
on the performance and results of the tasks to the Ministry of the Interior. The Ministry of Interior 
must submit the mid-term evaluation to the Cabinet of Ministers by the 1 July 2014, and final 
evaluation by the 1 July 2018.  

Evaluation of the Drug Program must be carried out with accordance to relevant legislation but 
design of it will be developed by the responsible institution.  

The mid-term evaluation is foreseen as internal process evaluation and the main aim of it is to 
monitor the effectiveness of the implementation. The main objectives will be to monitor the 
accomplishment of the action. The results of the evaluation will be used to make relevant changes 
in the action plan, e.g. improving the actions, removing or adding new actions. The fulfilment of 
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policy and performance indicators will be checked in order to monitor the situation, however no 
corrections or improvement or indicators is foreseen. 

Coordination arrangements 

In drug policy coordination the highest authority is the Drug Control and Drug Addiction Restriction 
Council chaired by the Prime Minister. The members of the Council are ministers and official 
representatives from State Revenue Service, the National Police and the National Health Service. 
The main task of the Council is to coordinate governmental agencies, municipalities and non-
governmental organizations to ensure implementation of drug policy. The Council is also 
responsible for national program development, implementation and evaluation. Council meetings 
are held when necessary. 

 A responsible body of the coordination of the implementation of the Drug Program is the Council 
Secretariat. The functions of the Secretariat are performed by the representative from Ministry of 
Interior, who is also the National drug coordinator. The board has set up three working groups: 

• demand reduction group; 

• supply reduction group; 

• information analysis working group. 

Council working group's main objective is to monitor the situation in the country and to initiate new 
legislation or actions to improve policy implementation.  
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2. Drug use in the general population and specific targeted 
groups 

Drug use in the general population is one of the five key EMCDDA epidemiological indicators. It 
reflects the prevalence of drug use among inhabitants aged 15-64 years. This indicator 
incorporates the conducting of regular representative population surveys using a range of 
questions approved by EU experts (EMQ - European Model Questionnaire), which has been 
extended by the addition of questions of interest to the Member States. 

The latest changes in development of the indicator both nationally and at the international level 
include the need to obtain additional information on the intensive drug use habits and drug 
availability. Also raised increasingly often in recent years is the issue of improving the reliability of 
acquired data due to the level of non-response, as well as the need for methodological studies 
using new data collection methods, such as conducting surveys via the Internet, and their 
generalization capabilities. 

Representative studies of drug use in Latvia have been undertaken every four years since 2003. 
The most recent study (2011) which aimed to monitor the prevalence of drug use is comparable to 
the findings of the 2003 and 2007 studies and the results are summarized in this section of the 
Report. 

This section also includes the main results of the 2011 Latvian ESPAD study (European School 
Survey Project on Alcohol and Other Drugs). Latvian ESPAD studies have since 2003 included an 
increased sample, which gives an indication of the prevalence of drug use not only within the 
ESPAD target group, or cohort of students of a certain birth date, but also for other age groups. 

Within the drug guidelines3 developed for 2010 are several ESPAD and population study 
measurements on the prevalence of drug use and availability included as policy performance 
indicators that will evaluate the performance of tasks set by the guidelines for 2011-2017. 

 

2.1. Drug use in the general population 

In Latvia to date, there have been three large-scale representative studies (Goldmanis et al., 2003; 
Koroļeva et al., 2008 and Sniķere et al., 2012) which permit the tracking and monitoring of 
prevalence of drug use among the population. These studies were conducted on inhabitants aged 
15-64 years and were conducted in accordance with the EMCDDA recommended methods, thus to 
a large extent allowing the results obtained from Latvia to be compared with the situation in other 
EU states. In accordance with these methods, the survey questions on drug use were measured in 
three time periods - during lifetime, during past year and during past month. In addition to the 
questions about the prevalence in use of various substances, the range of issues studied also 
included questions about attitudes and values, availability of drugs, etc. (EMCDDA, 2002). 

The first large-scale survey took place in 2003; while the second and the third studies conducted 
using comparable survey methodology took place in 2007 and 2011 respectively. The target 
sample size exceeded more than 4500 respondents (4534 in 2003, 4500 in 2007, and 4493 in 
2011), also allowing the prevalence of a relatively small phenomenon in the general population to 
be measured with a sufficiently high degree of accuracy. 

Outlined below in this section are the main prevalence indicators for use of any illicit drug,4  
comparing the results of the 2003, 2007 and 2011 studies (Goldmanis et al., 2003; Koroļeva et al., 
2008 and Sniķere et al., 2012)  by key age and gender groups (see Table 2.1.). 

14.3% of Latvian residents aged 15-64 years have tried some form of illicit drug during their 
lifetime. Relatively many fewer inhabitants had used illicit substances within the past year (recent 

                                                 
3
 National Drug Program for 2011–2017 approved in March 2011 (Cabinet Order No. 98 of 14 March 2011) 

4
 Marijuana/hashish, ecstasy (MDMA), amphetamines, cocaine, heroin and/or other opioids, LSD and/or other hallucinogens 
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use) or past month (current use): respectively 4.4% and 1.8%. A reduction in drug use is evident in 
comparison with 2007. The number of inhabitants experimenting with drugs has decreased by 
1.8% (from 16.1% to 14.3%); the number of recent users by 1.7%, and the number of current drug 
users - by 0.4%. Thus, drug use indicators have returned to approximately the 2003 level. 

According to data from the Central Statistical Bureau, currently in Latvia there are approximately 
1.4 million (1 384 502) inhabitants of working age. According to the results obtained, it can be 
generalized that in Latvia 198,000 people have tried drugs. The sampling error in this case is 1%, 
i.e. it can be argued with a 95% probability that 13.3-15.3%, or 184-212 000 Latvian inhabitants 
have tried at least one illicit substance 

During the past year, approximately 61 000 inhabitants had used drugs (compared with 92 000 in 
2007). The sampling error in this case is 0.5%. This means that it can be argued with 95% 
confidence that 53-69 000 or 3.8 to 5.0% of the population had used drugs during the past month 
in 2011 compared with 5.4-6.6% of the population in 2007 and 4.0-5.2% of the population in 2003. 

 Drugs had been used during the past month by 1.8% of 15-64 year olds, or about 25 thousand (± 
6 thousand) inhabitants. T-test results confirm that the reduction in drug use since 2007 may also 
be considered statistically significant. 

Table 2.1. Proportion of recent and current users who have tried any drug, 2003, 2007 and 2011 (%)  

 During lifetime (LTP) During past year (LYP) During past month (LMP) 

15–64 years    

2011 14.3 4.4 1.8 

2007 16.1 6.1 2.2 

2003 12.3 4.6 2.2 

15–34 years    

2011 22.9 8.2 3.2 

2007 27.9 11.9 4.2 

2003 21.9 9.7 4.7 

35–64 years    

2011 7.8 1.5 0.7 

2007 6.8 1.6 0.7 

2003 5.3 0.9 0.5 

Source: Goldmanis et al., 2003; Koroļeva et al., 2008; Sniķere et al., 2012 

Latvia, there is a risk that they may have been replaced by new substances or substances not 
hitherto listed in the Schedule of Prohibited Substances. As stated in the EMCDDA 2011 Annual 
Report, although the drug situation in Europe is stable, qualitative changes do exist. New 
psychoactive substances are emerging, such as the new synthetic cannabinoids; mephedrone, 
"Spice" and other intoxicating plant mixtures are becoming more widespread (EMCDDA, 2011). 

 As in the 2003 and 2007 studies, in 2011 the persons most commonly trying and using drugs are 
those living in Riga: a total of 23.7% of them had tried drugs, 8.9% used drugs during the past 
year, and 3.9% of the population aged 15-64 years had done so in the past month, (see Figure 
2.1.). In other cities, 12-13% have tried drugs, 3-4% have used them during the past year, which is 
almost 50% less than found for the general population of Riga. The number trying drugs in the 
smaller towns is slightly lower (10%), but the number using drugs during the past year is similar to 
what it is in the major cities. In rural areas the number of drug users is significantly lower: only 9% 
had tried them, and only 1% of the population aged 15-64 years had used them during the past 
year. These results confirm the need to pay particular attention to combating the spread of drugs in 
Riga, where the indicators for drug use among young people are of particular concern. In Riga, 
drugs have been tried by one in every two (51%) males aged 15-34 years. It must also be noted 
that since 2007 the numbers trying drugs in various urbanised areas have steadily declined.. 
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Figure 2.1. Lifetime, last year, last month prevalence rates of any illegal drugs, by level of 
urbanizations (%) 

 

 

Source: Sniķere et al., 2012 

As in previous years, significant differences are observed between the genders: men have tried 
drugs nearly three times more frequently (21.1%) than women (8.02%). During the past year, 6.2% 
of men and 2.7% of women had used drugs. It must however be noted that the differences in rates 
between the genders have decreased since the previous survey; drug use has significantly 
decreased within the men's group, while indicators for the women's group are relatively stable. 

Drugs were most commonly tried, or used during the past year and past month by young people 
aged 15-34 years (see Table 2.2.): 23% have tried drugs, 8% have used them during the past year 
and 3% have used them during the past month. Drug use is rare among those aged 35 and over: 
although 8% have tried drugs, only 1.5% have used them in the past year and 0.7% during the 
past month. Importantly, the reduction in trying and using drugs has occurred among the younger 
age group, in which the number trying drugs decreased by five percentage points and the number 
recently using drugs by four percentage points (from 12% to 8%). 

The largest number trying drugs for the first time is observed among men aged 15-34 years: 31% 
of men and 15% of women in this age group have tried drugs; 11% of men and 5% of women had 
used them during the past year. 
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Table 2.2. Proportion of recent and current users who have tried any drug, relative to gender and age 
(%) 

 Lifetime prevalence Last year prevalence Last month prevalence 

15–64 years    

Men 21.1 6.2 2.7 

Women 8.0 2.7 0.9 

Total 14.3 4.4 1.8 

15–34 years    

Men 31.0 11.1 4.4 

Women 14.6 5.2 1.9 

Total 22.9 8.2 3.2 

35–64 years    

Men 12.9 2.2 1.4 

Women 3.4 1.0 0.2 

Total 7.8 1.5 0.7 

Source: Sniķere et al., 2012 

As in previous years, the most commonly used illicit drug is marijuana or hashish; 12.5% of the 
population have tried it. After marijuana the next most popular drug is ecstasy (tried by 2.7%), 
amphetamines (2.3%), cocaine (1.5%) and various opioids (1.1%). LSD, other hallucinogens, and 
heroin are rarely encountered substances; they have been tried by less than 1% of the population 
(see Table 2.3.). 

Table 2.3. Distribution of illicit drugs tried during lifetime, by gender and age in 2011 (%) 

 15–64 years 15–34 years 35–64 years 

 M F T M F T M F T 

Any drugs 21.1 8.0 14.3 31.0 14.6 22.9 12.9 3.4 7.8 

Any drugs except 
marijuana/hashish 7.8 3.4 5.5 11.4 5.6 8.5 4.7 1.8 3.2 

Marijuana or hashish 18.7 6.7 12.5 28.0 12.7 20.4 11.0 2.5 6.5 

Ecstasy 3.9 1.6 2.7 6.5 2.4 4.5 1.9 1.1 1.5 

Amphetamines 3.6 1.0 2.3 5.4 2.3 3.9 2.1 0.2 1.1 

Cocaine 2.0 1.0 1.5 2.6 1.7 2.2 1.5 0.5 1.0 

Heroin 1.1 0.1 0.6 1.5 0.1 0.8 0.8 0.0 0.4 

Other opiates 1.5 0.6 1.1 2.4 1.0 1.7 0.8 0.4 0.6 

LSD 1.1 0.4 0.7 1.9 0.6 1.3 0.4 0.3 0.3 

Other hallucinogens 0.9 0.2 0.5 1.4 0.2 0.8 0.4 0.2 0.3 

Inhalants 2.7 0.5 1.5 3.9 0.8 2.3 1.7 0.3 1.0 

Spice 3.7 1.4 2.5 6.1 2.7 4.4 1.6 0.5 1.0 

Source: Sniķere et al., 2012 

Cannabis 

As elsewhere in Europe and the world, in Latvia marijuana and hashish are the illicit substances 
most widely used by the general population. According to EMCDDA estimates, more than 78 
million, or nearly a quarter (23%) of the working age population of Europe (15-64 years) have tried 
marijuana or hashish at least once during their lifetime and this is not significantly different from 
2007 indicators (EMCDDA, 2011). In Latvia too, the proportion of first time users of marijuana has 
not changed significantly in comparison with 2007. 12.5% have tried marijuana or hashish; 
however, the number of recent users has decreased slightly, and is practically back at the 2003 
level. In 2007 marijuana had been used in the past year by 4.9%, while only 4.0% had done so in 
2011. T-test results confirm that the reduction is statistically significant at the 95% confidence level. 
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A similar slight decrease is seen in the number who had used marijuana during the past month - 
from 1.8% to 1.6%. In this case, the number of users is small and does not support the argument 
that the difference is statistically significant. 

Table 2.4. Proportion of recent and current users who have tried marijuana, 2003, 2007 and 2011 (%)  

 Lifetime prevalence Last year prevalence Last month prevalence 

15–64 years    

2011 12.5 4.0 1.6 

2007 12.1 4.9 1.8 

2003 10.6 3.8 1.8 

15–34 years    

2011 20.4 7.4 2.9 

2007 21.7 9.7 3.7 

2003 19.6 8.1 3.7 

35–64 years    

2011 6.5 1.4 0.7 

2007 4.6 1.1 0.2 

2003 4.1 0.7 0.4 

Source: Sniķere et al., 2012 

Almost half (45%) of those who used marijuana or hashish during the past year indicated that they 
done so once or twice (see Figure 2.2.). However, one in five (20%) had used marijuana 20 or 
more times during the past year, i.e. more often than once a month. Overall, the number of such 
regular marijuana smokers comprises 0.8% of the working age population. 

Marijuana has been tried more often by men (18.6%) than women (6.7%). It is worth noting that, 
compared to 2007, marijuana use has declined among men, while among women it has remained 
practically unchanged. Men had also used cannabis more often during the past year (5.5% 
compared with 2.5% of the women's group). 

 Younger respondents aged 15-34 have tried marijuana significantly more often (20.4%) than those 
aged 35-64 years (6.5%), and they have used it significantly more often during the past year. 
Overall, 7.4% of the population aged 15-34 years have used marijuana during the past year, and 
2.9% have done so within the past month. 

Figure 2.2. Frequency of cannabis use during past 12 months (% of persons reporting last year 
cannabis use) 

 

Source: Sniķere et al., 2012 
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Spice and other smoking mixtures 

Survey respondents were asked if they had ever tried intoxicating smoking blends/incense (such 
as the so-called "Spice" group mixes or "Alarama"). The results show that such mixtures have 
been tried by 2.5% of the population aged 15-64 years, including 3.7% of men and 1.4% of 
women. 

Most often, such mixtures had been tried by young people aged 15-24 (6.1%). With increasing 
age, the popularity of such substances declines (see Figure 2.3.). Such mixtures were tried most 
often by those whose income is very low - less than 80 LVL per family member (3.8%), but they 
are also relatively popular among the highest income groups. As with all drugs, smoking 
blends/incense are much more common in Riga (tried by 5.5%) than elsewhere in Latvia (tried by 
less than 2%). 

Figure 2.3. Lifetime prevalence of Spice products, % by various age groups 

 

 

Source: Sniķere et al., 2012 

Age of trying drugs  

The drug which is tried earliest in life is the inhalants. It is not illegal, it is easy to get, and so for 
children this form of intoxication is the most accessible. 40% (compared with 55% in 2007) had 
tried inhalants before reaching the age of 16 years. After the age of 18 this type of intoxication is 
rarely tried (see Table 2.5.). Perhaps this can be explained by the fact that at 18 years of age, 
other intoxicating substances such as cigarettes become available. 

Also tried relatively early on are marijuana, opioids, various hallucinogens, as well as new 
psychoactive substances not listed in the Schedule of Illicit Substances, the so-called "new drugs": 
at least 34% of the population had tried them before reaching the age of 18 years. Amphetamines 
are usually (56%) tried by the 19-25 age group, but before then in only 33% of cases. Cocaine is 
usually tried even later - usually (44%) by 21-25 year olds. 
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Table 2.5. Age at which drugs tried (%) 

 Cannabis  Ecstasy  Amphetamines Cocaine  Opioids  
LSD or other 

hallucinogens  
Inhalants 

Other 
psychoactive 
substances 

Less than 16 
years 8 6 3 5 6 8 40 12 

16 years 12 9 5 <0.1 11 19 21 14 

17 years 14 9 16 12 21 6 17 12 

18 years 14 22 9 5 7 10 4 5 

19 years 12 14 14 12 19 7 4 10 

20 years 10 14 20 6 20 1 7 11 

21–25 years 21 21 22 44 4 36 2 20 

26–30 years 5 5 6 14 11 9 <0.1 7 

Over 30 
years 4 1 4 3 2 5 4 10 

Number of 
respondents 467 107 84 61 37 44 61 94 

Source: Sniķere et al., 2012 

 

2.2. Drug Use in the school and youth population 

ESPAD research data 

In 2011 Latvia participated for the fifth time in gathering data for the ESPAD (European School 
Survey Project on Alcohol and Other Drugs). 7716 students from years 8-10 participated in the 
2011 study. According to the ESPAD sampling guidelines, the study sample was to include the 
widest possible selection of young people born in 1995. In the context of the Latvian ESPAD study 
(Trapencieris et al., 2012), the data from this study are also representative of those born one year 
earlier (in 1994) and students born one year later (in 1996). The research selection was designed 
as a single-stage stratified cluster random selection which took the class as a basic sample unit; a 
principle successfully implemented in the 2003 and 2007 ESPAD studies in Latvia. The probability 
of including each class in the sample depends on the number of students in it, thus excluding the 
possibility that numerically small classes are over-represented in the sample. Moreover, unlike 
other studies carried out in Latvian schools, in which for various reasons there are classes with a 
small number of students, the ESPAD study is even conducted in classrooms where a single 
student is studying. 

Details of the methodology can be found in the Latvian ESPAD study report and international 
publications (Trapencieris et al., 2012; CAN, 2012). 

Incorporated in the ESPAD studies are several prevalence indicators for substance use; the most 
frequently used substances (cannabis, ecstasy, inhalants and in Latvia also amphetamines), use 
during lifetime, during the past 12 months and past 30 days, as well as less frequently used 
substances (heroin, cocaine, GHB, LSD. etc.) and psychotropic medication used during lifetime, or 
experimenting with substances. 
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Figure 2.4. Characteristic indicators for prevalence of individual drug use among students in ESPAD 
cohort, 1995-2011, % 

 

Source: Trapencieris et al., 2012 

Among young people in Latvia the trying of any form of drug has historically been at about the 
average European level (in 2007 the average proportion trying drugs in ESPAD countries was 
20%; in Latvia it was 22%). The substance most commonly tried by young people aged between 
15-16 years in Europe and also in Latvia was marijuana/hashish. The 2011 data show that over the 
past four years there has been a significant increase in numbers experimenting with 
marijuana/hashish - from 18% in 2007 to 24% in 2011, which is one of the largest increases for 
trying marijuana among the ESPAD countries (CAN, 2012). 

Figure 2.5. Ratio of boys and girls trying marijuana/hashish, age group 15-16 years, from ESPAD 
studies 1995-2011, % 

 

Source: Trapencieris et al., 2012 
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The survey data show that marijuana is more often tried in urbanized places. The highest 
proportion of young people who have tried marijuana at the age of 15-16 years is seen in Riga 
(28%), while in other major cities, it is only one percentage point lower. By comparison, in the small 
towns 23% of students have tried marijuana, while 18% have done so in the rural areas (Phi = 
0.098, p <0.001). 

Among students aged 14 years (1996 birth year cohort) 14% of young people have used marijuana 
at least once in their lives, while for the 16-year-old student group (1994 birth year cohort), this 
indicator is more than twice as high at 31% (Phi = 0.157, p <0.001). This again confirms what is 
already known: the experience of first trying marijuana is often gained at exactly 15 years of age, 
although it must be concluded that there is an increase in the proportion of students who have 
experience in using these drugs before attaining 14 years of age. 

As shown in analysing the 2011 ESPAD data, 16% of all Latvian students aged 15-16 have 
smoked marijuana during the past year, and that is generally about 5% more than that found in 
Phase IV of the 2007 ESPAD study. This proportion of students smoking marijuana in the past 
year is nationally 3% higher than the average for all ESPAD Member States. However, having 
regard to trends for the marijuana use rate in other Eastern European countries, it is likely that the 
prevalence in use of this substance among school students in Latvia will further increase in the 
future. 

Marijuana has significantly more often been used during the past year by: 

 boys rather than girls (phi = 0.096, p <0.001); 

 those living in Riga and in the major cities rather than students from small towns and rural 
areas (phi = 0.096, p <0.001); 

 Students in Riga, in the Riga suburbs and the Zemgale region rather than young people from 
the Kurzeme, Vidzeme or Latgale regions (phi = 0.113, p <0.001). 

Analysis of the results by age groups shows that among 14-year-old students the marijuana use 
rate during the past year is two times lower than for 15-year-olds, or the ESPAD cohort. 9% of 
those born in 1996 have smoked marijuana within the past year. Similar differences are found 
between marijuana use during the past year within the ESPAD cohort and the student group one 
year older (phi = 0.144, p <0.001), namely that 22%, or about one-fifth of young people born in 
1994, have smoked marijuana during the past year. 

6% of all students aged 15-16 have smoked marijuana within the past 30 days. Most of them (4%) 
have used these substances once or twice, but for a significant proportion of students (2.6%) 
marijuana smoking has become a daily habit. They noted that in the past 30 days they had used 
the illegal intoxicating substance three or more times. 

Compared to data from the previous phase of the ESPAD study, the indicator for recent marijuana 
use has not changed significantly, having increased by 2%. Previously, in Phases II and III of the 
study, the proportion who had smoked marijuana within the past 30 days was in the 4-5% range, or 
nearly two times lower than the average for all ESPAD Member States. However, in 2011 there 
was an average reduction in recent use of marijuana across all ESPAD Member States, and with 
the increasing prevalence in use of the substance among Latvian school students aged 15-16 
years, differences in the Latvian and average ESPAD national index have levelled off and are no 
longer significant. 

Analysis of the 2011 ESPAD Latvian data shows significant differences in marijuana use between 
boys and girls. This illegal intoxicating substance was smoked significantly more often by boys 
(8%), than girls (5%) (phi = 0.073, p <0.001). However, it must be pointed out that the increase in 
marijuana use within the past 30 days is almost the same for both the boys' and girls' groups since 
2007, namely 2-3%.  

Similarly, marijuana was most often used within the past 30 days by students in Riga, i.e. nearly 
one-tenth (9%) of young people in the capital between the ages of 15-16 years have recently 
smoked marijuana. Although the trying of marijuana and its use within the past year is more typical 
of students in the Republic's major cities, it has more often been used in the past 30 days by young 
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people in the smaller towns (7%). This illegal substance is smoked most rarely in rural areas (4%, 
phi = 0.075, p <0.001). 

Comparing the rate for marijuana smoking in the past month in the ESPAD cohort and other age 
groups of young people, it can be concluded that by increasing age by one year, the marijuana 
usage rate increases by 3%, i.e., if 3% of the 14-year-oldstudents have smoked the illegal 
substance within the past 30 days, 6% of students in the ESPAD cohort are already doing so, as 
are 9% of 16-year-olds. 

Data from the 2011 ESPAD study show that a young person will spend around LVL 9 per month to 
purchase marijuana/hashish  

Overall, 9% of Latvian school children aged 15-16 years have at some time in their lives tried drugs 
other than marijuana/hashish, and this figure is identical for both boys and girls. Compared to 
previous phases of the ESPAD study, the rate of trying any drug other than marijuana/hashish has 
declined slightly among young people; in 2007 the rate was 11%. However, given the increase in 
trying marijuana/hashish among students aged 15-16 years, the second prevalence indicator (the 
trying of any drug including marijuana/hashish) has increased by 5% compared with 2007, and is 
now 27%. In summary, nationally 27% of students aged 15-16 years have tried some form of drug 
during their lifetime, 11% have done so once or twice and 15% have done so three or more times. 

One of the traditionally more frequently tried drugs among students - next after marijuana/hashish - 
is ecstasy, which has been tried at some point in their lifetime by relatively fewer young people: 4% 
of students aged 15-16 years, and 2% had used it in the past year. This rate of first-trying and 
using ecstasy is one percentage point higher than the average use of that substance among all 
ESPAD and States, but compared to 2007 and 2003 ESPAD study data, the prevalence of ecstasy 
among young people in Latvia has seriously reduced. In 2003, it was found that ecstasy had been 
tried by 6% of students aged 15-16 years, but in 2007 that proportion was already 7%. Most likely, 
ecstasy use was due to changes in recreational habits; with the onset of an economic crisis in the 
country, with school-age young people less frequently attending dance clubs and similar nocturnal 
leisure venues where ecstasy was commonly used. However, an equally valid explanation can be 
found in changes in the availability of drugs and the market transitioning to other drugs, including 
the so-called "new" psychoactive substances, such as piperazine or cathinones. 

When the proportion of young people who have tried ecstasy is viewed from a gender perspective, 
it is evident that this substance has been tried at least once in their lifetimes by 5% of boys and 4% 
of girls aged 15-16 years; however, more substantial gender differences are evident in the indicator 
for the use of this substance within the past 12 months: 3 % of boys and 1% of girls had used it. 

4% of those born in 1995 had tried amphetamines at least once in their lifetime, and an identical 
proportion of students had tried 'magic mushrooms', LSD or other hallucinogens, or cocaine. It 
must in truth be pointed out that this is one of the highest prevalence rates for these drugs among 
all ESPAD States. For example, amphetamines were tried more frequently than in Latvia only in 
Bulgaria, Hungary and Belgium, while the average rate for first trying this substance among all 
ESPAD States is 3% (CAN, 2012). In analysing amphetamine use in Latvia, no gender-specific 
differences were found for this indicator. 

By contrast "magic mushrooms" had been tried more frequently than in Latvia by students aged 
15-16 years, in the Czech Republic, France and Slovakia, while the average rate for first trying this 
substance in the ESPAD States is only 2%. It should be noted that experimenting with 'magic 
mushrooms' differed significantly between boys and girls; this drug had been tried by 6% of boys 
born in 1995 and 2% of girls born in that year. 

LSD and other hallucinogens had also been tried with similar frequency to that in our country by 
students aged 15-16 years in the Czech Republic and Slovakia, however, the average rate of 
trying this group of drugs among the ESPAD States is 2%. Similarly to 'magic mushrooms', LSD 
and other hallucinogens had been tried in Latvia by more boys (5%) than girls (3%). 

However, indicators for first trying cocaine are not higher in other countries than in Latvia (4%), 
while the average rate among the ESPAD States for trying this drug is 2%. 
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In explaining the results on the prevalence of using amphetamines, hallucinogens and cocaine, it 
should be borne in mind that, although the study sample is made at random, it must be borne in 
mind that deviations are always possible due to probability, especially in the indicators which show 
a relatively low prevalence. In theory, the sample can include a class from which the 20 students 
had recently used drugs at some event. In such a situation, the prevalence of a specific illicit 
substance may increase by as much as one percentage point from the ESPAD cohort. For this 
reason, there is basis to think that the first-tried rate for the said substance among students in 
Latvia aged 15-16 years would be significantly different from the rates in other European countries 
or different compared to the findings from the previous stages of the study. 

Table 2.6. Most frequently cited substance tried during lifetime: comparison of results from ESPAD 
study 1999-2011 (%) 

 1999 2003 2007 2011 

Any illicit drugs 22 17 22 27 

Any illicit drugs other than cannabis 12 5 14 9 

Cannabis 17 16 18 24 

Ecstasy 6 3 7 4 

Tranquillisers and sedatives without doctor's 
prescription  3 3 4 4 

Inhalants 6 7 13 23 

Alcohol together with pills  7 6 8 6 

Source: Trapencieris et al., 2012 

Other drugs, less popular among students, for which the prevalence rates are compiled at the 
European level, are crack, heroin and GHB. All of these substances have been tried in Latvia 
during their lifetime by 2% of students between the ages of 15-16 years, mostly by boys. 

Since the prevalence of using various new drugs (which include using various new herbal mixtures 
or the so-called "legal drugs") has become topical in Latvia in recent years, additional questions 
were included in the ESPAD study instruments for Latvia about the "Spice" group of substances 
and the use of salvia/sage for the purposes of intoxication. The observation of prevalence rates for 
these substances do not form part of the ESPAD brief, so the acquired indicators are not 
internationally comparable. Therefore, in order not to lose the opportunity to compare the results 
between Latvian drug use prevalence rates and those of other ESPAD States, the overall 
prevalence rate for using any drug, the rate for all drugs other than marijuana/hashish, the use of 
"Spice" and salvia users are not included. This means that in the situation where a young person 
has used, for example, only "Spice", he would not be included in the total proportion for "use of any 
drug" (27%). 

As shown by the data analyses, 11% of students aged 15-16 years reported having ever used 
substances from the "Spice" group which are normally purchased in specialized kiosks or from the 
market as so-called "legal drugs". In approximately half (5%) of these cases, the young people had 
used "Spice" only once or twice in their lifetime, while another 4% had used these substances on 
between three and nine occasions. 

 More generally 4% of students aged 15-16 years reported ever using sage/salvia for the purposes 
of intoxication; however, this substance was for the most part used on only one or two occasions. 

Drugs from the "Spice" group had been tried significantly more by students in Riga (16%). By 
comparison, in other urbanised areas outside Riga the new drugs have been used on average by 
half as many or 8% of students aged 15-16 years. It should be noted however, that these 
substances are popular and are used in the Riga metropolitan area (15%), which is likely due to 
the proximity to the capital, and the ability to easily purchase them in Riga near the transport hubs 
of regional significance. 

Also, "Spice" has been tried significantly more often by boys (15%) compared with girls (6%); 
however, no differences in the prevalence of this substance in relation to students' ethnicity are 
observable. 
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Students aged 15-16 years have a roughly similar appreciation of the risk of harm caused by trying 
various drugs or using them occasionally. According to the young people's perceptions, the least 
harmful option is trying marijuana/hashish once or twice; that activity was associated with a high 
risk of harm by 31% aged 15-16 years. Similarly, 35% of this age group of students associated 
experimenting with "Spice" and other smoking mixtures with a high risk of self-harm, while 36% 
believed that high risks were also posed by trying ecstasy. Of the list of drugs considered, trying 
amphetamines once or twice is regarded as very risky; and to young minds may seem even riskier 
than occasional use of marijuana / hashish (see Table 2.7.). 

Table 2.7. Proportion of young people who rate risk of use as high or very high (%) 

 Boys Girls Total 

 Boys Girls Total 

Tried cannabis once or twice  29 33 31 

Occasionally smoke cannabis 34 39 37 

Regularly smoke cannabis 62 78 70 

Tried ecstasy once or twice  36 35 36 

Regularly use ecstasy 64 79 71 

Tried amphetamines once or twice 41 40 41 

Regular use of amphetamines 65 79 72 

Tried Spice or other smoking mixtures 35 35 35 

Regularly use Spice or other smoking mixtures 59 73 66 

Source: Trapencieris et al., 2012 

Of all those who had smoked marijuana in the past 12 months, 30% had done so before noon, but 
only 15% had ever smoked alone. This shows that marijuana is commonly used in the company of 
friends. 

25% of students who had smoked marijuana thought that they had memory problems after using 
the drug, and 15% had some other problems. So at least some of the young people using 
marijuana see some negative effect from its use. 

The risk of marijuana causing a physical habit is the subject of extensive discussions among 
scientists, and opinion is divided. This study shows that 18% of young people who had smoked 
marijuana had been asked by friends and acquaintances to reduce or cease marijuana use, and 
for 16% an attempt to stop using marijuana had failed. It should be borne in mind that the 
difficulties in quitting drug use can be not only physical, but also of a social nature - it is hard to 
resist when surrounded by friends who use this substance and constantly urge one to keep using 
it. The study shows that 9% of students belong to a group of friends for whom using marijuana or 
hashish is part of the meeting ritual, and 6% meet with friends from such a group more often than 
once a month. 

Marijuana use is most commonly associated by students with becoming more open, a reduction in 
modesty, and problems with concentration. However, the proportion of pupils who use marijuana 
and see some likely positive effects is small, and for many the effects of marijuana use are hard to 
describe; there is a lack of information. Most students were sceptical that using marijuana resulted 
in a more intense perception of things. 

Young people's responses to the questions on the CAST scale5 suggest that of those young 
people in Latvia who had used marijuana/hashish, one in four, or 25% may be classified as high-
risk users, but of all young people aged 15-16 years about 3% are problematic or risky users of 
marijuana. 

Students who had not used marijuana had a different idea of the effects of its use than those who 
already had some experience with using this substance. Students who had not used it most often 
associated the effects of its use with concentration problems and such effects are equally often 
recognized by students who have themselves tried the substance. Overall, however, those who 

                                                 
5
 A score of at least one point for any two of the six questions in this table permits identification of risky or problematic marijuana/hashish 

users 
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have used marijuana have a significantly more positive impression of the consequences of its use 
than those who have not used it and are more likely to base their judgements on information 
provided by others. Students using marijuana more often believe that this substance can cure 
shyness, allow the user to become more open, and not conceal their thoughts or feelings. They 
also often believe that marijuana allows them to enjoy feelings and the moment more intensely. 

Young people who have not used marijuana, by contrast to those who have used it, do not just see 
less positive aspects of using this substance, but also more often believe that when using 
marijuana the thread of conversation is lost more quickly and feelings of paranoia may be 
encountered. It may be concluded that, as for other illicit drug use, the use of marijuana engenders 
the most negative impression for those students who have not actually come into contact with it. 

Analysing the opinions of students who have had the opportunity of trying marijuana, but declined, 
it may be concluded that even this choice was largely based on perceptions of the drug's action. 
Students who had refused marijuana were less likely to see something positive from its use than 
those who had tried it, but were more likely to emphasise a variety of risks. This suggests that 
negative perceptions about the effects of the substance (or lack of positive impressions) deter a 
number of students from experimenting with this drug. 

 



 28 

3. Prevention 

3.1. Introduction  

Information on the health status of the Latvian population, as well as the goals and sub-goals of 
public health and promotion of health are set out in the Public Health Program 2011- 20176. One of 
the sub-goals of the Public Health Program is to reduce the incidence and mortality from non-
communicable diseases, reducing the adverse effects of risk factors on health, which includes 
measures related to reducing the use of addictive substances (alcohol, tobacco, drugs) in society 
by improving the public's knowledge about their harmful effects on health, restricting their 
advertising and availability, by developing a regulatory framework for regulating the circulation of 
new tobacco products. 

Section 15 of the Law on Local Governments7 provides that a function of local government is to 
provide access to health care, and to promote a healthy lifestyle and sports to residents.  

From 2012, the Ministry of Health launched a new approach to the organisation of health 
promotion in Latvia's regions, to increase the role of municipalities in promoting the health of the 
population and encouraging more active involvement in various health promotion activities, 
because it is the municipalities themselves, being closest to their populations, who best understand 
the needs of the inhabitants of a particular area and the measures to be taken to facilitate a healthy 
lifestyle8. 

To provide methodological support to local governments, the Ministry of Health has developed 
Guidelines for Local Governments in Promoting Health (Kukliča et al., 2011)9. Compiled in this 
material is other countries' experience of good practice, and recommendations for a variety of 
initiatives that could also be implemented by Latvian municipalities as health promotion measures 
in thematic groups: promotion of a healthy diet, physical activity, sexual and reproductive health, 
the promotion of mental health and oral health and the reduction of addictive diseases, infectious 
diseases and violence. 

Activities in the field of addictive substances are integrated into broader health promotion activities 
and are carried out in a decentralized manner, i.e. every municipality undertakes preventive work 
within its own capacity or to the extent possible within funding limitations. In most cases, 
prevention activities are aimed at providing information. Despite the financial problems, the 
increasing role of NGOs in addictive substance prevention should be noted. Local governments 
actively attract professionals working in public organizations to carry out informatively educational 
activities. 

There has been minimal use of selective prevention in Latvia's regions, other than Riga. Indicated 
prevention measures have not been undertaken nationally. Health promotion guidelines have been 
developed for local governments; accredited training programs are available for teachers and other 
education specialists; accreditation is not mandatory for programs for working with children e.g. 
selective prevention, but it is carried out on a voluntary basis. Only in rare cases is the 
effectiveness of preventive interventions evaluated. This situation is due to the lack of funding and 
capacity. 

In 2011 an informative campaign on drugs/alcohol was conducted nationally, and was targeted at 
drivers. Regarding drugs, "Youth against Drugs" project was continued, supported by the 
European Union Programme "Prevention of and Fight against Crime 2009". 

                                                 
6
 Adopted by Cabinet Order No.504 of 5 October 2011 http://polsis.mk.gov.lv/view.do?id=3768) 

7
 Available at: http://www.likumi.lv/doc.php?id=57255/ 

8
 Information available on Ministry of Health website 

http://www.vm.gov.lv/lv/aktualitates/sadarbiba_ar_pasvaldibam_veselibas_veicinasana/ 
9
  Adopted by Ministry of Health Order No.243 of 29 December 2011 

http://polsis.mk.gov.lv/view.do?id=3768
http://www.likumi.lv/doc.php?id=57255/
http://www.vm.gov.lv/lv/aktualitates/sadarbiba_ar_pasvaldibam_veselibas_veicinasana/
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Data collection methods 

Information on specific activities, according to the classification of prevention is obtained: 1) from 
information provided by state institutions directly or indirectly involved in prevention, 2) from NGO 
reports, 3) from information published in the mass media, and posted on institution websites. 

To clarify the situation regarding drug abuse prevention in municipalities, in early 2011 CDPC 
specialists sent questionnaires to 109 regional municipalities and the municipalities of nine major 
cities. At the end of the survey 74 questionnaires had been received, including eight from the major 
cities and 66 from other municipalities. 

3.2. Environmental prevention 

Tobacco policy 

The pricing policy of tobacco products and their increase in recent years have been based on 
common EU tax policy and other documents binding on Latvia. In accordance with EC Directive 
92/79/EEC, there has been a progressive increase in Latvia since 2006 in the cigarette excise duty 
rate which reached the minimum excise duty rate specified by the EU in 2009. The cigarette price 
comprises a combination of specific, ad valorem percentage, and minimal rates of duty. In 2011 
the specific duty on cigarettes was LVL 25 (per 1000 cigarettes) plus 34% of the maximum retail 
price, which could not be less than LVL 52 (per 1000 cigarettes). A specific tax rate applied to 
cigars; in 2011 this was LVL 26 per 1000 units. As there had been a significant increase in the 
turnover of fine cut tobacco and other smoking tobacco during the past few years, the cigarette 
excise duty for cut (rolling) tobacco was increased from LVL 23 in 2008 to LVL 34 in 2011, and 
other smoking tobacco from LVL 14 to LVL 34 (1000 g). 

Currently, 20 premium class cigarettes cost 2.14 LVL, while 20 medium class cigarettes cost 1.70 
LVL (Central Statistical Bureau, 2012). 

As seen in Figure 3.1. a real price increase for tobacco started to happen in 2007 and by 
November 2011 price for 20 premium class cigarettes has increased in real terms by more than 
125%.  The nominal price for a 20 premium class cigarettes has increased nearly five-fold (4.7) as 
compared with 1996.  The Figure shows that also affordability index for cigarettes is on decrease.  
With the next major tobacco excise increase planned only for 2014 and with Latvia’s economy 
improving one can expect that affordability in the next year is going to increase or remain at stable 
level, with no expected significant decrease in smoking, which is one of the highest in the EU, at 
population level. 

Figure 3.1. Real price and affordability index of 20 premium class cigarettes, 1996=100 

 

Source: Central Statistical Bureau, 2012 
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A comprehensive smoking ban operates in Latvia, prohibiting smoking in public buildings, 
structures and spaces (theatres, concerts, sports halls, other sports buildings and structures, the 
halls of post offices and other institutions, discotheques, dance halls, cafes, bars, etc.) with some 
exceptions that allow smoking in areas specifically designated for that purpose. Smoking is 
permitted in specially designated areas outside cafes, parks, squares and swimming pools, 
casinos and gaming halls. Smoking is prohibited at sporting and other public events, public 
transportation stops, and children's playgrounds. In hotels and other temporary accommodation 
premises there may be specially designated bedrooms where smoking is permitted, while 
individual cabins or coaches for smokers may be installed on long-distance trains and ships. 

Smoking in the workplace is prohibited in spaces set aside for work or common use, with the 
exception of spaces specially designated for smoking; however, smoking is prohibited within 10 
meters of the entrance to buildings or structures housing State or municipal authorities and 
companies. 

Although the sale of tobacco products is prohibited to persons under the age of 18 years, young 
people's access to tobacco products throughout the country is high because of the low level of law 
enforcement control. According to the 2011 ESPAD study (Trapencieris et al., 2012), 41% of 15-16 
year-old students felt that they could very easily obtain cigarettes if they wanted to get them, while 
33% regarded cigarettes as fairly easy to obtain. The Cigarette Availability Index (total percentage 
of pupils for whom cigarettes are fairly easy or very easy to obtain) was 74% in 2011. 

2010 saw the introduction of combined warnings with colour images on tobacco packaging. There 
are also national restrictions on the sale, advertising and use of herbal cigarettes. 

Tobacco advertising is allowed only in special trade publications for tobacco products, as well as 
publications published and printed in countries outside the European Union, and not intended for 
the EU market. An advertisement must include information about the dangers of tobacco use and 
such information must occupy at least five per cent of the advertising space. To combat the illegal 
circulation of tobacco, a limit has been set as of 2010 on the number of imported tobacco products 
that can be imported for a person's own use without paying customs duty (40 cigarettes, 20 
cigarillos, 10 cigars, 50 grams of smoking tobacco, on one occasion per day, other than by air 
transport). 

The topical public issue of a ban on smoking on the balconies of apartment houses has raised the 
issue of authorising local governments to enable them to introduce and control the enforcement of 
smoking bans applicable in the relevant municipalities. 

Alcohol policy 

The tax rates applicable to alcoholic beverages are regulated by the Latvian law On Excise Duties, 
which stipulates that excise duty shall be levied on any alcoholic beverages which are classified 
according to the Combined Nomenclature set out in Addendum No. 1 to European Council 
Regulation (EEC) No 2658/87 of 23 July 1987 on tariffs and statistical nomenclature and on the 
Common Customs Tariff. According to Ministry of Finance information10: 

1. Since 2007, there has been a progressive increase in excise tax, with the beverage most 
affected being beer at 68% (from LVL 1.3 100 l for each absolute alcohol by volume-per cent in 
2007 to LVL 2.18 in 2011); wine and other fermented beverages at 49% (from LVL 30 per 100l in 
2007 to LVL 45 in 2011), and spirits and other beverages: 49% (from LVL 630 100 l of absolute 
alcohol in 2007 to LVL 940 in 2011) Excise duty rates for alcoholic beverages are harmonized with 
the EU and Latvia is bound by this legislation. 

2. The final price of spirits is significantly affected not only by the excise duty, but also VAT (22% in 
2011), e.g. in 2005 the retail price of 1 litre of beer (<5.5% strength) was LVL 0.69, vodka was LVL 
5.17, while in 2010 beer was LVL 1.03, and vodka was LVL 8.09. 

                                                 
10

 Material prepared by the Ministry of Finance for the National Alcohol Use Elimination Council , 20 October 2011) 
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3. An increase in excise duty rates on alcoholic beverages does not necessarily mean a significant 
impact on prices. 

Without undertaking a systematic review of excise duty rates for alcohol in accordance with 
developments in household income and inflation, a situation has arisen where alcohol, compared 
to 2003, has become much more accessible than, for example, milk. Further: from the average 
salary per head of national population in 2011, it has been possible to buy 53-55% more vodka and 
beer than from the average salary in 2003, while the availability of milk, by contrast, has 
decreased, i.e. the quantity of milk that can be purchased from the current average salary is less 
than it was in 2003. 

Figure 3.1. Affordability index of beer, vodka, and milk, 2003=100 

 

Source: Trapencieris, 2012 Alcohol availability in Latvia for AMPHORA (Alcohol Public Health Research Alliance) 

The Road Traffic Law provides that the nationally permitted blood alcohol level for drivers with 
driving experience greater than 2 years shall be up to 0.5 per mil in the blood. However, drivers 
with less experience are not permitted to drive a vehicle when their blood alcohol concentration is 
above 0.2 per mil. From 2011, the permitted level of blood alcohol concentration for public 
transport drivers is set at 0.2 per mil. 

The Handling of Alcoholic Beverages Law prohibits the sale of alcohol to children under 18 years 
of age, both in shops and public catering outlets. The Protection of the Rights of the Child Law 
prohibits children less than 18 years of age from purchasing tobacco products and alcoholic 
beverages. Currently, the Parliament is to consider draft proposals for alcohol to be sold in 
supermarkets in separate areas, and that intending purchasers of alcohol between the ages of 18-
25 would be required to show identification documents. Similarly, a draft amendment for the 
Latvian Administrative Violations Code has been developed, which provides liability for minors 
purchasing alcoholic beverages and penalties for adults purchasing alcohol as intermediaries. 
Currently, traders are administratively liable for the sale of alcohol to minors (both legal entity and 
seller). The sale of alcoholic beverages is prohibited: 1) in educational and medical institutions, 
police and military premises, 2) in areas where the trading area is less than 20 square meters, 
between the hours of 22.00 to 8.00, with the exception of retail outlets where poured alcoholic 
beverages are sold with the intention of on-site consumption, 3) duty-free shops. 

The advertising of alcoholic beverages is prohibited in educational and health care institutions and 
within their buildings and structures; on postal correspondence; on the external covers of books, 
magazines, and newspapers, and on public transport. A number of prohibitions exist in relation to 
advertising content. Advertisements for beer and wine are permitted on television and radio, but 
the advertising of other alcoholic beverages is prohibited. 

Some municipalities have adopted rules in their binding legislation prohibiting being located in 
public places with open alcoholic beverage bottles. 
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The Protection of the Rights of the Child Law provides that a child without supervision of a parent, 
guardian, foster family or their authorized adult person may not be in a public place between the 
hours of 22.00 and 6.00, if the municipality has not set more stringent limits for this period. 

Studies carried out in EU countries11 and in Latvia and relevant conclusions reached show that 
young people associate leisure activities with the use of psychoactive substances or alcohol, and 
the tendency to use these substances is increasing every year. Latvian law does not define the 
age at which a person can attend entertainment venues, clubs, bars and so on. Mostly, that age is 
18+ or 21+; there are some clubs that permit entry on Fridays and Saturdays only to people over 
the age of 25. Information on clubs and club safety ratings is summarised on the website 
www.club.lv. In Latvia compared to the European Union, the movement towards drug-free clubs or 
one-off measures against drug use in clubs and entertainment venues has not been developed. 

There is a lack of training programs that educate potential club patrons directly in schools, as 
studies12 undertaken in EU Member States confirm the importance of including universal 
prevention in education programs to shape attitudes towards the use of intoxicating substances 
generally, but this is not effective within the target group who have already begun to attend 
entertainment venues regularly and to use drugs while there. 

Currently, places of entertainment do not identify or seek out patrons who might already have used 
alcohol, drugs or a combination of both. Patrons are being admitted to events when already 
intoxicated or who have previously behaved provocatively, provoking other patrons present. A 
large proportion of staff and security personnel lack the necessary knowledge for initial recognition 
of symptoms of intoxication and first aid (Ministry of Health, 2012)13. The State Revenue Service 
Excise Goods Board may cancel a club license for violations involving excise goods in clubs. Such 
precedents were particularly widespread in 2008-2010, when clubs were fleecing foreign tourists. 

On 24 November 2009 the Cabinet of Ministers adopted Regulation No. 1338, Arrangements for 
providing security to students at educational institutions and at events organised by them. The 
Regulation upgrades the existing legal framework in relation to the safety of children in educational 
institutions, sporting competitions and activities, excursions, hikes, walks and other events 
organised by educational institutions. The Regulation provides that a school's internal rules: 1) 
must stipulate a prohibition on the acquisition, use, storage or sale of alcohol, cigarettes, drugs, 
toxic or psychotropic substances, gas bottles, gas pistols and firearms within an educational 
institution or its territory, 2) must stipulate what a child must do when he/she perceives a threat to 
their own or other people's safety in an educational institution because of the actions of an 
outsider, how to act in emergency situations and so on. Checking of compliance with the school's 
internal procedures is conducted to establish a safe environment within the school, as are 
installation of CCTV, the provision of security services, and stipulations for action to be taken in the 
event of detecting substance abuse, distribution or acquisition. In the major cities, monitoring is 
provided by local police authorities in many schools; in Riga, training in addiction prevention is 
provided for school administration staff. 

3.3. Universal prevention 

 Since the mid-1990s, the need to treat students' personality development and socialisation more 
seriously was identified in Latvia. In 1995 the 35-hour subject Health Education was included in the 
primary school curriculum (Year 5). 

The Year 5 subject Health Education was included in curricula during 1995-2006, and the Year 8 
subject Health Studies was included during 2001-2006. In the sample curricula, the time allocated 
for teaching the subject Health Studies was one hour per week. 

                                                 
11

 Lifestyles and drugs. Prevention interventions in recreational settings. Council of Europe, Pompidou Group, 2010. 
12

 Abstract Book  The 7
th
  International Conference on Nightlife, Substance Use and Related Health Issues, 2011, Prague 

13
 For  more information see 

http://www.vm.gov.lv/lv/aktualitates/publiska_apspriesana/publiska_apspriesana_ieteikumiem_narkotiku_lietosanas_profil/ 
 

http://www.club.lv/
http://www.vm.gov.lv/lv/aktualitates/publiska_apspriesana/publiska_apspriesana_ieteikumiem_narkotiku_lietosanas_profil/
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Based on the need to avoid fragmentation of the primary school curriculum, it was decided to 
introduce the integrated subject Social Sciences (which encompasses ethical, civic, economic and 
health education) into primary schools for Years 1-9 as from the 2005-2006 school year. 

At present, for primary students in Years 1-9, health education issues are included in the Social 
Science curriculum14. 

By acquiring the core skills of the subject, it is anticipated that upon completing Year 9 the young 
person will: 

 understand and characterize how their habits impact their health; 

 have an awareness of physical activity as a prerequisite for health; can choose the most 
appropriate physical exercises and set the desired workload; 

 understand that addiction is a disease; can identify and substantiate the causative factors of 
substance abuse; understand the effect of intoxicating substances on a person's physical, 
mental and social health; knows infection transmission mechanisms; knows how to protect 
themselves from sexually transmitted infections and HIV/AIDS, understands sexually 
transmitted infections and the role of prevention in HIV/AIDS; 

 is able to provide first aid to accident victims, able to provide emotional support in difficult 
situations etc. 

Besides health issues, the curricula also include questions on such issues as forms and principles 
of human financial operations, taxation and its calculation, mathematical skills in financial 
calculations, use of the Latvian national symbols, forms of power, operational principles of the 
European Union and NATO, etc. 

Health education issues are also included in the content of other primary school subjects (Science, 
Biology, Home Economics and Technologies, Sports). Thus, although the removal of Health 
Education as a separate subject and its replacement by the integrated subject Social Science was 
at the time justified by the need to avoid fragmentation of the curriculum, it is precisely now that 
health education issues are fragmented cross multiple subjects without uniform coordination. 

For general secondary education and vocational education students at Years 10-12 the subject 
Health Education is set as an optional subject within the mandatory content15 of the secondary 
education curriculum i.e. the educational institution must choose at least three of the nine subjects 
offered (health education, economics, philosophy, geography, psychology, politics and law, home 
economics, ethics, cultural studies). In 2012 The Ministry of Health is encouraging the introduction 
of the subject Health Education as a separate compulsory subject in general secondary education 
institutions and vocational schools, and the development of a standard for the Health Education 
subject in elementary schools and the training of teachers for this subject to be made mandatory. 

In Latvia the still-popular approach to universal prevention chosen by schools (school-based 
intervention) is to invite a variety of different professionals: doctors, police officers, municipal local 
health promotion officers, and NGO representatives to hold discussions, and give lectures in class 
home-group sessions. Also utilised in the universal prevention framework is a life-skills approach, 
by organising such interactive lessons for students as "Life skills development", which consists of 
classes teaching problem-solving, stress and anxiety management, self-confidence and 
development of self-determination, acceptance of responsibility, the ability to make decisions, the 
ability to build relationships, resist peer pressure, and the development of critical thinking (Igaune 
et al 2011). 

Within the School-Based Intervention framework regular lectures for parents are held on substance 
abuse awareness and strengthening mutual relationships within the family. 

The published systematic reviews (Cochrane Systematic Reviews) show that the influence of 
family (family-based) universal intervention reduces alcohol consumption by children both in the 

                                                 
14

 Cabinet Regulation No. 1027 of 19 December 2006 Regulation Regarding the State Basic Education Standard and Basic Education 
Subject Standards 
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General Secondary Education Subject Standards 
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short and long term (Foxcroft et al., 2011). Several municipalities also note the involvement of 
parents in universal prevention by organising parents' evenings and information events for parents, 
inviting them to attend lectures. For example addiction prevention specialists from the Riga City 
Council offer lectures16 for parents on the following topics: 

 The use of plant mixtures "Spice" for the purpose of intoxication among adolescents. 

 Dependence. Its formation during the adolescent period. 

 Drinking alcohol and smoking as a way of socializing among adolescents. How should parents 
act? 

 Experimenting with drugs among adolescents. The risk of forming dependence.  Support 
opportunities for parents. 

 Excessive preoccupation with new technologies. How should parents act? 

 The family's role in addiction prevention. 

The basis of municipal (community based) prevention is plans developed by local authorities to 
control the spread of addictive substances. Some municipalities note that meetings of coordination 
groups are regularly held, attended by representatives from the municipal administration, education 
institutions, the social service, medical, law enforcement and NGOs. 

Local government survey results show that health promotion activities are being implemented by 
66 county cities/county governments; in 44 municipalities the implementation of health-promotion 
activities are included/to be included in the municipal development plan of the municipality or other 
documents involving the municipality. In 11 municipalities, there are programs (plans) that focus on 
reducing and preventing substance abuse. 

In their responses on questionnaires municipalities note a popular form of action as being the 
organisation of campaign type events within local municipalities e.g. activities associated with 
international anti-drug day, the International AIDS, WHO No Tobacco Day and so forth. 

Other alternative measures are also used in addiction prevention work e.g. outdoor camping, 
family sports days etc. Local governments actively promote leisure activities, such as youth 
centres, youth clubs, sports, music and art schools (outside the school environment). 

Regular, structured training of educators, health professionals, police officers, and other specialists 
in addiction prevention (through development of an approved training program) was undertaken in 
12 training programs conducted by specialists from the Riga City Council's public health promotion 
and prevention department. Training extends over 8 - 24 academic hours. The 24-hour program 
included: the primary school class teachers' program "Development of Socio-emotional life skills" 
for psychologists, social workers and social workers; "Promoting study and work motivation for 
young drug users"; Promoting study and work motivation among adult drug users"; "Aggression 
intervention for children and juveniles", "Juvenile computer addiction intervention", "Juvenile 
smoking intervention". Addiction prevention workshops are also being implemented for pre-school 
and primary school teachers, the diagnosis of intoxicating substances among young people for 
health professionals; addiction prevention seminars for police officers, while for social workers, on 
dependence and addiction problems in the family, and for school administration staff: on the 
fundamentals and prevention of substance abuse in schools17. In the Jelgava City municipality, 
training seminars were held in 2011 for social studies teachers on recognising the signs of 
substance abuse. Regular annual development workshops to improve knowledge and skills are 
organised for educators by the Ministry of Education and Science. 

In 2011 as part of the Society Integration Foundation (Swiss Latvian Cooperation Program 2009-
2012) funded program, the association NEXT MEDIA GROUP in collaboration with the association 
Be Free implemented the project Video Stories 'Be free'18. 
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 Information  is available at http://www.narcomania.lv/pub/index.php?id=4 
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  Information available in presentation materials:http://www.ld.riga.lv/tl_files/Prezentacijas/atkprof.pdf 
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 Information on project activities is available on the Society Integration Foundation website 
www.lsif.lv/index.php?option=com_content&view=article&id=195&Itemid=202& 
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The project aimed to improve the situation in addiction prevention. Innovative methodological 
material was developed within the project framework to educate the youngest school-age children. 

Children, teachers, and young people who have had addictive substance abuse problems were 
involved in the creation of the material (methodical teaching material + work book for pupils in 
Years 1-3). 

As part of the project, six informative educational seminars were held in all Latvian regions, 
presenting study materials for primary teachers and school administration staff. 

A project on the universal prevention of tobacco use was undertaken by the "INGRESS" foundation 
in collaboration with the Tobacco and Alcohol Control Latvian national coalition (under the 
auspices of the European Social Fund Society Integration Foundation sub-activity "Administrative 
Capacity Building of NGOs"), with the aim of training and developing the skills of members of 
seven public organizations in the implementation and development of national policy in the tobacco 
control field, in cooperation with state and local authorities. The project was organized in ten-day 
training seminars (2x), as well as a project plenary conference; a teaching resource/handbook was 
issued to NGO staff, together with information leaflets and three recent WHO publications. 
Participating members of the target group will be able to work independently with local 
governments to seek new cooperation partners, and are able to create support groups to motivate 
and assist in giving up smoking, as well as to create an information environment for the circulation 
of information about the possibility of creating a smoke-free environment. 

3.4. Selective prevention in at-risks groups and settings 

Selective prevention in schools  

The most important work in selective prevention in 2011 in Riga was undertaken by addiction 
prevention specialists of the Riga City Council Social Service. In collaboration with educators, help 
can be sought at the counselling offices of this institution by children and parents from at-risk 
groups. Of particular note are programs for parents that have been implemented for several years, 
by organizing a parents' support group "Parents for Children".19 

The structure of activities in the parent support groups consists of educational information and 
interactive lessons. 

Key topics to be discussed and resolved in group sessions in acquiring practical activity skills are: 

 support in crisis situations related to educational problems in the family, and drug use; 

 awareness of their role in the family and associated emotions, using the skills learned in 
classes to effect change; 

 knowledge and understanding of children's behaviour, needs which the child is trying to satisfy 
by inappropriate behaviour; 

 the ability to acquire and develop models of appropriate behaviour for each family which can be 
used in daily contact with children, thus developing a new parents-child relationship; 

 the possibility of obtaining support and a view from the side into their family situations from 
both the group leader and other members of the group without wishing to teach or condemn. 

Parents who participate in the group sessions also receive individual counselling, and information 
on possible assistance available from other professionals. 

Selective prevention, working with at-risk children and young people 

Among the counties, the work of Dobele youth education and health centre in selective prevention 
must be noted. Support groups for at-risk youth operate permanently in the city utilising techniques 
adopted from the Nordic countries for developing adolescent personality, enhancing self-
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 Information available: www.narcomania.lv/pub/index.php?id=36&gid=50&lid=353 
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awareness, promoting gender equality and dependency issues. Participating in the group are 
between four and eight 13-16 year old boys or girls, who, together with a leader, meet once a week 
in classes over a 3-4 month period. At the meeting they discuss various youth selected topics such 
as addiction, gender roles, opportunities for young people etc. In addition to the discussions, the 
group may invite experts from various fields to visit and participate in activities of their own choice. 

Behaviour change programs for young people in Riga: 

Aggressive intervention for children and juveniles is intended for children and young people who 
regularly find themselves in conflict situations due to their aggressive behaviour. The training 
program aims to acquire adequate and constructive emotional response patterns, by promoting the 
understanding of aggression as a destructive type of response, to recognise the causes of 
aggression and learn new patterns of emotional response. Participants' attention is focused on 
their physical sensations, thoughts, and emotions. The classes develop the ability to physically 
relax, observe one's thoughts and change them, as well as the ability to react to one's emotions 
without harming oneself and others nearby. 

The target audience - children and adolescents in two age groups: 10 - 14 years and 14 - 18 years. 

Group size - up to 10 people. 

Program duration: 12 basic lessons once a week and 5 support group sessions. 

Youth smoking intervention is aimed at educating teenagers and young people about smoking 
addiction problems, and to contribute to their understanding of what determines behaviour 
conducive to health, and how it is formed. The programs include topics that help develop and 
improve the social skills of children and adolescents: communication, conflict resolution, 
collaboration and the ability to resist environmental pressures. An essential part of the program is 
homework, which helps maintain the link between lessons and helps to introduce and reinforce the 
changes in everyday life. 

The program targets: 13 - 18 year olds who smoke daily or have tried smoking. 

Group size - up to 10 people. 

Program duration: 18 lessons once a week. 

Junior computer addiction intervention aims to promote young people's awareness and skills in the 
use of new information technologies in their daily lives, to present their impact on children and 
youth development, helping to recognise personal gains and losses associated with the everyday 
use of IT, to help recognise motives for IT use and reconcile results achieved with the original 
objectives. The program helps young people to learn methods and techniques for satisfying their 
psychological needs, by using not only the new IT. 

The program targets: 13 - 18 year olds who are obsessed or who already have an observable 
problem with computer use. 

Group size - up to 10 people. 

Program duration: 12 classes once a week. 

As part of the Society Integration Foundation (Swiss Latvian Cooperation Program 2009-2012) 
program, the Centre for Public Policy 'Providus' completed the project Building a Support System 
to Prevent Juvenile Delinquency with the aim being, as an example of good practice, to create a 
sustainable support system for juveniles after release from prison or social adjustment institutions 
in three Latvian regions20. 

 A similar project was implemented in the target program by the association Local Governments 
Training Centre of Latvia in cooperation with the State Police Chief Order Police Authority 
Prevention Board. 

The project aim is the development of social adjustment and social assistance programs in 
municipalities, involving in their implementation an inter-institutional team including specialists from 
governments and NGOs. Target group: children and juvenile offenders who have come to the 
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attention of the police and who also have addiction problems. The project was implemented in 
three counties21. 

A selective approach to dealing with persons attending entertainment venues is generally limited to 
law enforcement raids at clubs and outdoor festivals. In some municipalities, in collaboration with 
the entertainment venue administration, special campaigns Stop AIDS! and No to drugs have been 
organised, where visitors receive informative materials and participate in individual counselling, 
quizzes and other activities. 

3.5. Indicated prevention  

In 2011 there was no increase in the awareness of indicated prevention coverage in this country. 
The development of Indicated prevention has been impeded by the funding models for treatment 
and prevention, namely that the State pays for medical treatment whereas prevention is mostly 
funded by local governments, so all early intervention programs are regarded as "treatment" in 
Latvia. Features of indicated prevention are present in child support group programs operating in 
some drug treatment facilities, but in this case these children are diagnosed according to the ICD-
10 classification. 

3.6. National and local media campaigns  

Information campaigns are one form of universal prevention utilised to reach a wide audience. 

To reduce the number of drivers who operate vehicles while intoxicated by alcohol and/or drugs, 
and the number of traffic accidents, in Latvia in 2011 the Road Traffic Safety Directorate in 
collaboration with the Transport Ministry, Ministry of the Interior, and the State National Police 
organized a campaign entitled "Steer Sober!" This campaign was addressed not only to motor 
vehicle drivers, but also to riders of bicycles and mopeds. The aim of the campaign was to possibly 
reduce the probability of vehicles (including bicycles and mopeds) being driven by an intoxicated 
person, as well as to reduce the number of accidents, injuries and fatalities that are the 
consequence of driving after consuming alcohol or other intoxicating substances. During the 
campaign, residents were warned by emotional video and audio clips, and everyone was able to 
participate in activities using special "intoxication glasses", and experience what an intoxicated 
person sees. In addition, during the Ligo Midsummer Festival special campaign souvenirs were 
distributed from petrol stations, and active communication took place with the users of social media 
networks22. During the campaign, intensified checking of drivers for alcohol, drugs and 
psychotropic substances took place. 

In 2011, NGOs involved in the production and trading of excisable goods had become more active. 
The Latvian Traders' Association in collaboration with Philip Morris Latvia, supporting the 
campaign launched by the Latvian Employers' Confederation against the shadow economy, 
announced a campaign against the sale of illegal cigarettes entitled Don't buy contraband 
cigarettes! During the campaign, approximately 2,500 retail shops that sell tobacco products 
displayed visual material informing of the negative consequences of the illegal cigarette market, 
inviting the public not to be tolerant of the shadow economy23. Informational materials were also 
placed in the electronic media. 

In March 2010, the State Police in cooperation with the Latvian Association of Addiction 
Psychologists supported by the EU program Prevention and Fight against Crime 2009 launched a 
two-year project entitled Youth Against Drugs by implementing the following activities: a research 
study, a public campaign in the media, development of informative material, the organisation of 
simulation games (five regional and one final), and the distribution of the project results summary 
and developed visual material to young people throughout Latvia24. 

                                                 
21

 Information is available at  
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The public media campaign You use drugs, drugs use You was organised as one of the main 
activities of the project. This included TV clips, radio clips, outdoor advertising, film clips (in both 
Riga and regional cinemas), and Web-based activities, activities in the Monsterpark skate park, 
which took place in September 2010, January/February 2011 and September 2011. 

Simulation - Strategy Games25 were held in all regions of Latvia in the period October 2010-
October 2011. High school students were invited to compete for the opportunity to participate in the 
regional simulation games on drug-related issues. Seven teams were selected from each region 
(each team comprised five high school students and one teacher). To ensure the sustainability of 
using of the simulation-game strategy, a handbook was prepared as part of the project entitled 
"The simulation game as a method of drug addiction prevention". The handbook provides the 
reader with theoretical and practical information about the simulation game. It includes the 
theoretical basis of using games as means of addiction prevention, game rules, fundamental 
principles of game organization and management as well as practical exercises for discussion and 
team building for the organisers, together with information on drugs and psychotropic substances, 
children's and juvenile legal liability, etc. The book is available in the Latvian and Russian 
languages. 

As part of the project, informative material entitled You use drugs, drugs use You was published 
and distributed for high school students. The material was created as a dialogue with fifteen to 
eighteen-year-olds, whose views and opinions are formed from their own life experience, as well 
as the extensive and often contradictory information space on the Internet, on television, at school 
and elsewhere. The brochure is based on young people's answers to questions about choices, 
doubts and simple life situations related to drugs. Drugs and health, drugs and relationships, drugs 
and quality of life, drugs and public figures; the questions on various aspects of drug-related 
problems are simple yet provocative and critical. Each brochure is accompanied by a specially 
developed DVD with embedded anti-drug campaign materials: video clips and audio clips (in 
Latvian and Russian), posters, and the brochure in electronic form. As part of the project, a pocket 
sized educational game for young people entitled "No to drugs!" was published, In which a die is 
thrown and upon reaching the next square, questions are asked and there is an opportunity to 
choose the correct answers. Also within the project a short film entitled No addiction was created 
by the journalist A. Roze. The film is in the form of a story for young people about young people, 
inviting one to contemplate opting for active and exciting leisure activities such as cycling, roller 
skating or skateboarding instead of the possibility of harmful addiction. The heroes of No addiction 
are representatives of these active sports who acknowledge that their sporting passion is also their 
way of life. At the same time, the young people share their thoughts and invite their peers to 
consider whether drug use is commensurate with such a lifestyle. In these young people's stories, 
emphasis is placed directly on coming to the conclusion that it is everyone's own choice as to how 
to live and spend their leisure time. The films can be viewed on the internet on the State Police and 
Monsterpark video channels. 
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4. Problem Drug Use 

According to the EMCDDA definition, Problem Drug Use (PDU) includes the regular use of heroin 
and other opiates, cocaine and/or amphetamines and/or drug use by injection. This is one of the 
five EMCDDA key epidemiological indicators and as the data mining methods used in the indicator 
are implicit, the quality of estimates is directly related to data acquired from other indicators, such 
as the treatment demand indicator data or data on infectious diseases associated with drug use, 
etc.  

4.1. Prevelence and incidence estimates of PDU 

Indirect estimates of problem drug users 

Having regard to the nature of data available in Latvia, indirect estimates of problem drug use are 
mostly made using treatment, police and mortality multiplier methods, which are one of the 
methods recommended by the EMCDDA for estimating the number of drug users. Two types of 
data are required to use the multiplier method: 

1) in any data source, the number of drug users captured, for example, the number of drug 
users treated, or "captured" by the police during the year, 

2) the established proportion of drug users who have indicated that within a specified time 
period, e.g. during a year, they had sought assistance (or had been captured) in a data 
source for which information had been obtained. Such information may generally be 
ascertained from research among problem drug users.  

The most important deficiency of the multiplier method is the fact that this method does not allow 
determination of the limits of calculation error confidence interval that may arise either from not 
including the data on individuals in the data source being studied; or the proportion of drug users 
identified in the study as seeking treatment from a relevant service provider is not accurate, etc. 
Elsewhere in Europe the capture-recapture method of calculation is used, which provides error 
limits for the estimated number of drug users. This method provides for the combining of several 
data sources with the same identifier, for example consisting of gender, initials and date of birth, 
thus seeking overlays across three or more data sources and using log linear regression methods, 
the most reliable mathematical model reflecting the data may be determined. The use of this 
method has been attempted on several occasions in Latvia, but in most cases it has not been 
possible to estimate the number of problem drug users. 

Estimates of the number of drug users previously undertaken in Latvia and the methods used were 
described in the National Reports for 2010 10 2011. (Centre of Health Economics, 2010). 

2011 saw the continuation of work undertaken in previous years by specialists of the Centre of 
Health Economics on improving quality of treatment data, to enable the number of drug users 
treated during the year to be ascertained with greater accuracy, thus providing the possibility of 
making more accurate estimates of the number of drug users. Using the treatment multiplier 
method, the number of drug users in Latvia in 2011 was estimated for the problem drug user 
group26. 

The number of unique drug users treated during 2011 was determined using three databases: 1) 
PREDA, 2) the Health Payment Centre database APANS and 3) the Health Payment Centre 
database SPANS. In total, 2044 problem drug users27 who had received assistance as outpatients 
or inpatients in 2011 were identified in the treatment databases. 
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 Selected for the PREDA database are those drug users for whom at least one treatment episode was recorded in the APANS 
database in 2010 and for whom the primary substance used was indicated as heroin, methadone or other opioids, cocaine, 
amphetamines or other stimulants. Selected for the APANS database were those drug users with diagnoses of F11, F14 or F15 and 
they were not included in the PREDA database. Selected for the SPANS database were drug users with diagnoses of F11, F14 and 
F15. Multiple substance users (ICD-10 diagnosis F19) are not included in this total because it was not possible to determine whether 
they met the definition of problem drug users.  
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Used as the multiplier was the proportion of drug users who had sought drug assistance during the 
past 12 months (14.2%) obtained from the 2012 Cohort Study stage (Trapencieris, Sniķere, Kaupe,  
2012).  

The estimates show that in Latvia in 2011 there were about 13 141 problem drug users or 9.49 per 
1000 population aged 15-64 years. 

The major shortcoming of these estimates is that the method used does not allow the calculation of 
confidence intervals, and therefore the reliability of estimates is to a large extent subject to quality 
of treatment data and information established during the study. 

4.2. Data on PDUs from non-treatment sources 

Cohort study of drug users in Riga  

The cohort study of drug users in Riga has been undertaken five times since 2006. This study is 
longitudinal and as part of it and to the extent possible the same drug users are interviewed each 
year. Interviews with cohort participants are conducted by specially trained street and social 
workers from the DIA+LOGS society. The biggest advantage of this kind of research is the 
opportunity to evaluate various changes within the cohort, for example, in morbidity or incidence 
rates since the previous study phase, changes in the use of drugs, including discontinuing drug 
use, and mortality. The study methodology is described in detail in the study reports and the 
previous annual National Reports (Trapencieris, Sniķere, Kaupe, 2011; Centre of Health 
Economics, 2010; Public Health Agency, 2008). 

A cohort study of drug users was not done in 2011, but it was repeated in 2012. At the time of 
compiling this National Report, pre-processing of the study data was still in progress and the 
results of the study will be included in the next National Report. 
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5. Drug-related treatment: treatment demand and treatment 
availability 

5.1. Strategy and policy 

In 2011, there were no significant changes in patient addiction treatment policy, which was 
examined in detail in the 2009 National Report (Centre for Health Economics, 2010); therefore, 
only topical issues will be reflected in this Chapter. 

On 14 August 2012 the Cabinet of Ministers approved the National Development Plan 2014 - 2020 
in its original version. National Development Plan 2020 is the hierarchically highest medium-term 
planning document that focuses on achieving the objectives set in the Latvian sustainable 
development strategy to the year 2030. 

In one Action Point of the National Development Plan - "a healthy resident capable of working", it is 
noted that the main modifiable health risks in the European region that result in significant health 
and social costs, are smoking, alcohol abuse, physical inactivity and poor diet. 
Highlighted as one of the tasks to be undertaken under this Action Point is: prevention and limiting 
the distribution of addictive substances and processes: (a) measures for universal and selective 
prevention, (b) the treatment of alcohol addicts in all nationally significant development centres for 
integration of these people into the labour market, (c) reducing the supply of addictive 
substances.28 

Cabinet Regulation No. 1046 of 19 December 2006 Health Care Organization and Financing 
Arrangements29 contains provisions as from 1 January 2012 that approximate prison health care 
with that available to the public at large. Prior to 1 January 2012, this Cabinet Regulation stipulated 
that a person could receive state funded outpatient and inpatient health care services if a referral 
had been prepared by a family physician or specialist under contract to the National Health Service 
or a specialist, but did not specify that these services can be obtained by referral from a physician 
working in a prison, so the Cabinet Regulation was supplemented by a provision stipulating that 
inmates can receive outpatient and inpatient health care services if referred by a physician working 
in a prison. The Ministry of Justice will cover the cost of health care services provided by medical 
staff working in prisons, as well as patient payments and patient co-payments for prisoners who 
receive health care outside prison, and patient co-payments for drugs and medical devices for 
which the reimbursement of purchase is specified by legislation on reimbursement for expenditure 
on medications and medical devices necessary for outpatient treatment. 

The treatment of drug users in Latvia is provided by the Medical Treatment Law, as well as Cabinet 
Regulation No. 70 of 24 January 2012 Arrangements for the treatment of patients addicted to 
alcohol, drugs, psychotropic and toxic substances, gambling or computer games.30 The new 
Regulation provides several significant changes in the addiction treatment system, especially in 
ensuring long-term pharmacotherapy. The most important of these include: drug treatment 
provided for patients at their request in medical treatment institutions which have a treatment 
specialist in attendance and where they can be assured of drug treatment (previously only in 
addiction treatment institutions); long-term pharmacotherapy with methadone can be provided not 
only by an addiction specialist but also by a certified specialist from some other specialty who has 
mastered this method and has acquired an appropriate certificate to that effect in accordance with 
procedures stipulated by law. Long-term pharmacotherapy with methadone is available to patients 
who have been receiving it before entering prison; the commencement of long-term 
pharmacotherapy with methadone and buprenorphine can be prescribed by a council of physicians 
at any hospital provided such council is comprised of at least two addiction specialists etc. 
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5.2. Treatment systems 

State-funded outpatient services were provided in 2011 by an addiction specialist who is a direct 
access specialist and provides health care services to patients (diagnosis codes according to ICD-
10: F10-F19, F63.0). The involvement of physicians from other specialties in long-term 
pharmacotherapy with methadone did not commence until early 2012, so it cannot yet be 
evaluated. 

Also involved with the treatment of addiction patients in the State are private institutions/physicians' 
private practices which employ addiction specialists. If seeking assistance from a private physician, 
the patient pays for all medical expenses. 

State-funded inpatient addiction assistance is provided in addiction profile beds31 located in 
specialized psychiatric centres, multi-profile regional hospitals, and other health care institutions. 

It should be noted that drug users who require emergency medical assistance, such as cases of 
drug overdose (ICD-10 diagnosis codes mostly T40-T43, and sometimes F10-F19), are mostly 
hospitalised at university hospitals, and local multi-profile regional hospitals where specialized drug 
profile beds may not be available. 

Outpatient psychosocial intervention 

Outpatient psychosocial interventions are provided nationally by addiction specialist physicians in 
collaboration with nurses. Some institutions have established multidisciplinary teams in which 
psychologists are involved in addition to these experts. 

State funded outpatient drug treatment services were provided at 38 medical institutions in 2010, 
and at 41 in 2011 (including addiction specialist physician practices), which were contracted to the 
National Health Service. 

In 2011 outpatient and inpatient assistance was provided by 67 addiction specialist physicians 
contracted to National Health Service doctors (natural persons). Some of these specialists also 
provide long-term pharmacotherapy with methadone and buprenorphine. 

Outpatient addiction assistance is also provided nationally by private addiction treatment 
institutions that do not have contractual relationships with the National Health Service. 

According to data from the State Health Inspectorate Register of Medical Institutions and Medical 
Personnel, outpatient and inpatient addiction assistance was provided in 2011 by 111 addiction 
specialist physicians, working in both public and private addiction treatment institutions. 

According to National Health Service data, the total number of outpatient addiction visits in 2011 
(ICD-10 F10-19) was 38 437 visits, while the number of individual patients was 12 781. Of those, 
82% had problems with alcohol dependence or excessive harmful use and intoxication (ICD-10 
F10); 18% had problems with intoxication and excessive harmful use or addiction with drugs and 
psychotropic substances (ICD-10 F11-19). Distribution of individual patients by gender: 77% male 
and 23% female. 

Outpatient psychosocial intervention utilises motivational intervention, cognitive behavioural 
therapy, supportive care in resolving social issues etc. 

In accordance with Cabinet Regulation No.899 of 31 October 2006: Procedure for Reimbursing the 
Purchase Costs of Drugs and Medical Equipment for Outpatient Treatment, the list of diagnoses 
reimbursable from the State budget includes medications used for treating children with mental and 
behavioural disorders due to psychoactive substance abuse, requiring specific medication (100% 
reimbursement of amount). According to National Health Service data, the number of individual 
child patients who were diagnosed for treatment with reimbursable drugs in 2011 (in accordance 
with ICD-10 F11, F12, F13, F14, F15, F18, F19) was 30, while LV 290 was expended from the 
State budget on reimbursable medications for children.32  

                                                 
31

 This includes detoxification beds, Minnesota programs, motivational program, medical rehabilitation. Diagnoses ICD-10: F10-F19 
32

  Information available: http://www.vmnvd.gov.lv/lv/503-ligumpartneriem/operativa-budzeta-informacija/arhivs 

http://www.vmnvd.gov.lv/lv/503-ligumpartneriem/operativa-budzeta-informacija/arhivs
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Inpatient psychosocial intervention and detoxification 

Medical assistance to patients in acute emergency situations related to substance use (ICD-10 
diagnosis codes mostly T40-T43, but occasionally F10-F19), is given not only to the patients 
hospitalised in addiction profile beds, but also in university hospitals and local regional multi-profile 
hospitals having no specific addiction profile beds. 

The SPKC Hospital Bed Fund usage database provides information on Bed Fund usage only in 
respect of medical institutions which are identified by the Bed Fund as institutions that provide 
addiction profile treatment services (both publicly funded and private, ICD-10 diagnosis codes: 
F10-F19).33 

In 2011 the national average number of addiction profile beds was 261 (in 2010: 277; in 2009: 
350), including detoxification, Minnesota, motivational, medical rehabilitation beds. This number 
has decreased by 16 beds compared with 2010. As was the case last year, these services are 
provided by 10 hospitals. 230 beds were State-funded, while the remainder were in private medical 
institutions. 

Given the limited funding available nationally, detoxification is provided mostly in addiction profile 
inpatient beds. 

Inpatient psychosocial interventions include treatment ranging from short-term inpatient programs 
(Minnesota and motivation) in hospital-type institutions, to therapeutic communities. 

During analysis of data on patients with mental and behavioural disorders in accordance with the 
VNC data array, the number of hospitalizations for the Minnesota program show a declining trend: 
in 2008 it was 447 (including a full treatment course completed by 374 hospitalized cases); in 2009 
- 325 (270); in 2010 - 249 (177); in 2011 - 271 patients (179), indicating limited access to this 
service. 

To assess addiction patients' (drugs, alcohol and gambling addicts) preferences for treatment 
methods, the effectiveness of treatments, and the remission period achieved through therapy, a 
study was carried out in 2010 (Sudraba et al., 2010). The study questioned 126 patients using a 
questionnaire developed by the authors. The body of the questionnaire included questions on 
methods of assistance utilised by the respondents during drug treatment, as well as group and 
individual psychotherapy, duration of remission and improvements after each type of assistance.34 

Survey participants' ages ranged between 18-69 years, with the majority aged 30-39 years (30.3%) 
and 40-49 years (35.1%); 13.6 % were aged less than 30 years, 21% of respondents were over 50 
years of age, 12% were aged 50-59 years, and 9% were aged 60-69 years. 

Although all the respondents had sought outpatient or inpatient drug treatment, to the question of 
whether they admit themselves to be dependent on alcohol, drugs, or gambling, 91.3% of 
respondents answered in the affirmative. Respectively: 84.9% acknowledged that they are 
dependent on alcohol, 15.9% acknowledged that they are dependent on drugs and 11.9% 
admitted they were addicted to gambling. 

In response to this question, respondents were allowed to choose more than one answer. 76.2% of 
the respondents had one addiction, 8.7% of respondents had two, while 6.4% of respondents 
admitted having all three addictions. Most commonly (55.6%) respondents had been advised to 
seek help by family members; 20.6% of respondents said friends had recommended doing so, and 
7.1% were advised to do so by colleagues. 12.7% sought drug treatment assistance on the 
recommendation of their psychiatrists. Only 3.2% of respondents were advised to seek help with 
addiction-related problems by family physicians. 
The questionnaire asked about the various forms of assistance in Latvia: detoxification, suggestive 
treatment methods, such as coding or emotional stress therapy, disulfiram implantation, long-term 
pharmacotherapy with buprenorphine or subutex, psychotherapeutic methods of assistance as 

                                                 
33

 All patients with diagnosis codes according to SSK-10: F10-F19 were treated in a specialised addiction treatment profile  
34

 The data was processed using Microsoft Excel and SPSS 14.0 for Windows programs, utilising the described analysis of statistics and 
frequency. 
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inpatients - the motivational and the Minnesota programs, self-help groups, as well as individual 
and group psychotherapy. 

Table 5.1. Respondents' noted remission durations (%), utilising addiction assistance methods, self-
help groups and psychotherapy  

Addiction 
Assistance 
Methods 

No 
remission 

up to one 
month 

up to six 
months 

up to one 
year 

 up to three 
years 

 

up to five 
years 

 

More than five 
years 

Detoxification 5.4 35.9 27.2 17.4 8.7 3.3 2.2 

 Disulfiram 
implantation 

"ampoule” 5.6 16.7 27.8 22.2 16.7 0 11.1 

 Long-term 
pharmacotherapy 
with 
buprenorphine or 
suboxone 0 33.3 0 0 0 66.7 0 

“Coding” or the 
suggestive 
method 0 16.3 18.4 44.9 14.3 4.1 2.0 

Therapeutic 
communities for 
drug users  0 0 33.3 0 33.3 33.3 0 

Motivational 
course 0 40.0 40.0 10.0 10.0 0 0 

Minnesota 
programs 0 16.7 11.1 19.4 19.4 13.9 19.4 

Self-help groups 

 14.0 4.0 24.0 18.0 24.0 2.0 14.0 

Individual 
psychotherapy 

 12.1 9.1 30.3 9.1 15.2 6.1 18.2 

Group 
psychotherapy 11.8 0 17.6 17.6 11.6 17.6 25.5 

Source: Sudraba et al., 2010 

"Coding" or the suggestive method had been utilised by 38.9% of respondents. This kind of help is 
used between 1-10 times. Of all the respondents who had been coded, 16.3% showed a minor 
improvement - up to 1 month in remission. 65.3% of respondents had remission lasting one year or 
longer, including 14.3% - up to 3 years, 4.1% - up to 5 years and 2.0% of respondents - more than 
5 years. 

The Suggestive Method, enhanced by implanting a subcutaneous medication "ampoule" 
(disulfiram), had been used by 14.3% of respondents. In response to the question of how many 
times this method had been used, the respondents indicated between 1-6 times. Analysis of 
respondents' answers to the question on duration of remission indicates that there was no 
improvement for 5.6%, but 50.0% had experienced remission of 1 year or longer, including 16.7% - 
up to 3 years and 11.1% of respondents - more than 5 years. 

A Motivational course35 had been attended by 7.9% of respondents, with 60%  attending on one 
occasion, and 40% on two or three occasions. 

Remission time was not long: for 80% of respondents it lasted between 1 and 6 months, and for 
only 20% was it longer than 1 year. 

                                                 
35

 The inpatient motivational course lasts between 7 days (for alcohol dependents) and 12 days (drug dependents). This course aims to 
motivate patients to continue the course of treatment. 
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Long-term pharmacotherapy with buprenorphine or suboxone was used only 2.4% of participants; 
respondents had used this course on one occasion. For 33.3% of respondents remission lasted 1 
month, and 66.7% noted remissions lasting up to 5 years. 

Therapeutic Communities for Drug Users - Only 2.4% of respondents received addiction help in 
this form, 66.7% of whom were treated there twice. Remission time of up to 6 months was noted by 
33.3% of respondents, while for 66.7% remission was 1 year or longer. 

Minnesota program - 28.6% of respondents had been treated in this program; 63.9% completed it 
once, 33.3% twice and 2.8% did so 4 times. 72.2% of respondents experienced remission for 1 
year or longer, including 19.4% - up to 3 years of remission, 13.9% - up to 5 years, and 19.4% - 
remission of more than 5 years, while 27.8% of respondents experienced no significant 
remission(1- 6 months). 

39.7% of respondents had attended a self-help group, 96% had attended AA (Alcoholics 
Anonymous) groups, 22% - DAA (Drug Addicts Anonymous) group and 10% had attended GA 
(Gamblers Anonymous) groups. 60% of respondents attended the 1 year, 18% - more than 5 
years. Duration of remission was as follows: 1 year and over 58%, including up to 3 years - 24%, 
up to 5 years - 2%, but more than 5 years - 14% of respondents. 

Individual psychotherapy had been used by 26.2% of respondents. Of these, 63.6% of 
respondents visited a psychotherapist for up to 6 months, and 36.4% for more than 1 year. 

Remission lasting one year and longer was experienced by 48.5% of participants, 12.1% thought 
there had been no remission, while 39.4% experienced remission for up to 6 months. 

Group psychotherapy sessions were attended by 13.5% of respondents. 58.8% of the respondents 
attended group therapy sessions for more than 1 year, including 35.3% attending group therapy 
sessions for over 3 years, and 35.29% attending for up to 6 months. 

11.76% of respondents had no remission, while 70.57% experienced remission lasting 1 year or 
longer, including 23.53% of respondents with remission lasting longer than 5 years  

A comparison of results obtained shows that for the addiction patients treated by suggestive 
techniques (coding, suggestive method, reinforced by subcutaneously implanted medication) 
remission of up to 1 year was achieved by 72-82% of respondents. 

A relatively high remission rate (up to 1 year) was achieved by detoxification (80.44%), although 
3/4 (63.04%) of them have been in remission for up to 6 months. 

Comparing the remission time after 1 year, better results were achieved by those methods which 
are longer and utilise psychotherapeutic help. By participating in the Minnesota program, 52.78% 
of respondents achieved remission of longer than 1 year. 

Furthermore, respondents who had undergone long-term pharmacotherapy and who had 
participated in rehabilitation communities have high indicators (66.67%), however, given that these 
methods were utilised by very few participants - 2.4% (3 respondents), the result is questionable. 
There is a need for further studies of the effectiveness of these methods. 

Long-term pharmacological treatment of opioid addiction with methadone and 
buprenorphine 

Noted as a positive trend in 2011 is the increase in the number of clients on the methadone 
programme; however, no changes are observable in geographical coverage. Legislative changes 
in 2011 will ensure that the methadone programme will also be available to persons in prison. 
Despite the changes, the number of patients treated with methadone (and buprenorphine) is still 
the lowest among member states of the European Union, both in absolute numbers and expressed 
as a proportion of population. 

In late 2011, 277 patients were being treated in long-term pharmacological opioid dependence 
treatment programs, of whom 218 were in the methadone program and 59 were in the 
buprenorphine program. By comparison, in late 2010 193 patients were being treated in the 
methadone program and 44 patients were being treated in the buprenorphine program. 
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In late 2011 methadone clinics were operating in nine locations, and buprenorphine programs were 
operating in five cities. 

The Riga Psychiatry and Addiction Centre is responsible for compiling records on methadone 
patients in Latvia. This information is not compiled in detail in an electronic database and so 
options for analysing this data are quite limited.  

5.3. Access to treatment 

In this section, as in National Reports for previous years, treatment demand indicator data and 
data reported by providers of drug treatment are examined. Separate subsections reflect: 

 historically collected information covering the period since 1980, from information compiled 
from the National Statistical Report on the F11-F19 diagnoses (excepting F17 — tobacco).  

 the definition of treatment used in previous years, which partly corresponds to the EMCDDA 
definition, but is calculated using PREDA system data options, 

 information compiled from the National Health Service systems VIS APANS and SPANS on 
treated drug users 

 data according to the more accurate definitions corresponding to EMCDDA, obtained by 
combining information from the PREDA and APANS information systems, thereby determining 
the situation in the field of addiction treatment significantly more accurately than previous 
years. 

In 2011 targeted preparation began on changes to the data collection form (registration card and 
structure) used in the treatment indicator, while in 2012 numerous meetings of working groups took 
place in which a new data collection card was developed in consultation with industry experts, 
which is to be approved and the necessary adjustments to the PREDA system made by the end of 
2012, in readiness to start collecting data on 1 January 2013. 

Data from the new data collection forms will allow better monitoring of this area, as well as 
expanding opportunities for analysis. Similarly, the proposed changes to cards and clarified 
definitions will provide more information to policy makers and planners, as well as to experts in the 
treatment field, for evaluation of the treatment outcome process so as to better argue for the need 
to introduce measures based on knowledge and evidence. 

In accordance with Cabinet Regulation No. 746 of 15 September 2008, the Centre of Health 
Economics (since 1 April 2012 the Centre for Disease Prevention and Control (CDPC)) also 
maintains a Register of patients suffering from certain diseases (PREDA), in which one of the sub-
registers summarises individualized information on addicted patients and persons who use 
addictive substances. 

Detailed data for each patient registered with addiction diseases has been collected in Latvia since 
1997 when this register was established. The registry card includes socio-demographic information 
on the patient (gender, age, ethnicity, occupation, education, place of residence, family 
composition, characterisation of lifestyle), information on diagnosis, substance use (substance 
used, frequency of use, length of use, route of administration), as well as diagnostic method used, 
and results of visit to physician. This information is largely in line with the Treatment Demand 
Indicator (TDI) used in EMCDDA States and the data are used annually for international 
comparisons, such as the EMCDDA Annual Report and UNODC reports. Separate Latvian 
variables included on the registration card do not correspond to the TDI definitions, but work is on-
going to improve the quality of the register data by the number of treatment institutions providing 
data, the provision of more complete information on patients etc.  

The information in the PREDA system on diagnoses is reflected annually in CDPC annual 
statistical reports which are submitted to the Central Statistical Bureau. 

The 2010 National Report described the major differences and essential improvements to the 
system (Centre of Health Economics, 2010). As part of the planned TDI review process in 2011-
2012, most of these discrepancies will be resolved and data quality will be improved. 
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Characteristics of treated clients (TDI data included) 

According to industry statistics report data there were 533 first-time registrations in 2011, i.e. 
patients with a drug-related diagnosis36 for the first time in their lives, of which 245 cases had a 
dependency syndrome or psychosis-related diagnosis (Centre for Disease Prevention and Control 
of Latvia, 2012). 

At the end of 2011 there were 3326 cases of psychoactive substance addiction or psychosis 
(excluding alcohol and tobacco) recorded in Latvia, with 1165 diagnoses of intoxication or 
substance abuse.  

 In recent years, the most common diagnosis has been for use of multiple substances (F19), which 
was recorded in 37.3% first-time registered cases in 2011. The next most frequently mentioned 
diagnoses relate to opiates (F11, 18.2%), stimulants (F15, 18.9%) and cannabinoids (F12 - 
18.4%). Sedative-related diagnoses (F13) were noted for 4.9% of patients, 2.1% had inhalant-
related diagnoses (F18), and one patient presented with a cocaine-related diagnosis (F14). 

In 2011 the most frequently registered first-time patients were those with opioid dependence (ICD-
10 F11.2-9); 32% of all newly registered patients recorded dependence on drugs or psychotropic 
substances The next most frequently recorded involve dependence related to the use of multiple 
drugs and psychotropic substances (ICD-10 F19.2-9), 30.2% relate to stimulant (amphetamine) 
dependence (ICD-10 F15.2-9), while the smallest proportion of newly registered dependent 
patients was from the use of volatile solvents (inhalants) (1.1%).37 

Outpatient treatment (definition used in previous years)  

Since the first patient in 1976 until 31 December 2011 there were 10 138 patients registered in 
Latvia with a diagnosis related to psychoactive substance intoxication, abuse and/or addiction. 

From 1993-1994, the number of newly registered patients with diagnoses associated with the use 
of psychoactive substances (other than alcohol and tobacco), began to increase significantly. The 
number of first time patients reached a maximum in the year 2000 and decreased significantly until 
2003, however, during the period 2005-2008 the number of these patients increased each year. 
The number of newly registered patients declined significantly in 2009 compared to 2008, but in 
2010 remained at the same level as for 2009. The 2011 data show an increase of 61 patients (or 
12.6%) in the number of first-time treated/registered patients,38 who have had problems related to 
drug abuse (see Figure 5.1.). 

 

 

 

                                                 
36

 Diagnoses F11–F19, excepting F17. 
37

 CDPC National Statistical Report "Report on psychological and behavioural disturbances due to use of psychoactive  substances" 
38

 According to the treatment demand indicator. The patient is considered to be a first-timer when they are first included in the register of 
patients suffering with certain illnesses with any of the ICD-10 diagnoses F11-F19 (except F17 - Tobacco), and one of the substances is 
indicated. According to the definition used, if the patient has previously been treated for alcohol-related problems, and later with drug 
problems, the "first time" in this context is considered to be that registration which is associated with drugs. According to the data 
obtained in 2007-2011 from the National Health Service a significant proportion of patients are registered, based on inpatient discharge 
cards and "signal vouchers" from medical examinations - cases where an outpatient visit did not occur. Reflecting outpatient treatment 
nationally, these cases should not be classified as treatment cases. This information is not taken into account for the purpose of data 
comparisons with previous years  
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Figure 5.1. Number of first-time treated (registered) outpatients 1995–2011, in absolute numbers  

 

 
* Historical data, will not be updated in the future 

Source: Centre for Disease Prevention and Control of Latvia, 2012 

Of the 545 newly registered patients with drug-related problems, 129 patients were enrolled in 
dynamic and preventive monitoring, based on the medical examination signal card, and 101 
patients based on information provided on the inpatient discharge card. According to data from the 
VIS APANS system a total of 159 newly registered patients have not been treated as outpatients 
by an addiction specialist. 

Outpatient treatment (new clarified treatment definition) 

As the information compiled in Latvia on the PREDA system does not exactly meet the EMCDDA 
and internationally used treatment definition, and the fact that information on treated drug users 
has not been compiled nationally, targeted work has been undertaken over a number of years to 
combine information in two databases (PREDA and VIS APANS) so that the definition of "treated 
patient" would be more precise. In 2012, by merging the information held in these databases, it 
was possible for the first time to determine the number of drug users treated in the period 2007-
2011 and their characteristic features in accordance with the TDI definitions. Such an approach 
could be applied to analysing the issue of treated drug users in the future, with only minor changes 
being necessary to the data collection algorithms for patients treated in 2013, following introduction 
of a complete review of the TDI. Compared with the data contained in this subsection, changes 
introduced as part of the review process will not significantly affect trends. 

A patient is regarded as treated, or to be included in the treatment demand indicator data, if a 
PREDA card has been completed for them AND a treating addiction specialist has completed an 
outpatient voucher for them in the VIS APANS system during the calendar year. Conversely, if the 
patient has had completed only a PREDA card OR a voucher for the VIS APANS system, the 
patient is not considered as having being treated in an outpatient setting within the calendar year. 
In 2011, while conducting quality control of the PREDA data, it was revealed that the data on 984 
drug user patients treated by addiction specialists from the health budget during the year had not 
been entered on the PREDA system. As this number is significant (about one in three patients), it 
will be necessary in future to introduce a variety of mechanisms as a means of getting complete 
information on to the PREDA system, as it is used in policy and service planning and case 
monitoring. 

According to the new definition of treatment, in 2011 there were 2010 drug users treated as 
outpatients, of whom 386 had received assistance for the first time in their lives. The compiled data 
show that, compared to 2010, there was a slight increase in the number of treated patients (48 
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patients or 2.4%).39 Moreover, the data show an increase in the number of first-time patients 
treated by an addiction specialist, namely that in 2011, there were 75 (or 24.1%) more patients 
treated than in 2010. The five-year trends for the number of patients treated during the year, and 
for the first time, are presented in Table 5.2.  

Table 5.2.  Number of outpatients treated during the year and number of first-time treated patients 
during 2007-2011, in absolute numbers  

 2007 2008 2009 2010 2011 

Treated during year 1594 1952 1816 1962 2010 

First-time treated 331 386 290 311 386 

Source: Centre for Disease Prevention and Control of Latvia, 2012 

In 2011, of the first-time treated outpatients, 89 or nearly one in four (23.1%) were women. Since 
2007, the trend ratio of first-time treated women is stable at around the 23-24% range, except for 
2008, when only 18.7% of first-time patients were women (see Table 5.2.). The proportion of 
women among patients treated during the year is slightly lower. In 2011, 416 women, or 20.7%, 
had been treated by an addiction specialist, or 20.7% which is close to the five-year average. 

Table 5.3. Ratio of women treated during year and among first-time treated patients in 2007-2011, % 

 2007 2008 2009 2010 2011 

Treated during year 22.3 19.4 20.3 20.5 20.7 

First-time treated 23.3 18.7 23.1 24.4 23.1 

Source: Centre for Disease Prevention and Control of Latvia, 2012 

The 2011 data on first-time treated outpatients show that the linear growth in the ratio of first-time 
treated outpatients in Riga has halted. In 2010 33% of first-time treated patients lived in Riga while 
46% did so in 2011. The highest proportion of treated patients living in Riga was observed in 2002, 
and since then there has been a significant increase observed annually in the number of first-time 
treated patients living outside Riga. Analysing data on patients treated during the year, the past 
three years show that the proportion living in Riga is virtually unchanged (41-43% range), but the 
proportion is significantly lower than in 2007 (49%) (see Figure 5.2). 

                                                 
39

 Previous PREDA quality control results indicate that during the year, data will be entered on the system for the previous year on a 
further 200 patients treated during the year, of whom around 30 are first-time treated patients. 
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Figure 5.2. Ratio of first-time treated patients and patients treated during the year in Riga (%), 2007-
2011 

 

* From 2007 new definitions applied to the data 

Source: Centre for Disease Prevention and Control of Latvia, 2012 

Substances 

The 2011 data on the primary substances used by first-time treated patients shows that the 
substance most frequently mentioned is amphetamines (104 patients, or 26.9%). Slightly fewer (95 
patients or 24.6%) noted heroin as their primarily used substance, while 73 (or 18.9%) patients 
specified cannabinoids. Other substances were mentioned by less than one in ten patients. 

29 patients (or 7.5%) had primarily used other opioids (mainly hanka40), 23 (or 6.0%) had used 
sedatives or hypnotics, 13 used inhalants, 4 used LSD or other hallucinogens, 2 used methadone, 
1 used cocaine, 4 used other stimulants. For 21 patients (or 5.4%) the primarily used substance is 
not precisely defined, and 17 patients did not indicate the substance used. Figure 5.3. shows the 
proportions of various substances used by first-time treated patients. 

Figure 5.3. Substance primarily used by first-time treated patients in 2000-2011, % 

 

 
* From 2007 new definitions applied to the data 
Source: Centre for Disease Prevention and Control of Latvia, 2012 

                                                 
40

 Opiate prepared domestically from poppy seeds. 
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The 2011 data on the primary substances used by patients41 treated during the year shows that the 
most frequently substances used, (as opposed to information on the first time treated patients), are 
heroin (799 patients or 40.4%) while amphetamines were noted as the primary substance used by 
380 (or 18.9 %) patients. Various cannabinoids were noted as the primarily used substance by 232 
(or 11.5%) patients, while other opioids (other than heroin) were noted by 222 (or 11.0%) patients. 
Other substances were mentioned by less than one in ten patients. 

109 patients (or 5.4%) primarily used sedatives or hypnotics, 82 patients used inhalants, 17 used 
LSD or other hallucinogens, 23 used methadone, 7 used cocaine 41 used other stimulants (except 
amphetamines). For 60 patients (or 3.0%) the primarily used substance was not precisely 
indicated, and for 38 patients at the substance used was not specified. Table 5.4 shows the 
proportions of various substances used by patients treated during the year. 

Table 5.4. Substance primarily used by patients treated during the year, 2007-2011, % 

 2007 2008 2009 2010 2011 

Heroin 49.5 46.0 42.8 40.4 39.8 

Amphetamines 12.9 15.2 16.7 18.7 18.9 

Other opiates 13.2 12.5 12.6 12.1 12.2 

Cannabinoids 7.7 8.8 10.5 11.4 11.5 

Other substances 6.1 5.9 6.4 5.8 6.2 

Sedatives 4.4 4.4 4.7 5.8 5.4 

Inhalants 4.6 4.4 4.0 4.0 4.1 

Unknown 1.6 2.8 2.4 1.9 1.9 

Source: Centre for Disease Prevention and Control of Latvia, 2012 

Age 

In 2011 the average age of newly-treated patients was 27.7 years; slightly lower among women 
than among men, respectively, 27.1 and 27.9 years (see Table 5.5.). Patients treated during the 
year are on average about three years older than first-time treated patients, and patients' age since 
2007 shows an increasing trend. 

Table 5.5. Average age of first-time treated patients and patients treated during the year, 2007-2011 
by gender  

 2007 2008 2009 2010 2011 

Treated during year      

Total 27.7 27.8 28.5 29.2 30.1 

Men 27.6 27.8 28.5 29.1 30.0 

Women 27.8 27.9 28.6 29.4 30.6 

First-time treated      

Total 25.5 26.1 26.1 28.3 27.7 

Men 25.5 25.9 25.9 27.0 27.9 

Women 25.5 27.2 26.8 32.0 27.1 

Source: Centre for Disease Prevention and Control of Latvia, 2012 

4.7% of first-time treated patients were younger than 15 years, 22.8% were 15-19, 17.6% were 20-
24, 20.7% were 25-29, 16.1% were 30-34 years of age, 7.5% were aged 35-39 years, while 10.6% 
were older than 40 years (see Table 5.6.). Data for the past two years (2010 and 2011) show a 
significant increase in both number and percentage growth in first-time patients older than 40 
years. 

 

                                                 
41

 In interpreting these results it must be borne in mind that information for a number of these patients may not have been entered into 
the PREDA system. 



 52 

Table 5.6. Distribution of first-time treated patients by age groups, 2007-2011, % 

 2007 2008 2009 2010 2011 

 n % n % n % n % n % 

Younger than 15 years 9 2.7 20 5.2 20 6.9 18 5.8 18 4.7 

15–19 years 77 23.3 61 15.8 56 19.3 60 19.3 88 22.8 

20–24 years 89 26.9 115 29.8 77 26.6 57 18.3 68 17.6 

25–29 years 87 26.3 99 25.6 68 23.4 66 21.2 80 20.7 

30–34 years 34 10.3 46 11.9 35 12.1 44 14.1 62 16.1 

35–39 years 21 6.3 21 5.4 15 5.2 29 9.3 29 7.5 

40 years and older 14 4.2 24 6.2 19 6.6 37 11.9 41 10.6 

Total 331 100 386 100 290 100 311 100 386 100 

Source: Centre for Disease Prevention and Control of Latvia, 2012 

1.3% of patients treated in 2011 were younger than 15 years, 24.3% were aged 15-19, 13.0% were 
aged 20-24, 26.9% were aged 25-29, 21.3% were aged 30-34, 10.4% were aged 35-39, while 
12.7% were older than 40 years (see Table 5.7.). 

Table 5.7. Distribution of patients treated during the year by age groups, 2007-2011, % 

 2007 2008 2009 2010 2011 

 n % n % n % n % n % 

Younger than 15 years 44 2.8 44 2.3 33 1.8 28 1.4 27 1.3 

15–19 years 246 15.4 275 14.1 275 15.1 320 16.3 287 14.3 

20–24 years 402 25.2 461 23.6 353 19.4 306 15.6 262 13.0 

25–29 years 414 26.0 563 28.8 503 27.7 546 27.8 541 26.9 

30–34 years 208 13.0 289 14.8 325 17.9 345 17.6 428 21.3 

35–39 years 124 7.8 143 7.3 147 8.1 187 9.5 209 10.4 

40 years and older 156 9.8 177 9.1 180 9.9 230 11.7 256 12.7 

Total 331 100 1952 100 1816 100 1962 100 2010 100 

Source: Centre for Disease Prevention and Control of Latvia, 2012 

Treatment data indicate that users of various substances have differing initial treatment/registration 
ages. For example, first-time inhalant users sought treatment for the first time significantly earlier 
than users of other substances. The 2011 data show that to have been at age 14.4 years on 
average. Cannabinoid users did so significantly later (at 22.6 years), amphetamine users (at 25.2 
years), heroin users (at 28.8 years), while the oldest were the first-time treated users of other 
opioids who had sought treatment for the first time when aged 36.7 years. Observations in recent 
years indicate that the age at which first-time treated users of virtually all substances seek 
treatment for the first time is increasing (see Figure 5.4.). This trend could indicate that drug users 
are turning to the treatment system only once they have relatively severe drug problems, and that 
the treatment system is unable to diagnose drug users earlier, when, perhaps, it is relatively easier 
to treat them. 
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Figure 5.4. Average age of first-time treated drug users, distribution by primarily used substances, 
2000-2011  

 
* From 2007 new definitions applied to the data 

Source: Centre for Disease Prevention and Control of Latvia, 2012 

Clients in long-term pharmacotherapy using methadone 

The compiling and data analysis for this Chapter utilises information obtained the National Health 
Service (NHS) database (VIS APANS) for patients treated as outpatients. Treatment institutions 
provide basic patient information to this database in accordance with funding regulations: patient 
ID, gender, date of birth, diagnosis, manipulation code.42 The database does not record the 
quantity of methadone issued to the patient, but the information does permit calculation of the 
number of days for which the patient received this medication as an outpatient. For more detailed 
information, patients' personal data are combined with the PREDA system, which includes detailed 
information about the patient, such as the duration of drug use, and socio-demographic 
characteristics. However, in interpreting the results it is important to bear in mind that information in 
the PREDA system is not always up to date and these problems have been highlighted in the 
National Reports for previous years (Centre of Health Economics, 2010; Pugule et al., 2009). 

 According to National Statistical Report data as at 31 December 2010, 218 patients were being 
treated in nine methadone programs, of whom 43 (or 19.7%) were women (Centre for Disease 
Prevention and Control, 2012). In 2011 there were 54 first-time enrolled patients on the methadone 
program (43 men and 11 women), while 68 patients had discontinued treatment (see Table 5.8.). 
Most of the patients were in the program administered by Riga Psychiatry and Addiction Centre in 
Riga, where 138 patients were being treated in late 2011. Significantly, fewer patients were being 
treated in methadone programs in other cities; their number is reflected in Figure 5.5.  

                                                 
42

 Methadone issue manipulation code is 60012. 
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Table 5.8. Number of patients in therapy for pharmacological opioid dependence, 2007–2011 

 

Number of patients admitted 
to program during year  

Number discontinuing 
program during year  

Number included 
in program during 

year  
Number in program at 

end of year  

Total 

First time during 
lifetime 

T W M T W M T W M T W M 

Methadone 

2011 101 54 11 43 68 15 53 307 58 249 218 43 175 

2010 141 109 21 88 88 22 66 255 48 207 193 37 156 

2009 75 61 7 54 39 7 32 163 37 126 139 30 109 

2008 69 44 13 31 41 14 27 132 38 94 103 27 76 

2007 55 45 11 34 29 8 21 85 24 61 75 21 54 

Buprenorphine 

2011 20 17 4 13 7 2 5 n.a n.a n.a 59 12 47 

2010 17 12 1 11 16 0 16 n.a n.a n.a 44 8 36 

2009 19 18 0 18 15 3 12 n.a n.a n.a 50 7 43 

2008 35 28 3 25 33 4 29 n.a n.a n.a 61 10 51 

2007 45 42 8 34 71
43

 16 55 n.a n.a n.a 59 11 48 

Total 

2011 121 71 15 56 75 17 58 n.a n.a n.a 277 55 222 

2010 158 121 22 99 104 22 82 n.a n.a n.a 237 45 192 

2009 94 79 7 72 54 10 44 n.a n.a n.a 189 37 152 

2008 104 72 16 56 74 18 56 n.a n.a n.a 164 37 127 

 2007 100 87 19 68 100 24 76 n.a n.a n.a 134 32 102 

Source: Centre for Disease Prevention and Contro of Latvia, 2012; NFP estimates from VNC APANS data, 2012 

 

Figure 5.5. Number of clients in methadone treatments programmes, December 31, 2011 
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Source: Centre for Disease Prevention and Contro of Latvia, 2012 

According to National Health Service data (manipulation code 60012), 307 patients had received 
methadone in 2011, of which 137 (or 44.6%) had attended the program without interruption for 
virtually the entire calendar year (358 or more manipulations). 249 (81.1%) men and 58 (18.9%) 
women attended the program during the year. 

                                                 
43

 Of those, Finnish patients (11 women and 42 men) were excluded from the program. 
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The average age of methadone patients was 33.5 years (SD 8.6). The youngest patient to receive 
methadone in 2011 was aged 18 years, while the oldest was aged 63. In 2011, women included in 
the methadone program were slightly younger than men, but this difference is not statistically 
significant, respectively, 32.5 (SD 10.1) and 33.8 (SD 8.2) years. 

Table 5.9. Age of patients treated in methadone program, by year, 2008–2011 (%) 

 2008 2009 2010 2011 

Younger than 20 years 0.0 0.0 0.4 0.3 

20–24 years 12.1 8.0 7.1 5.7 

25–29 years 29.5 38.0 36.0 33.0 

30–34 years 18.2 21.5 26.9 30.0 

35–39 years 8.3 6.7 9.1 11.4 

40–44 years 9.8 9.2 7.1 5.5 

45–49 years 11.4 8.0 5.9 7.5 

50–54 years 8.3 6.1 5.1 4.0 

55–59 years 2.3 1.8 2.0 2.5 

60–64 years 0.0 0.6 0.4 0.3 

Average age (Standard Deviation – SD) 34.6 (9.8) 33.3 (9.3) 33.0 (8.5) 33.5 (8.6) 

Source: NFP calculations according to NVD VIS APANS data, 2012 

According to VNC APANS data in 2011, 74 856 doses of medication were paid for and distributed 
to methadone clients (compared with 2010: 62 201 doses; 2009: 39 571 doses and 2008: 29 903 
doses). In Latvia the methadone dose is individualized for each patient by his or her treating 
physician and can vary during the treatment process, but information regarding dosages is not 
compiled by the State. 
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6. Health correlates and consequences 

This chapter includes information on health correlates and consequences of drug use.  It includes 
information from routine monitoring data collection systems, such as HIV, hepatitis and 
tuberculosis case registers for infectious diseases data, General Mortality Register, etc., as well as 
in-depth data analysis on psychiatric and somatic co morbidity of drug users.  Besides data on 
non-fatal drug overdoses and profile of clients at emergency facility of Toxicology Centre in Riga is 
reported in this Chapter.  Data included in this chapter is provided also in standard tables reported 
to the EMCDDA via Fonte system and if not discussed in this chapter is provided in the 
methodological remarks for the tables and topics of interest.  Information on mortality cohort 
studies in detail is provided in the Selected Issue on Mortality related to drug use. 

6.1. Drug-related infectious diseases 

Notifications data 

HIV/AIDS 

According to information compiled nationally by the Centre for Disease Prevention and Control  of 
Latvia (CDPC) Infectious Disease Risk Analysis and Prevention Department44 in the 
Epidemiological Monitoring Network and other laboratories, as well as syringe exchange points, 
119 919 blood samples were tested to diagnose HIV in 2011. This means that in 2011, the 
observed continual decreasing trend in the number of HIV tests in the country in recent years has 
continued. As shown in Figure 6.1, the decrease is mainly due to a decline in the number of blood 
samples examined from blood donors. Representatives of the National Blood Donor Center explain 
this by a decrease in the number of blood donors in Latvia (this trend has been observed since 
2008). Specifically, in 2010 there were 36 946 donors registered, in 2011 there were 36 112, while 
in 2008 the number of donors was significantly higher i.e. 44 619 (National Blood Donor Center, 
2012). 

Table 6.1. Total number of blood samples tested to diagnose HIV infection and proportion of tested 
IDU blood samples in Latvia, 2003-2010 

 

Number of blood samples tested in the EMN, 
other laboratories and HIV prevention points 
(including tests on IDUs at HIV prevention 

points. 

Total number of samples tested excluding 
donors, in the EMN, other laboratories and 
HIV prevention points (including tests for 

IDUs at HIV prevention points 

Total number of IDU blood 
samples tested in EMN 

laboratories 

2003 164936 80487 987 

2004 155128 83864 212 

2005 142333 85538 363 

2006 153193 85117 349 

2007 148619 79279 386 

2008 152010 72277 357 

2009 134919 59331 176 

2010 133860 58826 81 

2011 119919 58799 84 

Source: Centre for Disease Prevention and Control of Latvia, 2012 

Of all samples tested to diagnose HIV infection, only 1.4% (n=84) had been taken from injecting 
drug users (IDU), which is similar to the previous year.  

                                                 
44

 Until 1 April 2012, HIV epidemiological monitoring functions were performed by the State Agency Infectology Center of Latvia. At that 

date, the agency was reorganized and the HIV prevention and epidemiological monitoring function was assumed by the Centre for 

Disease Prevention and Control (Cabinet of Ministers, 2012). 
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It is also noteworthy that in 2011 there was a decrease in the number of express tests for HIV 
conducted at HIV prevention points: from 1238 and 1072 tests respectively in 2009 and 2010, to 
642 tests in 2011. This reduction is due to the fact that activities took place throughout the country 
in 2009 and 2010 that promoted HIV testing among IDU (a seroprevalence study was carried out in 
Ventspils in 2009 while in 2010 the United Nations Office on Drugs and Crime (UNODC) project 
Peer-driven Intervention in HIV prevention for IDU was conducted. Both actions are described in 
previous annual Reports). However, in 2011 there were no such specific projects for IDU or 
activities at HIV prevention points. 

With regard to HIV testing in prisons, an improvement to the situation was observed in 2011. In 
particular, a marked reduction in the number of HIV tests had been observed since 2008 (3301 
tests conducted in 2008, 2160 in 2009, 2506 in 2010), but in 2011 the number of tests is higher 
(3077 tests) than in the previous two reporting years (Ministry of Justice, 2011). 

It should be noted that two important visits by international experts took place in Latvia in 2011. 
The first took place on 15-18 February, and was undertaken by experts from UNODC and the 
World Health Organization (WHO) Regional Office for Europe. The purpose of the visit was to 
assess progress in the implementation of the national HIV prevention program for 2009- 2013. The 
second visit took place on 26-30 September, and was undertaken by the European Centre for 
Disease Prevention and Control (ECDC). The purpose of the visit was to assess the current 
situation in this country regarding HIV, sexually transmitted infections (STIs) and hepatitis B (HBV) 
and C (HCV) in the field of epidemiological monitoring, prevention and care. Final reports from the 
visits also identified the previously-mentioned observation regarding a reduction in the number of 
HIV tests undertaken annually. Although it is recognized that information is lacking for HIV testing 
of various subpopulations of the population, it is estimated that testing rates tend to be especially 
low specifically among IDU and prisoners (ECDC, 2011; Laukamm-Josten, 2011). As a result, 
experts have concluded that there is a need in Latvia to intensify HIV testing for these target 
groups. To achieve this objective, the experts recommended the following measures: 

 establish specific national guidelines for HIV testing and counselling; 

 explore the reasons why a significant proportion of prisoners refuse to be tested upon 
imprisonment (to identify the quality of pre-and post-test counselling in prisons); 

 to encourage health care providers to initiate HIV testing (Laukamm-Josten, 2011); 

 to strengthen involvement by non-governmental organization (NGO) in the provision of services 
to these groups (given that members of risk groups are more likely to trust them) (ECDC, 2011; 
Laukamm-Josten, 2011). 

As at 31 December 2011, a total of 5187 cases of HIV infection were registered in the country 
(including 1069 persons diagnosed with AIDS). 854 of these HIV-infected persons have died. 
Thus, the national HIV prevalence rate at the end of 2011 was 212 per 100 000 population (in 2010 
the figure was 20045 /100 000 pop., and in 2009 – 188/100 000 pop.). Figure 6.1 shows that the 
prevalence of infection in Latvia has continued to grow over the last 15 years. 

                                                 
45

 Prevalence rates until 2000 have been recalculated based on 2011 Census data and prelimnary population figures  for 2000–2010  
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Figure 6.1. HIV prevalence (per 100 000 pop.) and new HIV cases registered annually (per 100 000 
pop.) in Latvia 1997-2011 

 

 
Source: Centre for Disease Prevention and Control of Latvia, 2012 

In 2011 the country recorded 299 new cases of HIV infection (14.5 per 100 000 pop.) (in 2010 - 
274, in 2009 - 275). Over the past eight years, as shown in Figure 6.2, the number of new HIV 
cases registered (per 100 000 pop.) has remained stable (although the number of new cases has 
increased slightly in 2011 compared with 2010, the rate difference for both years per 100 000 is not 
considered statistically significant (p = 0.2)). As acknowledged by the experts from UNODC and 
WHO Regional Office for Europe, it should be noted in interpreting this stabilization that, as 
mentioned above, the number of HIV tests conducted in the country is decreasing. This means that 
the stabilization on the one hand may be associated with a decline in new infections, but on the 
other hand the low HIV testing rates suggest a possible increase in undiagnosed and consequently 
unrecorded incidence of infection (Laukamm-Josten, 2011). 

Compared to the European Union's average number of HIV infection cases per 100 000 
population, which in 2010 was 5.7, that figure is more than doubled in Latvia (in Estonia, the figure 
was 27.8, in Lithuania - 4.6) (ECDC 2011). Thus, Latvia occupies a leading position in terms of the 
number of HIV infection cases recorded annually  

As in previous years, the AIDS incidence rates in Latvia (in 2010: 5.5 cases per 100 000 pop.) are 
still the highest in the EU (the European average in 2010 was 0.9; 1.9 in Estonia and in Lithuania it 
was 1.0) (ECDC, 2011). 

As shown in Figure 3, the trend observed in the country since 2008 for HIV transmission has 
continued in 2011. During the period 1998-2007, the main transmission route was the use of 
shared injecting equipment when injecting drugs, but as of 2008 heterosexual transmission was 
the predominant route. In 2011, of all new HIV cases registered, one third or 30.1% (n = 90) were 
acquired through injecting drugs, which is similar to the situation observed in the previous year 
(31.4%). On the other hand, heterosexual transmission was observed in 48.2% of cases (n = 144) 
in 2011 (2010 - 47.8%). 

Homosexual transmission was observed in 6.7% of cases in 2011, (n = 20) and vertical 
transmission in 0.7% (n = 2). In 14.4% of cases, the transmission path is unknown (see Figure 
6.2). 
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Figure 6.2. Distribution of new HIV cases annually (in absolute numbers and per cent) by 
transmission groups during past 10 years (2002-2011) 

 

Source: Centre for Disease Prevention and Control of Latvia, 2012 

Of all new HIV cases in 2011, more than half or 65.6% (n = 196) were men, and 34.4% (n = 103) 
were women. During the previous year the situation was similar (62.0% men, 38.0% women). 
Overall, during the past 10-15 years, the proportion of women in the cases recorded annually 
continues to grow (from 23.9% in 1998 to the above-mentioned 34.4% in 2011). Since the infection 
is diagnosed primarily in individuals of childbearing age (usually 20-25 years of age) the increasing 
number of infected women in the country may pose a future threat of an increased number of 
vertical transmission cases. 

In the country as a whole, 2872 persons (55.4% of all registered cases) were recorded by the end 
of 2011 in which the infection had been acquired by injecting drugs. Most of these cases are male 
(77.4%, n = 2224). Infection was most commonly diagnosed in these individuals at age 20-24 
years (29.6%, n = 850). 

Of all persons infected by way of IDU, the AIDS stage was diagnosed in 21.7% (n = 624). 
Approximately one fifth (20.0%, n = 575) of IDU infected persons have died. 

Examining the cases acquired through injecting drugs registered in 2011 (n = 90), a similar 
conclusion may be reached as for the previous year, i.e., most of these cases are male (74.4%, n 
= 67, in 2010 - 80.2%). A trend still exists for diagnosing infection in persons in a higher age group 
(compared with new cases recorded in 2011, if all the transmission paths combined are 
considered). Specifically, persons infected via IDU are most often diagnosed at 30-34 years of age 
(30.0%, n = 27), while from all the cases registered throughout the country, infection is most 
frequently identified in persons aged 20-24 years. 

In relation to prisons it may be concluded that a trend observed in recent years has also continued 
in 2011. Specifically, about one fifth of HIV cases registered annually in the country are diagnosed 
in prison; of 299 cases recorded in 2011, 67 cases were diagnosed among inmates (22.4%). In 
early 2010, the proportion of such cases was 17.2% (see Figure 6.3). 



 60 

Figure 6.3. Total number of new HIV cases registered nationally each year and number of cases 
diagnosed in prisons during past 15 years (1998-2011) 

 
Source: Centre for Disease Prevention and Control of Latvia, 2012 

Examining the cases of HIV infection recorded in 2011 among prisoners, it appears that the 
situation remains unchanged: in more than half the cases (65.7%, n = 44) transfer of infection via 
injecting drugs was detected. In 2010, the proportion of cases thus acquired was 63.8% and in 
2009 it was 61.4% (see Figure 6.4). 

Figure 6.4. Proportion of cases acquired by way of injecting drugs, from HIV cases registered each 
year among prisoners during past 10 years (2002-2011)  

 
Source: Centre for Disease Prevention and Control of Latvia, 2012 

Although it is difficult to estimate HIV prevalence in prisons because prison populations are 
variable in number, it is nevertheless possible to estimate the prevalence of infection to be about 6-
7% given that approximately 478 HIV-infected persons were in custody as at 31 December 2010, 
and that around 7 000 prisoners were incarcerated at that time (ECDC, 2011). Thus, given that HIV 
prevalence within the general population in 2010 was 200 per 100 000 population (or 0.2%), it can 
be concluded that the prevalence of HIV in prisons is more than 30 times higher than levels in 
society as a whole. 

In Latvia in 2011, as in previous years, 18 HIV-prevention points were operating (the so-called HIV 
Prevention Network). During the reporting period, HIV express tests were conducted at these 
points on 642 persons (which is considerably less than in 2010 and 2009, when 1072 and 1238 
persons were tested respectively). A reactive result was shown for 11.2% of individuals (n = 72), 
which is significantly higher compared to previous years (in 2010, a reactive test result was 
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recorded for 6.3% of tested persons and in 2009 for 8.8%). As mentioned at the beginning of the 
chapter, the basis of such rate fluctuations could be that in 2009 and 2010, project activities took 
place among IDU throughout the country, which promoted HIV testing and attracted new clients to 
the HIV prevention points. In 2011 however, there were no IDU-specific projects at the HIV 
prevention points. 

Table 6.2 shows the proportions in reactive test results by age and gender groups for tests 
conducted at HIV prevention points (information on duration of injecting and the main injected drug 
is not available in 2011 due to the fact that the HIV Prevention Network moved to a new, online 
resource based information reporting system in 2011; information on 2012 will be available). 
Obviously, the HIV prevalence rate in 2011 (unlike previous years) was higher among women. 
Conversely, as in previous reporting years, a higher proportion of reactive results were reflected 
among older IDU. 

As the table shows, the proportion of reactive results for both gender and age strata is not constant 
(2009 rates are higher, 2010 rates are lower, higher again in 2011). This could also be explained 
by differences in the IDU populations tested from year to year, which may in turn be attributable to 
the impact of project activities implemented. 

Table 6.2. Number of HIV relative express test results and ratio by persons' gender, age, injecting 
duration, and primary drug injected  

 2009 2010 2011 

 n % n % n % 

Gender 

Male 

Female 

 

73/618 

26/269 

 

11.8 

9.7 

 

26/461 

8/159 

 

5.6 

5.0 

 

46/437 

26/204 

 

10.5 

12.7 

Age 

<25 years 

25-34 years 

>34 years 

 

22/331 

48/393 

29/162 

 

6.6 

12.2 

17.9 

 

6/175 

16/293 

12/148 

 

3.4 

5.5 

8.1 

 

10/172 

61/467
46

 

 

5.8 

13.1
46

 

Source: Centre for Disease Prevention and Contro of Latvia, 2012 

Hepatitis A/B/C  

Since the outbreak of Hepatitis A in Latvia during 2008-2009, the situation in the country has 
stabilized. According to information provided by Centre for Disease Prevention and Contro of 
Latvia, 51 cases of viral hepatitis A were registered in 2011 (in 2010 - 297). From the cases 
identified no case was recorded among IDU (but note that in 37.3% of cases (n = 19) it is not 
known whether the person is using drugs). 

64 cases of acute viral hepatitis B were registered in Latvia in 2011 (in 2010, 85, in 2009, 123), of 
which 41 (64.1%) were men. Of all the cases, 11 or 17.2% were acquired via IDU. Overall the 
situation has not changed in 2011 compared to previous years. Specifically, the annual number of 
registered cases of acute viral hepatitis B continues to decline. During the past 3 years a decline is 
observable in the proportion of IDU among these cases (in 2009 it was 27%; in 2010 26%; in 2011 
17%) (see Figure 6.6). However, it should also be noted that in about a quarter of cases nationally, 
the route of infection is still unknown (23.4%, n = 15). 

                                                 
46

 ≥25 years 
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Figure 6.5. Number of new acute cases of hepatitis B (absolute numbers) each year, and proportion 
of cases acquired by way of injecting drugs (%) during 1999-2011 

 
Source: Centre for Disease Prevention and Contro of Latvia, 2012 

Of the 11 cases acquired through injecting drugs, almost all (n = 10) were male. As shown in 
Figure 7, prior to 2010 the majority of cases were diagnosed in young IDU. However in 2011, over 
half (54.5%, n = 6) were identified in individuals between the ages of 25-34. Note, however, that 
the number of cases recorded each year which were acquired through injecting drugs, is small 
(see Table 6.3), so the said percentage differences cannot be assessed as statistically significant. 

Table 6.3. Proportion of new acute cases of hepatitis B acquired annually via injecting drugs by age 
groups during 2007-2011 (%)  

 
Under 25 years of age 25–34 years 35 years and older Number of cases 

2007 52.4 42.9 4.8 42 

2008 56.7 40.0 3.3 30 

2009 57.6 33.3 9.1 33 

2010 68.2 31.8 0.0 22 

2011 45.5 54.5 0.0 11 

Source: Centre for Disease Prevention and Control of Latvia, 2012 

Chronic HBV was identified in 61 persons in 2011, of whom only one was an IDU (note that in 
more than half the cases (68.9%, n = 42), the infection route has not been established). Comparing 
the situation in 2011 to the number of chronic viral hepatitis B cases identified in previous years, it 
appears that this has remained small (in 2010 - 43 cases; in 2009 - 73, in 2008 - 70). 

Looking at the number of acute viral hepatitis C cases in the reference year, it appears that it has 
remained almost identical to the 2010 figure (in 2011 - 67; in 2010 - 61). Of the 67 cases 
mentioned, 16 (23.9%) were identified among injecting drug users, which is more than in the 
previous year (2010) (14.8%), but slightly less than in 2009 (25.3%) (see Figure 6.6). Of all the 
cases recorded in 2011, the infection route is unknown for 16.4% (n = 11). 
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Figure 6.6. Annual number of new acute cases of hepatitis C (absolute numbers) and proportion of 
cases acquired by injecting drugs (%) during 1999-2011 

 
Source: Centre for Disease Prevention and Control of Latvia, 2012  

Of the 16 cases of acute HCV acquired via injecting drugs, most (as in previous years) were men 
(n = 10). Table 6.4 shows the distribution by age among identified IDU. It can be concluded that 
during the reporting year the proportion of cases registered is the same in both younger age 
groups i.e. those younger than 25 and those aged 25-34 (43.8%). 

However, as in the case of HBV, it should also be emphasized in relation to HCV that any data 
modifications and variations are difficult to interpret because of the small sample size. 

Table 6.4. Proportion of new acute cases of hepatitis C acquired annually via injecting drugs by age 
groups during 2007-2011 (%)  

 
Under 25 years of age 25–34 years 35 years and older Number of cases 

2007 64.7 29.4 5.9 17 

2008 61.9 28.6 9.5 21 

2009 34.8 52.2 13.0 23 

2010 44.4 33.3 22.2 9 

2011 43.8 43.8 12.5 16 

Source: Centre for Disease Prevention and Control of Latvia, 2012 

The number of chronic hepatitis C infection cases has increased in 2011 compared to 2010 and is 
almost identical to the number of cases identified in 2009; respectively, in 2011 - 1268 cases; in 
2010 - 1052; in 2009 - 1271 cases; in 2008 - 1352 cases. It can therefore be said that the situation 
is stable. The proportion of cases identified among IDU has increased in 2011 at 14.7% (n = 187); 
in 2010 it was 10.7%; in 2009 it was 8.8%; and in 2008 it was 8.8%. However, it should be noted 
that this increase is difficult to interpret in light of the fact that from year to year in more than half 
the cases it is unknown whether or not a person has been a drug user (the proportion of cases in 
2011 is 61.8% (n = 783), while in 2010 it was 63.2%). 

As noted in the previous annual Report, at Latvia's 18 HIV prevention points, members of 
increased risk groups are offered testing not only for HIV, but also for HCV. Thus, since 2011, 515 
tests for HCV were carried out in the HIV Prevention Network and in 59.2% (n = 305) cases, the 
result was reactive. In comparison with previous years, it can be concluded that the number of 
tests has increased (279 tests conducted in 2010, 192 conducted in 2009). However, the 
proportion of reactive tests has remained close to the 2010 figure, when 57.0% of tests provided a 
reactive result. Staff who work at the prevention points explain the increase in the number of HCV 
tests with activity by the clients themselves (IDU). It is observed that, compared to previous years, 
there is an increase in the level of knowledge regarding the possibility of being infected with HCV, 
and its impact on health, and as a result, they more frequently ask prevention point staff about the 
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possibility of testing, not only for HIV, but also HCV. The staff members believe that this could be 
partially explained by the previously mentioned UNODC project undertaken in 2010 Peer-driven 
Intervention in HIV prevention for IDU, during which the IDU informed and trained each other on 
issues including HCV. However, it should also be noted that until 2011 HCV tests (as opposed to 
HIV tests) were not purchased centrally from the State budget, but only within project frameworks if 
they existed. However, since 2011, public procurement has also been introduced for HCV testing, 
which has improved access to this examination for IDU.  

Tuberculosis 

According to information provided by the CDPC, during the reporting year 788 cases (or 38.3 per 
100 000 population) of first-time TB were registered in the country (see Figure 6.10). In the 
previous year (2010) the relative incidence was 36.8 per 100 000 population and it can therefore 
be concluded that the 2011 figure is slightly increased, but this difference is not statistically 
significant (p = 0.6). Most commonly the infection is found in persons aged 35-44 years (n = 178, 
63.1 / 100 000 pop). 

Table 6.5. Number of new first-time TB cases and number of new HIV cases per 100 000 population, 
number of cases of dual HIV/TB infection in Latvia between 2000-2011 

 

New cases of tuberculosis per 
100 000 

New HIV cases per 100 000 
Number of cases of dual HIV/TB 

infections 

2000 70.5 19.7 14 

2001 72.9 34.5 27 

2002 65.4 23.5 25 

2003 63.3 17.6 40 

2004 59 14.3 40 

2005 53.5 13.4 53 

2006 49.7 13.5 46 

2007 47.2 15.9 56 

2008 40.3 16.4 72 

2009 36.6 12.8 73 

2010 36.6 13.1 71 

2011 38.3 14.5 74 

Source: Centre for Disease Prevention and Control of Latvia, 2012 

Examining the new TB cases in the context of gender, the conclusion remains the same as before: 
the rate of TB among men is higher than for women (respectively 55.3 (n = 520) and 24.0 cases 
per 100 000 population (n = 268)). 

The number of TB relapses recorded continued to decrease in 2011. During the reporting year 96 
such cases were identified (4.7 / 100 000 pop). In 2010 and in 2009 the figure was, respectively, 
109 (4.8 / 100 000 pop.) and 123 (5.4 / 100 000 pop.). 

The number of cases of dual HIV/TB infections (first-time, relapses, and others) remained stable in 
2011 (see Figure 10). Namely, 74 such cases were registered during the year, which is almost 
identical to the number of cases reported in previous years i.e. 71 cases in 2010 and 73 in 2009. 

 In 2011 46 (5.8%) of all first-time TB cases were drug users (of whom 37 were men and 9 were 
women). The indicator in the previous (2010) was similar at 5.9%. As noted in the Report for last 
year, this information should be interpreted with caution, given that the information regarding the 
person's drug use status only reaches the register in cases where the physician has specifically 
asked the patient questions about his risky behaviour. It is possible that the true proportion of drug 
users among TB patients is higher. 

Of all cases of dual HIV/TB infections identified in 2011 (taking into account first-time TB cases and 
relapses), about half were drug users (51.4%, n = 37/72). The figure is close to that observed in 
2010 (50.7%). 
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The mortality from TB continues a downward trend in 2011. Specifically, 65 people died in 2011, or 
3.2 / 100 000 population (in 2010 the mortality rate was 3.3 / 100 000 population. (N = 74) and in 
2009 it was 3.9 / 100 000 population. (N = 88)). 

Sexually transmitted infections  

In 2011 there was a sharp increase in the number of cases of gonorrhoea and urogenital 
chlamydia. In 2010 there were 17.0 cases of gonorrhoea recorded per 100 000, while in 2011 there 
were 26.7 per 100 000 (p <0.001). Further, in 2010 there were 49.7 cases of urogenital chlamydia 
recorded per 100 000, while in 2011 this figure increased to 76.6 per 100 000 (p <0.001). The 
number of cases of anogenital herpesviral (HSV) infections has remained at the previous year's 
level (respectively 2.6 in 2011 and 2.6 cases / 100 000 PY in 2010). The number of syphilis cases 
has not increased significantly: in 2011 it was 6.9 cases/ 100 000 PY and in 2010 it was 6.4 / 100 
000 PY. 

Experts mainly associate the increase in chlamydia and gonorrhoea cases with improved reporting 
of new cases, probably due to the fact that in recent years there has been regular training 
undertaken for persons responsible for reporting. It has been observed that in previous years it 
was mainly just the clinical forms of sexually transmitted infection that were reported, but 
information has recently been received for all laboratory-confirmed cases. Experts also point to the 
introduction of new, more sensitive diagnostic methods into the country. 

According to expert estimates, the morbidity of chlamydia in Latvia should be even higher than it is 
being reported at present. The true situation would permit exploration of the introduction of 
chlamydia screening for young persons in Latvia, which is currently not available. 

Research in the field of infections associated with drug use in 2011  

During the reporting year, as part of the European Commission project Highly active prevention: 
scale up HIV/AIDS/STI prevention, diagnostic and therapy across sectors and borders in CEE and 
SEE (BORDERNETwork), the second-generation epidemiological monitoring study took place: 
Identification of risk factors associated with HIV and other infections in one of the risk groups 
subject to HIV infection: persons working in prostitution of (including injecting drug users). The 
study was conducted by Papardes Zieds (the Latvian Association for Family Planning and Sexual 
Health), in conjunction with the State agency Infectology Center of Latvia. To ensure the most 
representative selection, the initial study was carried out using the Respondent-Driven Sampling 
(RDS) method. However, due to the narrow social networking of respondents (PNP median 
number of participants personally known to recruited respondents - 6, mode - 2), RDS was 
replaced by Convenience Sampling during the project. Thus, in June-November 2011, 117 women 
(aged over 18), who were working in prostitution and providing services in Riga and/or its environs, 
were recruited. Respondents were surveyed via face-to-face interviews about their knowledge of 
infections and regarding health behaviours associated with infections. Similarly, venous blood 
samples were taken from the women to determine the presence of blood-borne and sexually 
transmitted infection in the body. 

It was found that the majority of women i.e., 82.9% (n = 97), had used illegal drugs during their 
lifetimes. Of all the women who had ever used drugs, 83.5% (n = 81) had also injected them. Of 
those, the majority (76.3%, n = 61/80) had injected drugs during the past year. 65.0% (n = 52/80) 
of the women had done so during the past month. Half the women who had injected drugs in the 
past month indicated amphetamine as the major drug used (50.0%, n = 25/50), with heroin (44.0%, 
n = 22/50) being the second most frequently specified substance.  

Information will be examined hereunder regarding those women who had injected drugs during 
their lifetime. Their average age at the time of the study was 30.9 years (age range 18-51 years). 
More than half (62.0%, n = 49/79) of the women admitted using syringes previously used by 
someone else during their lifetime. 

The women noted that, on average, 2.7 of their 10 most recent clients had asked them for sex 
without a condom. To the question of whether a condom was used during sex with the most recent 
client, 12.3% (n = 10/81) of women replied that they had not done so. 
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Table 6.6. shows the rate of positive results (in general and in relation to the age of respondents) 
from primary diagnostic tests undertaken within the study framework. HIV infection was identified in 
one third of women with experience of injecting drug use (32.1%, n = 26). Hepatitis C was 
identified in 81.5% (n = 66) women, hepatitis B - in 65.4% (n = 53) and syphilis - in 25.9% (n = 21) 
women. As shown in Table 6.6., the prevalence of infection was higher among older women. 

Table 6.6. Number of positive results from primary diagnostic examinations and proportion by age 
groups of women working in prostitution  

 

Age group  
Total  

(n=81) <25 years 
(n=15) 

25-34 years  
(n=47) 

>34 years  
(n=19) 

n % n % n % n % 

HIV (anti-HIV ½; HIV Ag) 3 20.0 17 36.2 6 31.6 26 32.1 

HCV (anti-HCV) 10 66.7 39 83.0 17 89.5 66 81.5 

HBV (anti-HBc) 7 46.7 33 70.2 13 68.4 53 65.4 

Syphilis (TPHA) 3 20.0 10 21.3 8 42.1 21 25.9 

Source: Karnite et al., 2011 

Thus, it follows from the study results that the prevalence of infection for women working in 
prostitution is high (although it should be stressed that only a primary diagnosis was made; 
confirmatory diagnosis was not part of the study protocol). Furthermore, women in prostitution (and 
their clients) are characterized by health habits associated with an increased risk of further 
spreading infection. The researchers concluded that infection prevention measures and measures 
to reduce drug-caused harm should be developed in this country for this target group. At present 
such  low-threshold services are not available in Latvia. 

A final report has been produced for the PNP study, which will be available to the public in 
November 2012 at the association "Papardes zieds" website (www.papardeszieds.lv). 

Also published in 2011 were two manuscripts in a national peer-reviewed journal regarding IDU 
health issues. Both publications used a cross-sectional study conducted in 2007/2008 (using the 
RDS sampling method) of the prevalence of infection and associated risk behaviour among the 
IDU database (study undertaken within the framework of the European Commission ENCAP 
project, which is also mentioned several times in Reports for previous years). The first publication 
was devoted to the question of whether awareness of their HIV positive status changed IDU risk 
behaviour. The prevalence of risk behaviour factors was identified in three IDU categories 
depending on whether HIV status was self-reported or identified in HIV testing conducted during 
the course of the study. The significance of deviations in prevalence factors was determined by the 
chi-square test or Fisher's exact test. 

It was established that 74.3% of respondents were HIV-negative and were previously aware of this 
status, 14.9% were HIV-positive and were previously aware, and 10.8% were HIV-positive but 
were unaware. As shown in Table 3, study data overall suggest that there are no significant 
differences in injecting and sexual risk behaviour between IDU who know themselves to be HIV-
negative, and IDU who have undergone HIV testing and received a positive result. A trend was 
observed for people infected with HIV who know their diagnosis, to have even higher levels of 
injecting risk behaviour than HIV-negative persons. This means that persons living with HIV have a 
tendency to continue to practice risky behaviours even after learning of the diagnosis. Of course, 
the cross-sectional design of the study does not permit relationships to be verified at the time, 
namely, whether the infected person had indulged in risk behaviours prior to infection with HIV (i.e. 
the behaviour was a predisposing factor for infection) or whether such behaviour changed after 
infection and the test result. However, this impact of this possible deficiency is reduced by the fact 
that a recent period (last month, last semester) was selected to ascertain the prevalence of risk 
behaviour, which permits the assumption that people practised this behaviour after infection and 
after becoming aware of the test results. 

The results of the study therefore seem to indicate that knowledge of their HIV-positive status does 
not of itself change the behaviour of IDU, and attention should more closely be focused on the 

http://www.papardeszieds.lv/
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quality of pre-and post-test counselling in this country, as well as targeted and regular training for 
drug users to reduce health risks (Karnite et al., 2011). 

Table 6.3. Prevalence of habits associated with health and socio-demographic characterisation of 
injecting drug users depending on awareness of own HIV status  

 

 HIV 
negative, 

% 

(n=209) 

HIV positive Significanc
e Level (p) 

Previously 
did not 

know they 
were 

infected, % 

(n=30) 

Previously 
knew they 

were 
infected, % 

(n=42) 

Socio-demographic factors  

Gender (proportion of men) 71.8 70.0 69.0 0.93 

 Age (younger than 25 (vs. ≥25 years) 27.8 20.0 19.5 0.41 

Nationality (other vs. Latvian) 64.1 70.0 61.9 0.77 

Environmental factors  

Imprisoned during lifetime (vs. never 
imprisoned) 

50.2 56.7 61.9 0.35 

Has visited syringing exchange points 
(vs. never visited) 

51.2# 43.3* 71.4*# *0.02 

#0.02 

Drug injecting habits  

Injecting 6 years and longer (vs. <6) 74.4 86.7 88.1 0.07 

Main drug is heroin during the past 
month ā (vs. amphetamine) 

57.4 69.2 60.6 0.51 

Injected every day during the past 
month (vs. less frequently) 

29.2 30.8 33.3 0.87 

Has shared syringes during the past 
month (vs. has not shared) 

26.3 30.0 35.7 0.45 

Has shared other paraphernalia during 
the past month (has not shared) 

50.0* 71.4* 62.2 *0.04 

Has borrowed syringes during the past 
six months (vs. has not borrowed) 

36.8 36.7 26.8 0.25 

Has loaned syringes during the past 
six months (has not loaned) 

41.7 50.0 54.8 0.47 

Has shared syringes with a person 
known to be infected with HIV during 
lifetime (vs. has not shared) 

32.0* 35.7# 69.4*# *<0.001 

#0.007 

Sexual behaviour  

2 or more sex partners during the past 
six months (vs. 1 or no partners) 

32.7 27.6 21.6 0.38 

Had sex without a condom during the 
past six months (vs. always used 
condom) 

83.8* 58.3* 76.0 *0.006 

*, # - Indicates significant difference identified between which two groups  

Source: Karnite et al., 2011 

The aim of the second article was to describe the level of knowledge of IDU regarding HIV in Latvia 
in relation to socio-demographic factors, risk factors and preventive behaviour factors. A good 
knowledge rating was based on the correct answers being provided to five UNGASS indicator 
questions. The significance of differences in knowledge level between the various strata was 
assessed by the chi-square test. 

Overall, respondents' knowledge of HIV was relatively good: 68.8% (n = 276/401) had given 
correct answers to all five questions. Examining the proportion of persons with a good knowledge 
across the various strata it is concluded that there is no difference between gender or age groups 
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(proportion of respondents with a good knowledge of HIV is higher among women, and among IDU 
who are older, but the differences are not statistically significant). The only substantive differences 
in knowledge were identified in relation to respondents' level of education (p = 0.046). A higher 
proportion of IDU (77.2%) who have secondary education, had a good knowledge compared to 
respondents having only primary education (62.5%). 

No statistically significant differences were found in relation to risk behaviour. A positive trend is 
evident that a higher level of knowledge was possessed by those IDU who in the last six months 
had not shared syringes, who had always used a condom with a permanent partner during the last 
six months, who had had no casual sex partners within the last six months, who had tried 
treatment for addictions and at least once in their lifetime had been tested for HIV. This could 
indicate that people with better knowledge do practice safer behaviour. However, it should be 
emphasised that these trends are not statistically significant. The publication's authors stress in the 
results that educating and informing IDU about HIV alone is not sufficient for IDU to change their 
risk behaviour, and that it must be integrated with other prevention and harm reduction measures, 
such as condom distribution, syringe exchange, education and motivation of IDU sex partners etc. 
(Vilkriste, 2011). 

In May 2011, the European AIDS Conference HIV in the European Region - Unity and Diversity 
was held in Tallinn, in which results were presented from the UNODC study conducted among IDU 
in 2010 described in last year's Report. Papers were presented on research on differences in risk 
behaviour among injecting users of amphetamine and opioids. Table 4 reflects the results subject 
to univariate and multivariate analysis. It is evident that amphetamine injectors have a more 
pronounced sexual risk behaviour that could be attributed to the stimulating effect of this substance 
on the body. Such behaviour creates a risk of sexually-transmitted cross infection for those 
members of society who do not use drugs (i.e. IDU sex partners serving as a transfer group). It 
was also found that amphetamine injectors have been tested for HIV less frequently, which might 
indicate that they are rarely reached through the medium of harm reduction activities. The 
researchers believe that this finding means that the solutions must be found to adapting harm 
reduction activities in this country to the needs of injecting amphetamine users (Karnītis et al., 
2011) 

In 2012, the study Prevalence of Tuberculosis, HIV and associated factors among injecting drug 
users will take place within the framework of the European Commission project TUBIDU 
(Empowering Civil Society and Public Health System to Fight Tuberculosis Epidemic among 
Vulnerable Groups). The lead partner is the Estonian National Institute for Health Development. 
The project is coordinated in Latvia by the Tuberculosis Foundation of Latvia, and the study will be 
carried out in cooperation with the Latvian Centre for Disease Prevention and Control. The study 
will utilise the RDS sampling method and it is planned to recruit 300 active IDU. Survey 
respondents will be interviewed and will be subjected to  express testing for infection. This activity 
is aimed at ascertaining the prevalence of HIV and associated infections, knowledge regarding 
tuberculosis and HIV levels and associated health behaviours among injecting drug users, and to 
identify barriers to receiving healthcare services related to tuberculosis and HIV. The research 
results will be reflected in next year's Report. 
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Table 6.4. Factors associated with amphetamine as the current main injected drug (compared with 
injectors of opium) 

 

Factor OR 95% CI aOR* 95% CI 

Gender 

(female vs. male) 

1.7 1.3-2.3 1.2 0.8-1.6 

Age 

(≥25 years vs. <25 years) 

2.0 1.5-2.7 0.9 0.6-1.4 

Nationality 

(other vs. Latvian) 

0.9 0.7-1.2   

Incarcerated during lifetime 

(yes vs. no) 

0.3 0.2-0.4 0.4 0.3-0.6  

Level of urbanization 

(outside Rīga vs. Rīga) 

2.2 1.7-2.9 3.6 2.5-5.1 

Injecting duration 

(≥6 years vs. <6 years)  

0.3 0.2-0.4 0.5 0.3-0.7 

Injecting duration 

(daily vs. less often) 

0.4 0.2-0.7 0.2 0.1-0.3  

Shared syringe during past 4 weeks 

(yes vs. no) 

1.1 0.8-1.4   

Shared syringe on past injecting occasion  

(yes vs. no) 

0.9 0.6-1.2   

Has been sexually active during the past month  

(yes vs. no) 

1.9 1.4-2.5 1.5 1.1-2.1  

Number of sex partners during past month  

(>1 vs. 1) 

1.6 1.2-2.3 1.5 1.0-2.3 

Has always used condom during past month  

(no vs. yes) 

1.7 1.2-2.4 1.4 1.0-2.2 

Has always used condom during past month (with 
casual sex partners) 

(no vs. yes) 

1.9 1.2-2.8 2.1 1.3-3.4 

Condom use during most recent sexual encounter 
with casual sex partner can  

(no vs. yes) 

1.5 1.1-2.2 1.9 1.2-3.0 

Tested for HIV during lifetime  

(yes vs. no) 

0.2 0.1-0.3 0.2 0.2-0.3  

Tested for HCV during lifetime  

(yes vs. no) 

0.3 0.2-0.4 0.4 0.3-0.6  

Treated for addiction during lifetime 

 (yes vs. no) 

0.3 0.2-0.3 0.4 0.3-0.5  

* Adjusted by: age, gender, injecting duration, injecting frequency, experience of incarceration, urbanization  
Source: Karnite et al., 2011 

6.2. Other drug-related health correlates and consequences 

Non-fatal overdoses and drug-related emergencies 

Data are not compiled nationally for drug-related overdoses in Latvia. Most overdose cases 
occurring in Riga requiring hospitalisation are treated in the Riga Eastern Hospital Toxicology and 
Sepsis Clinic. According to information provided by this institution, 61 users were treated there for 
drug overdose in 2011 (compared to 46 patients treated there in 2010) (See Table 6.5.). 
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Table 6.5. Number of overdose cases by gender, 2005-2011
47

  

 Men Women Total 

2005 130 39 169 

2006 161 60 221 

2007 146 40 186 

2008 n.a. n.a. n.a. 

2009 110 33 143 

2010 40 6 46 

2011 49 12 61 

Source: Riga Eastern Hospital Toxicology and Sepsis Clinic, 2012 

Of those treated in 2011, 49 (or 80.2%) were men (by comparison in 2010, 40 or 87.0% were 
men). The average age for overdosing drug users in 2011 was 25.0 years (in 2010 it was 26.2 
years); the youngest was aged 15 years and the oldest was aged 60 (in 2010: aged 14 and 51 
years respectively). 

 The data for 2010 and 2011 show a significant increase in the number of cannabinoid overdose 
cases compared with previous years. If in 2005-2009 there were 5-7 patients per year treated with 
symptoms of poisoning by cannabinoids (clinical or information provided by patient), in 2010 there 
were 10 patients, and in 2011 there were 23 patients. Information compiled by the institution shows 
that in 8 of 23 cases in 2011, toxicological analysis could not identify the presence of THC, which 
most likely suggests that these patients had used one of the new synthetic cannabinoids. In five 
other cases of overdose, it was pointed out to the patients that they had used unspecified drugs, 
but the toxicological analysis had indicated the presence of THC in the body, with two cases 
showing THC alone, but in the others, THC in combination with other medications, amphetamines 
or cocaine. 

12 patients presented with a history of heroin use, for six of whom toxicological testing did not 
indicate the presence of heroin or morphine in the body. Toxicological analyses in 2011 show that 
heroin or morphine was found in 13 cases, of which in 5 cases the presence of morphine alone 
was found in the body, while the other cases revealed different combinations of substances, such 
as morphine and alcohol, morphine and amphetamine, morphine and medications. 

6 patients presented with a history of amphetamine use, of which in four cases toxicology did not 
reveal amphetamines. Toxicological tests have shown amphetamine overdose in seven cases, in 
three of which unspecified drugs were mentioned in the history; in three cases "grass" was 
mentioned, and heroin was mentioned in one case.   

6.3. Drug related deaths and mortality of drug users 

Information on deaths in Latvia associated with drug use is collected and analysed by two 
institutions: (1) the Centre for Disease Prevention and Control (CDPC), (since 1 April 2012, 
formerly the Centre for Health Economics (CHE)), is responsible for maintaining the database on 
causes of deaths (the General Mortality Register (GMR)), and (2) the Latvia State Centre for 
Forensic Medical Examination (VTMEC) which maintains a special register of data on deceased 
persons (the Special Mortality Register (SMR)). 

The CDPC-administered General Mortality Register database includes information for the entire 
country and is based on death certificates which are initially forwarded from all areas of the country 
to the Central Statistical Bureau (CSB), and then on a monthly basis, to the CDPC, which encodes, 
processes and enters the data collected into the database and performs analysis. However, the 
main operational objective of the other centre - the Latvia State Centre for Forensic Medical 
Examination - is the conducting of medical inquests. 

                                                 
47

 The 2005-2009 data relate to the number of substances, not the number of patients, i.e. several substances might be indicated for 
one patient, and data for this period also include cases of poisoning in which only medications are mentioned 
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The two institutions cooperate and during the year compare their databases of deceased persons, 
as initially the data of both institutions may differ due to the fact that when a person dies, the death 
certificate and a possible cause of death are written immediately, but if an autopsy is performed on 
the deceased, the results are received at a later date. If the diagnoses (as originally recorded and 
as later revealed at autopsy) do not coincide, they are referred for correction. For this reason the 
databases of both institutions are compared regularly and necessary changes made by the end of 
the current year. 

According to GMR data, 11 deaths from drug overdose were recorded in 2011, which is four cases 
more than in 2010 (n = 7) and eight persons less than 2009 (n=19). Of all deaths in 2011, two were 
women and nine were men. The average age of deceased males was 29 years; the overall mean 
age was 29.7 years. If we compare average age indicators to the average age of deceased 
persons last year, it must be concluded that in 2011 the average age of the deceased has 
increased by four years. The youngest recorded deceased was aged 22 years (in 2010: 19 years), 
while the oldest was aged 40 (in 2010: 30 years of age). 

Figure 6.12. Deaths due to drug use 1998-2011, in absolute numbers 

 

 

Source: Centre for Disease Prevention and Contro of Latvia, 2012; Latvia State Centre for Forensic Medical Examination, 2012 

Deliberate poisoning occurred in only one case, accidental poisoning was recorded in the other 
cases, but in four cases the decedent's intention is unknown. In one overdose case the presence 
of an unspecified opiate, amphetamine, phenobarbital and benzodiazepines were revealed, 
morphine was present in three cases and unspecified opiates in three cases. Substances were not 
indicated in the remaining cases. 

According to SMR data, nine overdose-related deaths were recorded in 2010 (8 men and one 
woman). In 2011 15 overdose-related deaths were recorded (13 men and two women). In 2011 the 
cause of death was "other" in 11 cases with drugs found in the deceased's biological 
environments. However, in 2010 there were 20 such cases (18 men and two women deceased). 

Of the overdose deaths recorded in 2011, five were due to poisoning by opiates (methadone); in 
four cases a combination of substances, including opiates was found, in five cases, there was a 
combination of substances without opiates, and in one case the substance is not known. Of all the 
persons deceased in 2011 whose death was related to an overdose, or where drugs/psychotropic 
substances were found in the biological environments of the deceased, the youngest was aged 15 
years or less, while the oldest deceased was aged 45-49 years. In the previous year, i.e., 2010, the 
youngest deceased was aged 15-19 years, while the oldest was aged 40-44 years. 

Analysing the indirect causes of death more broadly, it would appear that the trends have not 
particularly changed over a two-year period, and in both 2010 and 2011, the majority of deaths are 
attributable to natural or internal organic factors, as well as accidents and suicides. In five suicide 
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cases recorded in 2010, subsequent bioassay tests revealed drugs, with two such cases recorded 
in 2011. 

In 2011, in addition to drug overdose according to the EMCDDA definition (Selection B), 10 
persons (6 women and 4 men) died from overdosing on psychotropic benzodiazepines (ICD-10 
code T42.4) or barbiturates (T42.3). The average age at death for these persons was 70 years 
(range 24-82 years). In half of these cases (n = 5) the influence of alcohol was also detected. 

Of course, the actual number of deaths from overdose in the country is much higher, as is the 
number of persons for whom drugs were recorded as an indirect cause of death. There are several 
important reasons why the death rate is so low. First, there is the possibility that the presence of 
certain substances is not disclosed due the specific properties of the substance or due to obsolete 
technical equipment. Second, the number of autopsies performed in the country is also reducing 
annually, thus it is possible that a particular case is "missed." In 2010 1186 autopsies were 
performed in Riga and 2769 were performed in all of Latvia, while in 2011 there were 1171 
performed in Riga and 2569 performed in all Latvia, and finally, third, some cause of death 
unrelated to substance overdose may have been noted. 

Table 6.6.  Number of autopsies performed in Latvia and Riga, 2005–2011  

 In Riga Total in Latvia 

2005 2828 6217 

2006 2883 5984 

2007 2083 4332 

2008 1521 3402 

2009 1255 2841 

2010 1186 2769 

2011 1171 2569 

Source: Latvia State Centre for Forensic Medical Examination, 2012 

 

Mortality among drug users  

Since 2007, studies have been conducted in Latvia of the so-called drug-user mortality cohort, 
which aim to combine data sources in which drug users have been recorded such as medical 
treatment or law enforcement data with the Causes of Death database. The results of these 
studies are reflected in previous National Reports, as well as the EMCDDA 2011 Special Topics 
Report on drug-related mortality. According to the results, drug mortality rates for Latvia, expressed 
as direct mortality per 1000 persons or standardized mortality ratio, do not significantly differ or are 
even higher in comparison to similar studies undertaken in other European states (Pablic Health 
Agency, 2009;  Centre for Health Economics, 2011; EMCDDA, 2011). 

For example, for cohorts which included treated and untreated users of heroin or other opioids, 
after 10 years 15.3%-17.5% of drug users had died after 10 years, while directly standardized 
mortality rates were 15.9-16.7 per 1000 person-years. The standardised mortality rate indicator 
that reflects the risk of how much higher the mortality rate is for drug users compared to the same 
gender and age group of the population, for opioid users in the various cohorts examined ranged 
from 7.4 to 9.1, and was observed to be higher among women than among men (Centre for Health 
Economics, 2011). 

In 2012 Latvia entered the EMCDDA-supported multi-site mortality cohort analysis of data and 
work on preparing publications should be completed by the end of the year.  

Given the relatively high proportion of amphetamine users in Latvia (RCS 2010 reports, Centre for 
Health Economics, 2011), and the 1999-2006 cohort study results, which reported a significantly 
lower mortality for amphetamine users in comparison to heroin users, in the future it will be 
necessary to conduct in-depth studies on this topic to be examined as part of the above-mentioned 
multi-site mortality cohort analysis. 
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7. Responses to health correlates and consequences 

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

Although there is evidence that with appropriate measures it is possible to reduce the number of 
persons overdosing on drugs, and the associated mortality (EMCDDA, 2004), in Latvia practically 
no measures have been taken aimed at reducing the mortality of users, or have been taken in the 
form of campaigns. 

Although the human immunodeficiency virus (HIV) infection control program for 2009-2013 
provides for a HIV prevention point, together with training in informing Prison Administration staff 
and NGO representatives on the prevention of drug overdose, as well as distribution of informative 
material, no such training has taken place in 2011, nor have any new hand-outs (leaflets, 
brochures) been developed since 2007. 

An important role in preventing drug overdose is played by pharmacological opioid treatment 
programs for treating dependent patients. Since late 2010, methadone clinics are operating in 9 
cities (Riga, Jelgava, Liepaja, Kuldiga, Jurmala, Olaine, Jurmala, Rezekne and Daugavpils). By the 
end of 2011, 277 patients were being treated in long-term pharmacological treatment for opioid 
dependence programs, of whom 218 patients were in the methadone program and 59 patients 
were in the buprenorphine program. By comparison, at the end of 2010 193 patients were being 
treated in the methadone program and 44 were being treated in the buprenorphine program. 

A significant role in reducing overdose is also played by needle exchange consultative points, 
where staff inform users about safe use and what to do in the event of a suspected overdose. 
Unfortunately, due to reduced funding, the number of street social workers has been drastically 
reduced. 

7.2. Prevention and treatment of drug-related infectious diseases 

Prevention 

Legislation was prepared in 2011 and adopted in February 2012 for the reorganisation of a number 
of institutions subordinated to the Ministry of Health. Thus, as from 1 April  2012 the central 
institution coordinating the implementation of HIV prevention and drug-caused harm reduction 
measures in Latvia - the Infectology Center of Latvia – is attached to the Riga Eastern Clinical 
University Hospital, and the previously-mentioned functions have been transferred to a newly 
created authority: the Centre for Disease Prevention and Control of Latvia (CDPC). 

Despite the reorganizations and the financially complex situation in Latvia, a positive feature is that 
the number of HIV prevention points in the country has remained constant; in 2011 18 prevention 
points were still operating in 16 cities throughout the country. The outreach work and activities of 
mobile units have also not decreased; in 2011 this work continued in 9 cities and 3 cities 
respectively. 

According to CDPC data, 338 473 syringes were issued by the HIV prevention network in 2011, 
which is more than in the previous two years (310 774 syringes were issued in 2010; 282 701 
syringes were issued in 2009). The number of used syringes collected since 2010 has decreased 
(from 336 887 in 2010 to 260 282 in 2011.) (See Figure 7.1). 
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Figure 7.1. Number of syringes issued and returned at HIV prevention points in Latvia, 2006-2011 

 

Source: Centre for Disease Prevention and Contro of Latvia, 2012 

In 2011 the number of new clients registered (n = 3830) has decreased compared to previous 
years (2010 - 4629, 2009 - 4474), which could be due to project activities in 2009 and 2010, as 
already described in the chapter on drug-related infections. Although the number of new clients 
has decreased, the total number of contacts with clients has increased; in 2011 the number of 
primary contacts48  identified was 49 897 (in 2010: 44 487; in 2009: 36 778), while the number of 
secondary contacts49 was 31 803 (in 2010: 32 041; in 2009: 21 118). This may indicate that 
existing clients of the low-threshold centre had used services more intensively during the reporting 
year. 

Although, as mentioned above, the number of syringes issued has had a tendency to increase 
every year, experts from the UNODC and WHO Regional Office for Europe have admitted that the 
uptake for this service in the country is very low: in 2011, it was about 18 syringes per IDU (which 
is about 10 times less than the internationally recommended 100-200 syringes per year). The 
ECDC experts, whose visit to Latvia took place in September 2011, also pointed out that the State 
should promote the uptake of the above harm reduction services (ECDC, 2011; Laukamm-Josten 
et al., 2011). 

In parallel with the low coverage for the needle exchange service it should be noted that HIV 
prevention point staff have found that the size of syringes and needles purchased does not always 
meet the needs of customers. There are cases where IDUs have not attended the low threshold 
centres precisely for that reason (Centre for Disease Prevention and Control of Latvia, 2012). A 
need has also been identified for expanding the range of services by offering sets of injecting 
paraphernalia to IDUs, not only syringes and needles (Freimane, 2012). 

Despite the fact that the number of drug users involved in long-term pharmacotherapy continues to 
increase, the coverage of this service is still critical (only about 2.8% of problem opioid users (if 
one takes into account that 277 persons received replacement therapy in 2011 and the number of 
problem opioid users in Latvia (according to 2010 estimates) is approximately 10 000 (Pugule et 
al., 2011). According to 2010 data, Latvia has the lowest uptake of long-term pharmacotherapy in 
Europe (Pugule et al., 2011). However, one positive fact is that a Cabinet Regulation was 
submitted in 2011 (adopted in January 2012), allowing long-term pharmacotherapy to be received 
while in a temporary detention facility or in prison.   

                                                 
48

 Primary  contact - contact between an injecting drug user and a worker at the HIV prevention point  
49

 Secondary  contact - an injecting drug user performs a syringe/needle exchange for other injecting drug users who do not come into 
direct contact with workers at the HIV prevention points  
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The State also continues to receive criticism from international experts in that vaccination against 
viral hepatitis B is not provided to members of high-risk groups (including IDUs) (ECDC, 2011). 

The need to expand and specify prevention and harm-reduction measures, as well as to improve 
the quality of existing services is also confirmed by studies carried out in 2011 and published 
articles that are discussed in more detail in the Report Chapter Research in the field of drug-
related infections in 2011. 

March 2011 saw the completion in Latvia of the UNODC project described in last year's Report: 
HIV/AIDS prevention and care among injecting drug users and prison settings in Estonia, Latvia 
and Lithuania. The country's growing number of HCV tests, the increasing number of syringes 
distributed, as well as the increasing number of IDUs who are involved in State-funded long-term 
pharmacotherapy with methadone, are all directly related to the positive impact of the work of 
UNODC in Latvia. A total of 46 projects have been implemented in the country under the UNODC 
grant program between 2007 and late 2011, in addition to other activities; of these, 23 related to 
developing the HIV prevention network, 14 related to the prevention of drug-related harm and 
associated infections in prisons and 9 related to the development of long-term pharmacotherapy 
with methadone in Latvia. In general, as part of these grants projects, new syringe exchange points 
were opened (HIV prevention), as were new methadone clinics; activities were conducted for 
members of targeted groups (IDUs, prisoners), training has been conducted for persons who work 
with these target groups, as well as development of methodological materials (UNODC, 2012). 
With the end of the project, competent state authorities, as well as local governments and NGOs 
will need to continue implementation of initiated activities without financial support from UNODC, 
and this is a major challenge in the current difficult financial conditions. The situation in 2012 will 
permit evaluation of whether it has been possible to continue and develop the activities initiated in 
the country.  

 In 2011, positive developments have taken place in municipalities with regard to the prevention of 
drug-related infections. On 29 December, the Ministry of Health approved Guidelines for 
municipalities in promoting health. Similarly, municipalities were invited to delegate contact 
persons for health promotion activities, with whom the Ministry of Health could actively cooperate 
in the dissemination of current information and in implementing activities. It is recognised in the 
guidelines that until now the State has recognised HIV and other blood-borne infections as a 
priority but has devoted funding for the resolution of related problems only in some municipalities 
(i.e. those in which HIV prevention points are operating). Henceforth all municipalities are invited to 
implement prevention measures in respect of HIV and hepatitis B and C. A separate section has 
been devoted to this issue in the Ministry guidelines, in which may be found a wide range of 
practical advice. For example, organizing HIV education in schools (including support for peer 
education), organising work with pregnant women, informing them of the risk of vertical 
transmission and its prevention, as well creating interdisciplinary support groups, which would be 
competent to deal with these issues with at-risk individuals and families, organising pickup points in 
pharmacies for receiving and utilising used syringes and needles, and if required, establishing HIV 
prevention points, providing needle exchange, condom availability and methadone therapy, etc. 
Also mentioned were practical suggestions to mark World AIDS Day. 

In 2012 it will be possible to assess whether the adoption of the above guidelines has contributed 
to the broadening of infection prevention and harm reduction activities in Latvia. 

Treatment 

The institutional reorganisations undertaken in 2011-2012 already mentioned several times in this 
report have also affected the field of treating drug-related infections. Thus the central institution 
providing treatment and care services to people infected with HIV in this country (as well as 
treating viral hepatitis and TB) – the Infectology Center of Latvia - has been attached to the Riga 
Eastern Clinical University Hospital, while inpatient functions remain unchanged for the treatment 
of HIV and hepatitis. However, the TB treatment and care function has been separated and is now 
the responsibility of the Riga Eastern Clinical University Hospital inpatient facility: the Centre of 
Tuberculosis and Lung diseases. 
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During the reporting year, a study of AIDS incidence and mortality indicators in HIV-infected 
individuals and associated factors began and continued in 2012. Research papers on the above 
indicators and associated factors will be available in 2012-2013 and will then be discussed more 
widely in future reports. However, preliminary results of the study will be examined in this year's 
Report. 

In recent years, international publications, as well as routine statistical data show that, thanks to 
the achievements of the past 10-15 years in the care and treatment of HIV infection, the mortality 
of persons in the infected population (including most countries of Europe) is decreasing (Eurostat, 
2012) and correspondingly the life expectancy of persons is increasing (Lohse et al., 2007). 
Certain sources in the literature note that the mortality of HIV-infected individuals may even reach 
rates as low as they are in the general population [Lewden et al., 2012]. In addition, among the 
population affected by HIV, the proportion of deaths that are attributable directly to HIV is reducing. 
In particular, the causes of death in the infected population are becoming increasingly similar to 
those observed in the general population (McDavid Harrison et al., 2010). 

However, the aforementioned study in Latvia concluded that the situation in this country is the 
opposite. The study utilised data from the National Register of HIV cases and the Causes of Death 
Database. Information was analysed regarding all registered HIV cases during the period 1987- 
2010 (n = 4888). Causes of death were classified in accordance with the International 
Classification of Diseases and Health Problems (10th revision). It was found that in Latvia, mortality 
among HIV-infected persons in the last 10 years has shown a tendency to increase annually by 
about 2 deaths per 1000 pg (p <0.001). By standardizing mortality by age, it was concluded that it 
is still about 10 times the rate in the general population, and that this standardized mortality ratio 
indicator shows a statistically significant increasing trend (p <0.001). It was also found that HIV 
infection remains the leading cause of death for persons within the infected population, and 
furthermore, it has an increasing trend every year (Karnīte et al., 2012b,) 

Since new HIV cases peaked later (in 2001) than in other Riga Eastern Clinical University Hospital  
European countries (the 1990s), one reason for increased mortality in recent years may be the fact 
that many of these cases diagnosed ten years ago are currently reaching immunosuppression (i.e. 
those persons have a higher risk from the AIDS stage, and the onset of HIV-related death) (Karnīte 
et al., 2012c). 

However, another explanation for this could be the combination of antiretroviral treatment (ART) 
and HIV care policy in this country. Latvia has one of the lowest rates of ART coverage among the 
low-and middle-income countries, i.e. in 2010 ART was received by approximately 18% of HIV-
infected persons (in Lithuania, the figure was 27%) [Havlir et al., 2012, World Health Organization 
(2), 2011], while in Estonia, which belongs to the group of countries having high income, ART 
coverage was 34% (2008 data) (Laisaar et al., 2011). Citing absolute numbers: as at 1 January 
2012, of the 5189 HIV-infected persons recorded in the country the Infectology Center of Latvia 
had recorded 3571 persons (of whom 549 had died), and 556 individuals received ART (RECUH 
LIC, 2012). 

Although a considerable reduction in the cost of medications has been achieved since the changes 
introduced in 2010 to provide ART in Latvia (ART drugs were included in the list of reimbursable 
medications); the average cost of ART per patient is still high (in 2011 it was LVL 4997 [LR MoH 
National Health Service, 2012], compared to 2008 when it was LVL 9265 (Laukamm-Josten et al., 
2011). Because of the high cost, therapy for asymptomatic patients in Latvia is still  initiated at a 
CD4 cell count of 200 cells/ μl in place of the 350 cells recommended  by international experts 
(World Health Organization, 2010). 

Additionally, the high AIDS incidence and mortality rates have been associated with patient non-
compliance. Many of Latvia's HIV-infected population are IDUs, and it is generally believed that 
this subpopulation is less compliant in comparison with other HIV-infected groups of individuals. 
However, such a statement is ambiguous. For example, the meta-analysis of studies conducted in 
2010 (Malta, 2010) suggest that compliance among IDUs is similar to that of other subpopulations, 
especially when other compliance-promoting measures are provided in parallel to ART (for 
example, methadone treatment) (Karnite et al., 2012c). Currently there are no such combined care 
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("one point care") services available in this country (Centre for Disease Prevention and Control of 
Latvia, 2012). 

Similarly, the high mortality rate can be attributed to the late diagnosis of HIV infection. As shown 
by the ECDC estimates, in Latvia about one third (33.1%) of diagnosed HIV cases may be 
classified as late (i.e. CD4 cell count at diagnosis of less than 200 / μl) [ECDC, 2010]. Such data 
are in the context of an ever-decreasing number of HIV tests in this country, as described in the 
section of the Report on the number of drug-related infections.  

In relation to the treatment of viral hepatitis C, as mentioned in last year's Report, in 2009 the rate 
of compensation payable by the state in respect of State-compensable medication was reduced 
from 75% to 50%. However in January 2011, amendments were made to Cabinet Regulation No. 
899 Arrangements for Reimbursing the Purchase Costs of Drugs and Medical Equipment for 
Outpatient Treatment, which provided that the cost of medicines to the needy was to be fully 
covered by the State. Conversely, if the person's income even slightly exceeded the statutory 
amount of income by which the person may be defined as "poor", co-financing was to be fully 
borne by the patient themselves. Because of this inequitable situation, the 75% compensation rate 
payable by the State was restored in the period March 2011-December 2011 (Cabinet of Ministers 
(3), 2012; Association Apvienība HIV.LV, 2011). ECDC experts admitted that even such a co-
payment of around 25% per month may total more than LVL 200, which is a disproportionately high 
sum for the majority of HCV patients (especially IDUs) (ECDC, 2011). 

In relation to tuberculosis treatment there have been no specific organizational changes in Latvia in 
2011 (except for the above-mentioned institutional reorganization). Worth noting as positive is the 
fact that in 2011, Latvia has started participation in the section of the report Studies of drug-related 
infections in 2011, in the previously mentioned European Commission project Empowering Civil 
Society And Public Health System To Fight Tuberculosis Epidemic Among Vulnerable Groups  
(TUBIDU). During the reporting year only project planning took place, but in 2012 training is to 
begin on TB issues for professionals working with IDUs (including staff of HIV prevention points). 
Also in 2012, as part of a proposed quantitative study a survey of IDUs will be conducted regarding 
the obstacles they encounter in tests to diagnose TB. These issues will be dealt with in next year's 
report. 

In terms of health care in prisons, there have been significant improvements in 2011. Specifically, 
changes have been made to legislation, to provide that as from 2012 a prison physician has been 
delegated similar rights to those of a family physician outside the prison system. In particular, a 
prison doctor will have the right, where indicated, to write referrals for prisoners to specialists. The 
State fee component payable from the budget will be met by the Ministry of Justice. Thus 
prisoners' access to secondary health care services is expected to improve. Similarly, the prison 
doctor will be enitled to prescribe medications reimbursable by the State. In this case also the 
Ministry of Justice will meet the patient's State co-payments. We can therefore say that the health 
care of prisoners is approaching that received by persons outside the prison system. 
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8. Social correlates and social reintegration 

Social exclusion is a multi-dimensional issue that can affect various population groups and 
includes dimensions such as employment, educational level, income, access to social and health 
services, violence, substance abuse, family status and environment, etc. Furthermore, it is one 
dimension that can serve as the basis for the existence of other negative factors. For example, a 
drug user can be socially ostracized because of substance abuse as well as the fact that he/she is 
not working, and vice versa - the person is unemployed because they are a drug user. This is why 
it is especially important to be aware of the nature of social exclusion as a multi-dimensional 
problem and its likely dimensions and consequences. 

There is a lack of serious study of social exclusion in Latvia. Existing studies were conducted long 
ago and focused on studying poverty as a risk factor for social exclusion. There are practically no 
studies which include drug users as a potentially socially excluded group. Data compiled from 
cohort studies have been analysed in chapters of previous National Reports, as well as routine 
data from the Drug Patients Register and - last year - an evaluation of data obtained in a study of 
the pharmacological treatment of opioid dependence in Latvia. As no new data from the cohort 
study are available this year, analysis will only be undertaken for routine data as well as data from 
the 2010 study, The influence of risk and protective factors on the use of addictive substances 
among young people (Koroļeva et al., 2010) together with some analysis of data from the GPS 
study (Sniķere et al., 2012). 

The issue of reintegration of drug users continues to remain "serious". Vacancies in the national 
rehabilitation facilities are limited and the question of what happens to a patient after completion of 
a course of rehabilitation remains unresolved. 

8.1. Social exclusion and drug use 

2011 data from the Drug Patients Register show that for first-time treated patients during 2010 and 
2011, no significant changes have occurred regarding employment. The jobless rate remains high 
(see Table 8.1. below). 

Table 8.1. Employment status of first-time treated patients in 2010 and 2011 (absolute numbers) 

Year /employment status  2010 2011 

Regular work 52 81 

Pupil/student 110 138 

Financially inactive
50

 15 26 

Unemployed  112 122 

Other 134 128 

Unknown  32 50 

Total 455 545 

Source: Centre for Disease Prevention and Control of Latvia, 2012.  

Among first-time treated patients (n = 455) in 2010 were 351 men, 104 women, while in 2011 (n = 
545) 427 were men and 118 women. A relatively large number of persons indicated other types of 
occupation: respectively 134 and 128 first-time treated patients. Most of these patients have no 
definite occupation, or perhaps their activities are unlawful, leading to the option "other" being 
specified. 

Of all patients treated in 2010 (n = 1738) only 195 patients had a regular job; in 2011 (n = 2010) 
275 patients had a regular job. Similarly, 256 patients in 2010 indicated that they were unemployed 
while 331 patients did so in 2011. A large number of patients treated in 2010 and 2011 indicated 

                                                 
50

 pensioners, home duties, disabled persons. 
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their type of employment as "other" - 763 and 807 respectively. If we assume that some of these 
patients have no particular occupation, the actual number of unemployed is much higher. 

Also, the level of education for first-time patients (as well as that of all treated patients) is lower 
than average. For example, of newly registered patients in 2010 (n = 455) 80 patients have never 
been to school or have not completed elementary education; likewise in 2011 (n = 545), 71 
patients. Elementary education had been completed by 169 and 190 patients respectively, 
secondary education by 140 and 143 patients, but only 3 patients had completed higher (tertiary) in 
2010 and 8 patients had done so in 2011. The educational level was unknown for 90 patients in 
2010 and 133 patients in 2011. 

A similar distribution is observable among all treated patients, i.e., most have not acquired an 
elementary education/ have not attended school or have only completed elementary education (in 
2010, there were 1073 such patients while in 2011 there were 1148). These data suggest that a 
high percentage of drug users are unemployed with a lower overall level of education than society 
in general, which also contributes to their social exclusion. 

Another dimension of social exclusion is the family situation or condition (Percy – Smith, 2000). At 
its very core is the governing family relationship, namely, if the relationship is good, full of love and 
harmony, there is less risk of social exclusion. The same applies to relationships in other 
environments such as at school, work, or among friends. The significance of relationships to drug 
use and possible social exclusion is also shown in the findings of the  GPS study (Sniķere et al., 
2012). For example, 53% of respondents said they used drugs when they encountered problems in 
the family, at school or at work, while in 29% did so when problems arise with their friends.51 The 
drugs most commonly used when such problem situations were encountered were hallucinogens, 
respectively, 17% and 10%. The fact that the support of friends is important to any person is 
demonstrated by the results obtained regarding situations in which drugs are used, i.e. 76% used 
drugs in the company of friends, and furthermore 62% of respondents admitted their family knew 
nothing of their use of prohibited substances. 

The 2010 study The influence of risk and protective factors on the use of addictive substances 
among young people (Koroļeva et al., 2010) surveyed a total of 2930 school pupils aged 15-16 
years in Riga. 

The study analysed the possible risks of trying and using drugs as well as potential protective 
factors for inhibiting drug use. The data shows that important links exist between various 
circumstances. 

8.2. Social reintegration 

In Latvia social reintegration of drug users operates at a relatively low level, which is not conducive 
to reducing the social exclusion of these persons and opportunities for returning to normal and 
functioning in society. 

The issues concerning social reintegration are the responsibility of the Latvian Republic Ministry of 
Welfare, where strong parallels are actually drawn between social reintegration and rehabilitation, 
which society as a whole regards as one of the components of reintegration. The Ministry of 
Welfare is responsible for providing social rehabilitation services to children and adults addicted to 
psychoactive substances. In Latvia, legislation has been developed and operates governing 
arrangements for receiving rehabilitation services, namely Cabinet Regulation No. 914 of 11 June 
2006: Procedures by Which Persons Addicted to Psychoactive Substances Receive Social 
Rehabilitation Services. 

The said arrangements provide that drug-dependent children shall be entitled to state-funded 
rehabilitation services after completion of a full treatment and motivational course at a treatment 
centre or after completing a course of treatment prescribed by an addiction specialist. The course 
of social rehabilitation for a child is relevantly of three, six, twelve or eighteen months' duration. 
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 14.3% of the Latvian population has tried some form of drug during their lifetime (Sniķere et al., 2012). 
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The services can be obtained repeatedly, and may also be received after the child has attained the 
age of 18 provided no more than six months remains to course completion  

In 2011 only two facilities were operating with the right to provide rehabilitation services for 
dependent children -  Straupe Adolescent Addiction Hospital Saulrīti and the Rehabilitation Centre  
Dzīves enerģija (closed as from 1 January 2012)  

With regard to adult persons, the Regulation stipulates that drug users are entitled to state-funded 
social rehabilitation services after receiving a full course of treatment. The services may be 
received repeatedly, but not more frequently than once every two years. Social rehabilitation 
services may be received by adult persons for up to 12 months. 

In 2011 only two state institutions were authorised to provide rehabilitation services to adult 
persons: the VSIA Hospital Ģintermuiža and Riga Psychiatry and Addiction Centre. 

It should be noted that the above child and adult social rehabilitation institutions are State 
institutions, but besides these, there are also a variety of non-governmental organizations engaged 
in activities e.g. in the form of an established commune. Overall, information is held regarding nine 
such non-governmental organizations that deal with addiction treatment, and in fact - social 
reintegration in its different forms and meanings (for more information see Chapter 11) 

If we assume that the three pillars of social reintegration are: housing, education and employment 
(EMCDDA, 2004), we can say that at the Latvian national level, these functions are provided, even 
though they are incomplete and insufficient. Social rehabilitation services should be an automatic 
entitlement for all persons who have completed a full course of treatment and are prepared to 
continue reintegration; however, the current bureaucratic procedure is cumbersome and joining 
rehabilitation "requires" the expenditure of a certain amount of time and preparation of 
documentation. 

Housing, education and employment 

As previously mentioned, Riga offers eight shelters, three of which provide social rehabilitation (two 
for men, one for women), and so-called soup kitchens are available. 

There are no specific employment or educational programs to help people with addiction problems 
reintegrate into society, however, various opportunities are offered nationally for people who have 
been unemployed for some time. For example, the State Employment Agency offers a special 
program of work "Events for certain groups of people." The program aims to offer the unemployed 
work in jobs co-financed by the State, to help understand the labour market, and to facilitate the 
inclusion of unemployed people into society and settling into permanent work. The Agency 
organizes events for target groups such as unemployed: persons who during the preceding six 
months have not been in regular paid employment (persons who have registered with the Agency 
and acquired the status of unemployed for at least six months), persons who have not received 
general secondary education or professional qualifications, persons aged over 50, persons who 
are single adults with one or more dependents, persons belonging to ethnic minorities, and who 
need to strengthen their linguistic abilities, vocational training or work experience to enhance their 
chances of obtaining a permanent job, persons who have been unemployed 24 months, and 
persons with disabilities. The duration of any single target group of unemployed persons 
involvement in the event, including annual paid leave, is 12 months (State Employment Agency, 
2012). 

There is also an opportunity to engage in paid community service. If an unemployed person is 
registered as unemployed for at least six months, he can inform his local branch of the State 
Employment Agency of the intention to participate in this activity. The unemployed person may be 
employed consecutively or intermittently for no longer than four months in a 12 month period. The 
unemployed person may be reengaged in this program repeatedly. (State Employment Agency, 
2012). These temporary jobs replaced the previous program, in which the person could have been 
employed for six months, receiving a monthly grant of LVL 100.52 

                                                 
52

 The so-called "Simtlatnieku" ("100 LAT people") program has operated in Latvia since 2009. A person in the current 
program "Paid Temporary Work" is paid LVL 110 per month. 
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Projects  

In 2011 the non-governmental organization, the Latvian Family Planning and Sexual Health 
Association Papardes zieds launched the project "3D: Think! Do! Live!" funded by the Swiss 
Confederation under the Latvia - Swiss Cooperation Programme. The overall project objective is to 
facilitate the life-skills of disadvantaged children and young people in reproductive health and 
rights.  

Project sub-Objectives: 

 educate Latvian boarding school, night school and other school students aged 13-20 years on 
sexuality, reproductive health and rights issues, to reduce risky and irresponsible behaviour; 

 educate school teachers at these institutions and social workers about sexuality, reproductive 
health and rights issues, in order to a ensure long-term and systematic approach to dealing 
with the needs of disadvantaged children and young people; 

 involving children and young people at risk of social exclusion in health promotion activities 
implemented by non-governmental organizations to their peers, developing their civic 
participation skills, positive self-esteem and offering opportunities for usefully spending leisure 
time; 

 reducing the public's negative stereotypes of young people at risk of social exclusion. 

The project target group - a total of 1530 children and young people who have problems in 
acquiring elementary and/or secondary education, as well as children and young people who have 
not completed elementary or secondary education, or who have acquired it but have no report or 
certificate, as well as 1000 orphaned children, children left with no parental care and youths after 
the expiry of foster care and 80 teachers who work with children in the at-risk groups. 

The project is being implemented in Cesis, Riga and other Latvian cities and has a total duration of 
18 months (from May 2011 to October 2012) (Papardes zieds, 2012). 

Children who are socially excluded within other categories (e.g., education, marital status, etc.) are 
frequently more prone to the risk of commencing substance abuse, so such projects are 
considered as positive examples of reducing social exclusion or reducing its risks. 
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9. Drug-related crime, prevention of drug related crime and, 
prison 

9.1. Drug-related Crime 

Drug law offences 

Penalties for drug use are governed by the Latvian Administrative Violations Code (LAVC) and the 
Criminal Law (CL). Pursuant to the LAVC, penalties are provided for drug acquisition or storage of 
small quantities without intent to sell and drug use without a doctor's prescription, as well as driving 
a vehicle under the influence of drugs or other substances. The Criminal Law provides penalties for 
repeated use of drugs within a one year period, as well as the most serious crimes associated with 
drug trafficking.  

Information describing a criminal offence (location, time, motive, level of intoxication or by what 
drug the offender was affected when the offence was committed) was stored until the beginning of 
2011 in the Criminal Offences Register, a subsystem of the Ministry of the Interior integrated 
information system. From 1 January 2011, this information is stored in the Criminal Proceedings 
Information System. Information on the penalties imposed on persons is accumulated in the 
subsystem Persons who have committed Criminal Offences.  

Administrative offences 

Administrative violations53 include the unauthorized acquisition of drugs, psychotropic substances 
and precursors in small quantities, their first-time use without a physician's prescription, violations 
concerning the manufacture, production or distribution of drugs, psychotropic substances and 
precursors,54 as well as the illicit sowing or cultivation of drug-containing plants. If a person is 
penalised more than once in any year for the same violation, criminal liability applies. In 2011, 
3271 administrative protocols were issued for violations of the relevant sections of the LAVC, 
compared to 2878 in 2010. (See Table 9.1.) 

Table 9.1. Protocols issued pursuant LAVC, in absolute numbers 

LAVC Section 2009 2010 2011 

46.1 (Par.2) 2654 2854 3255 

46¹ (Par.1) 14 24 13 

103
2
 - - 3 

Total 2668 2878 3271 

Source: Ministry of the Interior Information Centre 2012. 

The penalties most frequently imposed in 2011 for violation of Section 46.1, Paragraph two 
(storage of small quantity without intent to sell) include a fine (imposed on 2888 occasions), 
administrative arrest (89 occasions), while in individual cases a warning is given (8 cases), or 
community service (2 cases). A fine was imposed on 12 occasions and one administrative arrest 
was made for violations of Section 4611. in 2011. 

                                                 
53   Administrative Violations Code (LAVC) Section 46¹. Illegal Acquisition or storage in a small amount of narcotic and psychotropic 

substances and medicinal products, as well as substances, which may be used for the illegal production of narcotic and psychotropic 

substances (Precursors), or the use of narcotic and psychotropic substances without prescription by a doctor.  LAVC Section 103.
2
 

Unauthorised sowing and growing of plants containing narcotic substances. 
54

  The amounts which are regarded as "small" in relation to drugs and psychotropic substances in unlawful circulation, and 

medicinalproducts as well as substances which may be used for the illegal production of narcotic and psychotropic substances 

(Precursors) are stipulated in the Law Arrangements for the coming into effect and application of the Criminal Law, Annex 2.  
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 For breaches of LAVC Section 1032 (unauthorised planting or cultivation of plants containing 
drugs) a fine was imposed on three occasions. 

The majority of those punished administratively for violations concerning the illegal circulation of 
drugs are males (84.7%), aged between 21-30 years (52.3% of all males) - cf. Table 9.2. 

Table 9.2. Number of persons penalised administratively, distribution by age and gender, 2011 

 15-17 18-20 21-30 31-40 41-50 50 and over Total 

Men 65 208 1264 733 133 15 2418 

Women 14 31 279 192 11 1 528 

Total: 79 239 1543 835 144 16 2856 

Source: State Police, 2012 

Criminal liability 

Drug use is referable to the Criminal Law Section 2532 (Paragraph one) and this section is applied 
if a person re-offends within the period of one year. The production, storage, transporting or 
conveyance of drugs without intent to sell is referable to the Criminal Law Section 253.55  

The penalty for unauthorised manufacture, acquisition, storage, transportation and conveyance of 
narcotic and psychotropic substances for the purpose of sale, and their sale, is provided by CL 
Section 2531; unauthorised sowing and cultivating of plants containing narcotic substances (if 
repeated within a one-year period, or in large areas) by CL Section 256; contraband by CL Section 
190; and sale of narcotic and psychotropic substances in small amounts: CL Section 2532 (Par. 
2).56 

Various other offences associated with the circulation of drugs are referable to the Criminal Law 
e.g. Section 249: the Production, acquisition, storage, registration, dispensation, transportation and 
conveyance of narcotic and psychotropic substances; Section 250 on the unauthorised 
dispensation of drugs; Section 251 on Inducement to use narcotic and psychotropic substances; 
Section 252 on administering a drug against a person's will; Section 255 on the Manufacture, 
acquisition, storage, transportation, conveyance and sale of equipment and substances 
(precursors) intended for unauthorised manufacture of narcotic and psychotropic substances; 
Section 26257 on Operating a vehicle while under the influence of alcoholic beverages or narcotic, 
psychotropic and other intoxicating 

substances if the offence is repeated within a one-year period or if a driver's licence is not held, 
and Section 309. (Par. 3) providing of narcotic or psychotropic substances, explosive substances, 
weapons or ammunition to, or receiving of such from, persons who are confined in places where 
they are held under arrest, in pre-trial detention or imprisonment.58 

                                                 
55

 CL Section 253
2
 (Par.1) "... Unauthorised manufacture, acquisition, storage, and sale of narcotic and psychotropic substances in 

small amounts and use of narcotic and psychotropic substances without a physician‟ s prescription, if committed again within the 
period of one year...". CL Section 253. "Unauthorised manufacture, acquisition, storage, transportation and conveyance of narcotic 
and psychotropic substances...".  

56
 CL Section 190.

1
. Movement of goods and substances the circulation of which is prohibited or specially regulated across the state 

border of the Republic of Latvia. CL Section 253.
1
. Unauthorised manufacture, acquisition, storage, transportation and conveyance of 

narcotic and psychotropic substances for the purpose of sale and unauthorised sale. CL Section 253.
2
.(2) Sale of narcotic and 

psychotropic substances in small amounts. CL Section 256. Unauthorised sowing and growing of plants containing narcotic 
substances.  

57 
The disposition of Section 262. ("Operating a vehicle while under the influence of alcohol or narcotic, psychotropic, toxic or other 
intoxicating substances") does not allow stipulation as to whether the person was intoxicated by drugs or alcohol so an offence only 
qualifies for inclusion in this Report under Section 262 if it simultaneously qualifies for inclusion under other provisions of the CL 
associated with the illegal circulation of drugs.  

58
 CL Section 249. Violation of provisions regarding the production, acquisition,storage, registration, dispensation, transportation and 
conveyance of narcotic and psychotropic substances. CL Section 250. Unauthorised dispensation of narcotic and psychotropic 
substances. CL Section 252. Administering of narcotic and psychotropic substances against a person’s will. CL Section 251. 
Inducement to use narcotic and psychotropic substances. CL Section 255. Manufacture, acquisition, storage, transportation, 
conveyance and sale of equipment and substances (precursors) intended for unauthorised manufacture of narcotic and psychotropic 
substances. CL Section 309. Unlawful providing of substances and objects to persons who are confined in places of detention and 
imprisonment, and unlawful receiving of substances and objects from such persons.  
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According to data from the Ministry of the Interior Information Centre a total of 2111 criminal 
offences59 were recorded in 2011 related to the illegal circulation of drugs, which is 4.7% of all 
criminal offences recorded nationally (total nationally was 45 285 criminal offences). A similar ratio 
of criminal offences prevailed in 2010. 

According to data60 from the Ministry of the Interior Information Centre, slightly more than 39% of 
all registered criminal offences for illegal circulation of drugs are related to drug use or possession 
of a small amount of drugs.  Around 24% were attributable to possession of drugs without intent to 
sell, while slightly more than 23% were for manufacture, acquisition or production, storage, 
conveyance or transmission of drugs with intent to sell, or for unauthorised sale (See Table. 9.3.). 
There was a slight decrease in the number of criminal offences related to unauthorised production, 
acquisition, conveyance or transmission of drugs in small quantities without intent to sell. There is 
a significant reduction (approximately 20%) in the number of criminal offences related to repeated 
use without medical prescription within a one-year period; according to State Police data the 
violation rate is dependent on the intensity of preventive work carried out. The number of 
registered criminal offences associated with drug trafficking (2.1%) and contraband (22.8%) has 
decreased.  

Table 9.3. Number of criminal offences registered 

Year 

Use and 
possession 

Drug trafficking/production or 
contraband 

Other offences 

Total 

253. 
253.² 

(Par.1) 190.¹ 253.¹ 
253.² 

(Par.2) 256. 250. 255. 
309. 

(Par.3) 

2010 518 1025 158 496 24 1 24 3 155 2419 

2011 499 819 122 483 26 2 0 4 140 2095 

Source: Ministry of the Interior Information Centre 2011, 2012. 

Most commonly, criminal offences are associated with the circulation of cannabis, 
methamphetamine and heroin (see Table 3.3.). In general, there has been an increase in criminal 
offences since 2007 associated with the illegal circulation of cannabis and methamphetamine.61 

Table 9.4.  Criminal offences, by drugs, 2009, 2010 and 2011 

 
Use and possession Drug trafficking/production or contraband 

2009 2010 2011 2009 2010 2011 

Cannabis 111 94 151 237 252 264 

Amphetamine 30 9 12 38 12 15 

Methamphetamine 177 271 299 214 234 302 

Heroin 166 174 166 161 128 127 

Cocaine 27 4 17 25 24 14 

Source: Ministry of the Interior Information Centre, 2012; State Police, 2012 

In 2011 1410 persons were charged with criminal offending, of whom 83% were men, and 17% 
were women. Slightly more than half the accused (51%) were in the age group 25-34 years, and 
24% were in the 18-24 year age group. A total of 12 persons were accused who were less than 18 
years of age. The majority of registered criminal offences (44%) were associated with unauthorised 
preparation of drugs, or their acquisition, storage in small quantities without intent to sell, or using 
without a physician's prescription where the offence is repeated within a one-year period. A total of 
390 persons (26%) was charged with selling drugs. (See Table 9.5.). 

 

                                                 
59

 including in accordance with CL Sections 249, 251, 255 and 262 in those cases where the criminal offence qualifies not only under 
Section 262, but also other CL Sections in relation to the illegal circulation of drugs. 

60
 Note that fundamental differences exist between statistical data from the Ministry of Interior Information Centre 

(http://www.ic.iem.gov.lv/node/109) and the State Police Central Criminal Police Department report: Report on the illegal circulation of 

drugs and psychotropic substances and criminal offences recorded in Latvia for 2011.  
61

 See also ST11_2012_LV_01 

http://www.ic.iem.gov.lv/node/109
https://fonte.emcdda.europa.eu/fonte/validations/view/view.do?reportId=ST11_2012_LV_01
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Table 9.5. Number of accused persons,  distribution by age and gender and Criminal Law Section, 
201162 

 

Use and possession 
Trafficking, manufacture or 

contraband of drugs 
Other offences 

Total 

253. 253² (Par. 1) 190.¹ 253.¹ 
253.² 

(Par. 2) 
256. 250. 252. 

309. 
(Par. 3) 

Men 310 543 9 270 11 8 1  13 1174 

Women 57 81 2 84 1   1 8 236 

15-17 3 5  4      12 

18-24 101 122 1 71 6    1 302 

25-34 148 332 5 131 4 3   10 638 

35-44 57 91 3 74  1   4 232 

45-54 13 6  30  1 1  2 56 

55 and 
over 

   3 1    1 6 

Total: 367 624 11 354 12 8 1 1 21 1410 

Source: Ministry of the Interior Information Centre, 2012 

For offences involving the illegal circulation of drugs a person is generally likely to be punished by 
imprisonment (56%) or with a suspended sentence (31%). Enforced labour (community service) is 
imposed much more rarely (12%) as are fines (0.7%). Cases were finalised in respect of 36 
persons. (See Table 9.6 and Table 9.7).  

Table 9.6. Convicted* persons, distribution by Criminal Law section, 201163 

Criminal Law 
section 

Use and possession 
Trafficking, manufacture or 

contraband of drugs 
Other offences 

Total 

253. 253² (Par. 1) 190.¹ 253.¹ 
253.² 

(Par. 2) 
256. 250. 252. 

309. 
(Par. 3) 

Deprivation of liberty 
(Total) 

350 437 20 217 15   1 36 923 

Including deprivation 
of liberty suspended 

for period (Total) 
177 78 15 86 14    12 329 

Enforced labour 
(community service) 

(Total) 
3 121 1  1     124 

Fine 1 1 5 3      7 

Coercive measures 
of a medical nature 

5         5 

Source: Ministry of the Interior Information Centre, 2012 

                                                 
   …"An accused person shall be a person who is held criminally liable, with a decision of a person directing the proceedings, regarding 

the committing of a criminal offence, and against whom initiated criminal proceedings have not been terminated, and who has not been 

acquitted or found guilty with a court judgment that has entered into effect." (Criminal Procedure Law Section 69, Paragraph one). 
62

   The total by gender and age may not coincide with the total number of persons charged, because a person's age or gender may not 

be indicated on the information system. 
63

  Statistical information on convicted persons in the distribution by Sections of the Criminal Law may differ from the total number of 
convicted persons, as the same person may have been convicted under several Sections of the Criminal Law. 
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Table 9.7. Distribution of accused persons by Section of Criminal Law, penalty imposed and decision 
as to finalising case or acquittal, 2011.gadā64 

Criminal Law 
section 

Use and possession 
Trafficking, manufacture or 

contraband of drugs 
Other offences 

Total 

253. 253² (Par. 1) 190.¹ 253.¹ 
253.² 

(Par. 2) 
256. 250. 252. 

309. 
(Par. 3) 

Cases finalised 3 10  6     1 19 

Finalised 
conditionally 

14 3        17 

Source: Ministry of the Interior Information Centre 2012. 

Operating a vehicle under the influence of drugs, alcohol or other substances  

In 2011 a total of 174 protocols were issued pursuant to LAVC Section 14915.5 and LAVC Section 
14915.7. for operating a vehicle while under the influence of drugs (see Table 3.7).65  If the same 
offence is committed again within the period of one year it attracts criminal liability pursuant to 
Section 262 of the Criminal Law. Relevantly, there were 4 such cases registered in 2011. 

173 persons were penalised for administrative violations. Administrative arrest was imposed 
against 165 persons, 174 were fined, and 169 were disqualified from holding a driver's licence 
(See Table 9.8). 

Table 9.8. Persons dealt with in accordance with the Latvian Administrative Violations Code (LAVC), 
2011 

LAVC section Number of protocols issued Fined administratively 

149
15

.5 104 104 

149
15

.7 70 69 

Total 174 173 

Source: Ministry of the Interior Information Centre, 2012 

Table 9.9. Details of administrative penalties for operating a vehicle while affected by drugs, 2011 

Administrative penalty Section 149
15

.5 Section 149
15

.7 

Administrative arrest 101 64 

Warning 0 0 

Fine 104 70 

Prohibited from obtaining licence to operate recreational vessel 20 2 

Prohibited from obtaining driver's license 1 4 

Disqualified from holding a licence to operate recreational vessel 3 0 

Disqualified from holding driver's license 102 64 

Source: Ministry of the Interior Information Centre, 2012 

Other drug related crime 

Juvenile offenders 

For the most part juvenile drug users have a direct association with breaches of law as the 
acquisition of drugs requires financial resources that juvenile persons do not usually have. Once 
the acquisition of drugs is beyond their means, the juvenile person will frequently embark on the 
path of crime. 

                                                 
64

  Statistical information on accused persons in the distribution by Sections of the Criminal Law may differ from the total number of 
convicted persons, as the same person may have been charged under several Sections of the Criminal Law. 
65

 149
15

.5.d. Driving a vehicle or instructing to drive a vehicle, under the influence of a narcotic, psychotropic, toxic or other intoxicating 
substance. 149

15
.7.d.  In the case of the use of an alcoholic beverage, narcotic or other intoxicating substances after a traffic accident, 

or after the vehicle is stopped at the request of a police officer, border guard (at or near the State border) until a test that establishes the 
concentration of alcohol in the blood or determines the influence of narcotic or other intoxicating substances or until release from such a 
test in accordance with stipulated procedure.  
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In 2011 the number of crimes committed by juveniles has increased compared with 2010; i.e. 907 
cases compared to 795 cases in 2010 (12.3% increase). The number of juvenile offenders reached 
1270 (22.2% increase compared to 2010). The ratio of juvenile offenders to total offenders is 8.9%. 

Juvenile crime statistics may be analysed having regard to the following factors: 

 juveniles for the most part commit theft and robbery (for example, the proportion of thefts of the 
total number of criminal offences committed by juveniles in 2010 is around 65%) i.e. offences of 
moderate severity, and it is precisely those crimes which remain unsolved while the attention of 
law enforcement agencies (particularly during conditions of economic crisis) is focused on 
solving major crimes. There tend to be cases where members of the public who have been 
robbed by juveniles do not even turn to the police, being of the opinion that the property stolen 
was not sufficiently valuable; 

 deficiencies in data recording e.g. it is not mandatory to enter a notation on the information 
system as to whether a crime has been committed under intoxication, and for this reason such a 
notation is often not entered.  

In 2011 juveniles committed five offences (11 in 2010) in relation to the unauthorised acquisition, 
storage or sale in small quantities of narcotic or psychotropic substances, and use of narcotic or 
psychotropic substances without a physician’s prescription (Criminal Law Section 253.2) and 41 
offences (25 in 2010) in relation to operating a vehicle while under the influence of alcohol or 
narcotic, psychotropic, toxic or other intoxicating substances (Criminal Law Section 262). 

In 2011 juveniles committed 120 violations (85 in 2010) of Section 46 of the LAVC:  

"Illegal acquisition or storage in a small amount of narcotic and psychotropic substances and medicinal 
products, as well as substances, which may be used for the illegal production of narcotic and psychotropic 
substances (precursors), or the use of narcotic and psychotropic substances without prescription by a 
doctor." 

Due to the transition to a new data recording system (Criminal Proceedings Information System), 
data on criminal offences committed while under the influence of drugs or psychotropic substances 
were not updated in 2011. 

Crimes committed under the influence of drugs 

The integrated Ministry of Interior information system Register of Persons Who Have Committed 
Administrative Violations subsystem, and the subsystem Register of Criminal Offences (until the 
beginning of 2011) and the Criminal Proceedings Information System) are capable of recording the 
fact that crimes have been committed by a person while intoxicated by drugs, but as that indication 
is not mandatory, it is often not done.  

Due to the transition to a new data recording system (Criminal proceedings Information System), 
data on criminal offences committed while under the influence of drugs and psychotropic 
substances was not updated in 2011. 

9.2. Interventions in the criminal justice system 

Alternatives to imprisonment 

The Criminal Law Section 59, Paragraph 4 provides that a person who has committed a crime 
because of addiction to alcohol or drugs may be exempted from penalty by a court if the person 
has agreed to be treated for alcohol or drug addiction. A penalty shall apply if during the time set 
by the court for treatment or afterwards, the person has avoided treatment. The cost of treatment 
shall be borne by the accused person.  

This penal practice is almost never applied and has only been imposed on a few occasions in 
recent years.  
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9.3. Drug use and problem drug use in prisons 

Law enforcement data 

The competence of Latvian Prison Administration officials to take action in the anti-drug field is 
primarily regulated by the Prisons Administration Law. 

In accordance with the Criminal Procedure Law,66 the Latvian Prison Administration investigates 
only those crimes committed in places of imprisonment.67 

On 1 January 2012 there were 6561 prisoners held in Latvian prisons, which is 3.23% less than on 
1 January 2011. The number of juvenile prisoners has decreased significantly (by 22.73%). The 
number of identified drug users among all prisoners is 910, i.e. about 13.9% (the proportion of 
imprisoned drug users rose by 1.2% compared with 2010). In 2011 there were 2454 addiction 
cases established in prisons (37.2% more than in 2010). 

Practical experience indicates that, most criminal cases (69%) initiated by the Latvian Prison 
Administration (i.e. in prisons), are associated with the illegal circulation of drugs. 

Of the 261 initiated criminal cases associated with the illegal circulation of drugs, 143 involved the 
supply of drugs to incarcerated persons in consignments, parcels, or mail; 81 concerned drugs 
being thrown over walls, or drugs discovered and seized in rooms, cells or prison territory during 
searches; 33 cases were for drugs being found and seized from prisoners in prison; eight involved 
the use of drugs without physician's prescription if done repeatedly within a one-year period. 

In 2011 the Latvian Prison Administration continued to cooperate with the State Police in 
operational measures aimed at reducing the throwing of illegal items over prison perimeter fences 
and in the training of new operational staff. On 6 December 2011 an interagency agreement was 
extended for two years with the State Border Guard Service "On providing assistance to the 
Latvian Prison Administration in undertaking preventive measures". 

The most common way by which drugs enter prison is via consignments (in letters or postal 
consignments) addressed to prisoners.  

A large number of cases of drugs entering prison is associated with them being thrown over the 
prison's perimeter walls or handing consignments to prisoners (hiding them in clothes, shoes, 
domestic items, hygiene items or by soaking individual articles of clothing). 

While conducting complex operational activities in collaboration with members of the State Police, 
staff from the Latvian Prison Administration Security Division apprehended several persons who 
had tried to supply prisoners with prohibited substances by throwing them over the prison 
perimeter wall. 

For the purpose of fighting the illegal circulation of drugs in prisons the following measures are 
implemented regularly:  

 planned and unplanned cell searches,  

 parcel checks,  

 checks of postal consignments,  

 territory searches, (drugs provided to prisoners by throwing over prison perimeter wall), 

 visitor checks 

In 2011 there were 1789 drug addiction cases recorded in Latvian prisons (of those 1189 were 
opiate addicts and 1265 were intravenous drug users). It should be noted that under existing law, 
convicted persons seeking treatment for drug addiction may start a self-funded course of 

                                                 
66

 The Republic of Latvia Criminal Procedure Law, Section 387, Paragraph five "Institutional Jurisdiction":  
          "… (5) Officials authorised by the Latvian Prison Administration shall investigate criminal offences committed by detained or 

convicted persons, or by employees of the Latvian Prison Administration in places of imprisonment." 
67

   e.g. in a case where drugs are thrown over a prison perimeter wall, jurisdiction for investigating the offence shall lie with the State 
Police as the offence was actually committed outside the place of imprisonment. 
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treatment, because such treatment can only be provided by a certified addiction specialist and not 
available as part of the medical care provided by the Prison Administration. 

In 2011 there were approximately 285.78 g (19%) and 1246 tablets (41.2%) less drugs and 
psychotropic substances seized than in 2010. 

One of the main measures of the effectiveness of the Prison Administration's performance is the 
quantity of drugs seized (actually – the quantity of substances in the possession of prisoners). 

Analysing the statistical data, it is evident that the drugs most often seized in prisons are: 

 substances or tablets containing clonazepam  

 methamphetamines, 

 dried marijuana,  

 substances and tablets containing trihexyphenidyl, 

 heroin. 

In comparison with 2010 there was a considerable reduction in the quantity of substances and 
tablets seized containing amphetamine, methamphetamine and clonazepam, but there was an 
increase in the quantity of hashish, marijuana and trihexyphenidyl tablets seized. In 2011 there 
was a significant increase in the quantity seized of substances containing 
cyclobarbital/diazepam/clonazepam/nitrazepam. 

Various preventive measures were taken in 2011 which included lectures and informative 
campaigns for prisoners, and events of a religious nature. 

Prisoners were involved in various resocialisation programs; (1279 prisoners were involved in the 
programs, of whom 1042 completed them). 

It must be noted that in late 2011, as part of developing cooperation between the Ministry of 
Interior Information Centre, the Latvian Prison Administration, and the Centre of Health Economics 
(now the Centre for Disease Prevention and Control), a study was commenced to evaluate the 
effectiveness of drug addiction reduction programs (i.e. comparing whether persons who 
participate in the relevant programmes resume the use of drugs after completing the programme in 
prison or upon release from prison; producing statistics on breaches of the law committed by these 
persons (after release from prison) and intoxicated by drugs or with the intent of obtaining drugs). 
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Table 9.10. Drugs seized by the Latvian Prison Administration in 2011 

substance 
2010 2011 

Grams Tablets Grams Tablets 

1 - (4-chlorophenyl) piperazine-containing substance / tablets 1.8126       

1 - (3-chlorophenyl) piperazine-containing substance / tablets 6.277 12     

1 - (3-chlorophenyl) piperazine (mCPP)-containing substance / 
tablets 

2.6723       

amphetamine 16.9781   2.4291   

Amphetamine /methamphetamine containing substance 7.79       

Amphetamine / methamphetamine / cocaine-containing substance  2.6721       

Buprenorphine-containing substance / tablets 0.1973 2   1 

Buprenorphine / Phenazepam -containing substance 0.0745       

Cycladol / diazepam tablet containing   14   15 

Cyclobarbital / diazepam-containing substance / tablets 0.2845 37     

Cyclobarbital / diazepam / clonazepam / 

nitrazepam containing substance 
    185.0548   

Partly Acetylated opium     0.5776   

Diazepam-containing substance / tablets 70.238 5   54 

Phenazepam-containing substance / tablets 0.6075 299 0.7202 32 

Phenobarbital-containing substance / tablets 0.0124 3     

Fentanyl / Fentanyl-containing substance 0.1043   0.0272   

Hashish 8.673   34.5701   

Heroin 26.0962   16.2374   

Heroin / methamphetamine-containing substance     0.6354   

Raw opium     0.1913   

JWH-018-containing plant mass/blend 5.9389   5.9185   

JWH-018/081-containing plant mass 0.4485       

JWH-073-containing plant mass 12.2302       

JWH-250-containing plant mass/blend 5.4814   0.1475   

Clonazepam-containing substance / tablets 488.2728 2463 338.1999 1574 

Clonazepam/oxazepam substance 6.1553       

Codeine-containing substance     0.4299   

Marijuana (dried) 3.5214       

Marijuana dried plants containing a mixture of JWH 018 180.8851   210.3116   

MDPV/3-Fluoromethcathinone     8.9845   

Mephedrone containing substance     0.7611   

Methamphetamine 0.4712       

Marijuana (dried) 591.946   398.5739   

Methylenedioxypyrovalerone (MDPV)     13.7365   

Morphine containing tablet    36     

Nitrazepam containing substance / tablet 0.075 39     

Oxazepam  containing tablet    90     

Opium from plant extracts 1.3209       

Trihexyphenidyl - containing substance / tablets 62.0527 25   103 

  1503.2892 3025
68

 1217.5065
69

 1779 

Source: Information compiled January 2011 by the LR Ministry of Justice Prison Administration (from State Police Central Criminal 
Police Department data) and the Ministry of Justice Prison Administration publication Peculiarities in the Circulation of Drugs and 
Psychotropic Substances in Prisons during 2011 

 

                                                 
68

 LR Ministry of Justice Prison Administration Public Report for 2010 indicates 2995 tablets seized (p.21).  
69

 LR Ministry of Justice Prison Administration Public Report for 2011 indicates the quantity of substances seized as 1203.77 g. (p.21). 
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10. Drug Markets 

Information on the availability of drugs is primarily based on the results of two sociological studies: 
GPS (Sniķere et al., 2012) and ESPAD (Trapencieris et al., 2012). Data describing the 
mechanisms of drug importation, exportation and distribution in the country is based on information 
provided by the State Police Organised Crime Combating Board and a report on the illegal 
circulation of drugs, psychotropic substances and their precursors in Latvia in 2011. Descriptions of 
drug seizures are based on quarterly data on seizures, which contains the following information: 
name of substance, quantity seized, agency which seized the substance, place of seizure, date, 
and criminal process number. Seizure data were processed and analysed using the SPSS 
statistical data processing program. Data on drug purity were provided by the State Police Forensic 
Service Department, and on drug prices, by the State Police Central Organised Crime Combating 
Board. 

As in previous years, the most common substance in the general population is herbal cannabis, 
which has been tried during their lifetime by 12.5% of the population, followed by ecstasy (2.7%) 
and amphetamines (2.3%). It is important to note that lifetime prevalence in general population of 
“Spice” is 2.5%.(Sniķere et al., 2012). Herbal cannabis is also the most commonly used substance 
among young people, and has been tried during their lifetime by 31% of young people aged 15-16 
years (Trapencieris et al., 2012). 

The study results show that drugs have been more frequently tried by the inhabitants of Riga, i.e. 
23.7% of Riga's population have tried drugs. By comparison, 12.4% of the population of other cities 
have tried drugs. At the same time, there has been an overall decline in the number of people who 
know of a place where drugs may be purchased. 

Based on information provided by law enforcement agencies, it can generally be concluded that 
drugs enter Latvia as transit goods, i.e. a proportion of these products are forwarded on to the 
Europe, Scandinavian countries and the Russian Federation. It is observed that, as in previous 
years, there has been an increase in the smuggling of cannabis resin, with a decrease in the 
smuggling of cocaine. It is possible that the decrease in cocaine contraband is due to changes in 
the transit route or the means of transportation. A similar situation is observed in relation to 
synthetic cannabinoids as there has been a reduction in the number of cases of where substances 
were seized from consignments. 

As in previous years, the most commonly seized drug is methamphetamine, followed by seizures 
of herbal cannabis and heroin. 

The number of cannabis farms discovered has remained at the same level as last year.Two 
methadone laboratories were discovered in 2011. The methadone laboratory output was intended 
for sale in Russia. 

Unlike previous years, a reduction in drug purity was observed in 2011, as well as a reduction in 
retail prices, especially for substances such as heroin and cocaine. 

10.1. Availability and supply  

Drug availability among the population  

The results of research of drug use among the general population (Snishow that the most 
commonly used illicit drug is cannabis (herbal cannabis and cannabis resin), which have been tried 
by 12.5% of the population., The next most popular drug after cannabis is ecstasy, which has been 
tried by 2.7% of the population, followed by amphetamines (2.3%), cocaine (1.5%) and various 
opioids (1.1%). Products as “Spice” have tried 2.5% of the general population. LSD, other 
hallucinogens, and heroin are rare; they were tried by less than 1% of the population.  

The availability of drugs is shown by their usage indicators in urban and rural areas. Drug 
experimentation rates are much higher in Riga than in other cities and rural areas, i.e. 23.7% of the 
Riga population have tried some form of drug; 12.4% have done so in other major cities, while 
8.9% have done so in rural areas (see Figure 10.1.). It is important to note that in Riga, drugs have 
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been tried during their lifetime by one male in two (51%) aged 15-34 years. Correspondingly, a 
higher rate of recent and current users has also been observed in Riga. 

Figure 10.1. Persons who have tried any form of drug, ratio of recent and current users in relation to 

urbanisation of domicile (%) 
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Source: Sniķere et al., 2012 

As part of this same study, respondents were asked about the availability of drugs, namely whether 
the respondents knew a place where to buy drugs. In total 7% of the population said that they 
knew a place where drugs were sold, 8% were aware of several such places, 38% of respondents 
were aware that such places exist, but did not know any specific one, and 46% did not know of any 
such site. It should be noted that the number of respondents who did not know of any such specific 
location has declined since 2003 from 59% to 46% (see Figure 10.2.). 

Figure 10.2. Awareness of drug trading/distribution sites (%) 
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Source: Sniķere et al., 2012 

The study respondents answered a question about the possibility of acquiring various drugs within 
24 hours. Respondents rated heroin and cocaine the most difficult to buy within 24 hours, namely 
62% and 61% of respondents respectively indicated that the purchase of heroin and cocaine within 
24 hours would be impossible or very difficult. By contrast, 20% of respondents stated that the 
purchase of marijuana would be very easy or fairly easy (see Table 10.1.). 

 

 



 93 

Table 10.1. Difficulty of obtaining various drugs within 24 hours (%) 

 Impossible Very difficult 
Fairly 

difficult 
Fairly easy Very easy 

Difficult to 
say 

Heroin 52 10 9 4 2 23 

Cocaine 50 11 9 5 2 23 

LSD 47 12 8 4 3 26 

Opioids 46 11 9 5 3 26 

Hallucinogens 44 12 9 5 3 27 

Amphetamines 43 12 10 8 3 25 

Ecstasy 42 13 9 10 3 24 

Marijuana 38 12 10 13 7 22 

Source: Sniķere et al., 2012 

Availability of drugs for school pupils  

In the ESPAD study (Trapencieris et al., 2012), students rated how easy they thought it is to buy 
such drugs as cannabis, ecstasy, and amphetamines. Cannabis (herbal cannabis and cannabis 
resin) were thought the most readily available substances, i.e. 31% of young people indicated that 
their purchase is relatively easy. Compared to the 2007 study there is a significant reduction in the 
idea that it is easy to purchase substances such as ecstasy and amphetamine. If in 2007 30% of 
students felt that the acquisition of ecstasy was relatively easy, only 16% of students thought so in 
2011. 20% of students felt that the purchase of amphetamine was easy in 2007, but only 13% of 
students thought so in 2011 (see Figure 10.2.). 

Figure 10.3. Ratio of boys and girls rating availability of various substances as fairly easy or very 
easy in ESPAD studies, 2007 and 2011 (%) 
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Source: Trapencieris et al., 2012 

Latvian ESPAD survey results show that students' answers on the availability of cannabis 
“products” varied greatly depending on whether the substance was used in the past year. For 
example, 25% of students who had used cannabis during the past year said that it was very easy 
to buy. By contrast, that answer was given by only 6% of respondents among those students who 
had not used cannabis in the past year (see Figure 10.4.). 
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Figure 10.4. Evaluation of availability of cannabis (herbal cannabis and resin) among students aged 
15-16 who had used/had not used cannabis during the past year, from ESPAD study (%) 

 

29

3

25

18

8

16

15

14

15

17

45

22

6

25

9

15

5

13

haven't used during past year

have used during past year

Total

Impossible Very difficult Fairly difficult Fairly easy Very easy Difficult to say

 

Source: Trapencieris et al., 2012 

Trafficing patterns 

Cannabis cultivation 

In Latvia, drugs are mostly imported, but in recent years, a trend has been observed indicating an 
increase in the local cultivation of cannabis, for example, an increased number of cannabis 
cultivation places has been detected during the past 2 years (see Table 10.2.). 

Table 10.2. Number of marijuana farms detected 2007-2011 

 2007 2008 2009 2010 2011 

Marijuana farms detected 3 6 3 8 9 

Source: State Police, 2012 

Farms are mostly established in confined spaces, equipped with special equipment needed for 
growing, and subsequent drying, such as lamps, electro-thermometers, start counters, and 
ventilators. One case was recorded in 2011 where a cannabis farm was established in a purpose-
built greenhouse not far from the Lithuanian border near the town of Saldus, at which a total of 
487.41 kg cannabis plants was seized, representing 98% of total undried cannabis seized in the 
State in 2011. The nursery employed four workers, three of whom were Lithuanian nationals, and 
one Latvian national. Geographically, cannabis farms have been found in various Latvian regions 
and no single trend has been observed. It is observed that cannabis cultivation have been 
established in remote rural properties and private houses or farm buildings in cities or close to 
them, making the product easier to sell.  

According to police observations, there is an increase in the number of people cultivating cannabis 
for their own needs. In this case, seeds and all necessary information are obtained via the Internet. 

Methadone laboratories  

As in 2010, two methadone laboratories were discovered in 2011. The production output of both 
laboratories was intended for sale in Russia. Previously one methadone lab was discovered in 
1996, two in 1997 and one in 1998. 

In February 2011, six persons were arrested in the process of uncovering two illegal methadone 
laboratories. Seized from both sites were 4274.965 g iso-methadone/methadone intermediate 
product mix; 277.98 g and 34400 ml of methadone-containing substance; various substances and 
equipment for the manufacture of drugs. Seized from one methadone lab were the methadone 
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precursors acetone (17807 g) and ether (2174 g). Firearms and ammunition were also recovered 
from one of the labs. 

Drug  routes and distribution 

Basically drugs are brought into the country as transit goods, as much of the production output is to 
be forwarded to the Scandinavian countries and the Russian Federation. Herbal cannabis and 
resin were the substances most frequently seized by law enforcement agencies in connection with 
drug trafficking. 

Drug importation routes and trends: 

 In the past two years there has been an increase in the amount of cannabis resin seized, which 
is directly attributable to the increase in transit. The importation utilises maritime and land 
routes, as well as small quantities of this substance seized from postal consignments. The 
movement of drugs is basically from North Africa, and the other EU countries towards the 
Russian Federation. Also in 2011, as part of an international operation, the work of an 
organised group smuggling large quantities of cannabis resin from Kazakhstan to Canada was 
disrupted. Latvian territory had also been used for transportation (as part of the operation, a 
total amount of 5749 kg hashish was seized in various countries). Among the largest seizures 
should be mentioned, for example: in early 2011, a plastic container containing 24.1 kg of 
cannabis resin washed up on the beach, and a seizure of 76.61 kg of cannabis resin on the 
Latvia-Russia border. 

 Herbal cannabis enters Latvian territory from different directions, such as the Netherlands, 
Belgium, Lithuania and Poland; part of the production output, including the Latvian output, is 
forwarded on to the Scandinavian countries. The product is imported by land routes, sea 
routes, air traffic and postal consignment. In 2011 most seizures of herbal cannabis at land 
borders took place at the Latvia-Lithuania border points. Similarly, small amounts of the 
substance were seized from postal consignments and from persons during airport checks. 
However, the biggest seizures of herbal cannabis were recorded on State territory. 

 In comparison to previous years, both the number of seizures and amount of cocaine seized has 
decreased, most likely due to changes in the modi operandi. It is thought that drugs come in 
from Latin America utilising air traffic and maritime routes, and most of the production output is 
forwarded on to Russia. The largest cocaine cargo seized at the port of Riga was 80.1 kg 
following inspection of a container. 

 Changes have not been observed in amphetamine entry pathways. Methamphetamine is 
basically imported from Lithuania and other EU countries (the Netherlands, Belgium, Germany) 
using land surface border control points. Part of the product is transported on to the 
Scandinavian countries. Overall, methamphetamine is rarely seized at internal or external 
national border control points and the majority of seizures were recorded in Latvia's interior. 

 Heroin too is mostly imported from the Central Asian region via land routes and air traffic. Some 
of the product is delivered to Scandinavia. As no heroin seizures have been recorded in recent 
years on the Latvia-Russia border, the substance is most likely imported through other EU 
countries, as well as Belarus. It should be noted that in 2011 a case was recorded in which 
104.5 g of heroin from Colombia was seized from a citizen of the Russian Federation. 

 It is observed that drug importation routes and methods for new psychoactive substances have 
changed during the past year. For example, there is a sharp decline in the number of seizures 
recorded from postal consignments. It is thought the substance is still mainly imported from 
Asian countries, although new psychoactive substances have also been found in consignments 
from the European countries. Overall, seizures in 2011 involving the new psychoactive 
substances occurred largely within the country. 

The involvement of Latvian citizens in the transportation of drugs has remained at the same level 
as the previous year. In other words, 71 Latvian nationals were arrested or convicted in other 
countries in 2011 for the transportation, manufacturing, sale and possession of drugs. Most were in 
Spain (14), Argentina (8), Russia (5), Ecuador, France, Sweden, United Kingdom (4), and Japan 
(3). In 2011 three young men died while transporting drugs (Foreign Ministry). No clear trend has 
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been observed in the transportation of any single drug, as cases have been reported of citizens 
being involved in the transportation and distribution of cocaine, herbal cannabis and cannabis 
resin. It should be noted that in late 2011, an internationally organised drug ring which had been 
recruiting Latvian citizens to transport drugs was dismantled. 

In general, drug trafficking within Latvian territory basically involves Latvian citizens, as evidenced 
by the nationality of persons recorded in the Criminal Offences Register. 583 Latvian citizens were 
arrested in 2011 for a variety of crimes associated with illegal circulation of drugs, as well as 22 
Lithuanian, 5 Russian nationals and 2 Estonian nationals (Ministry of Interior Information Centre). 
Nor has any trend been observed that persons from any particular ethnic group or social group are 
involved in the distribution of drugs. 

The drug distribution mechanism in the country has remained the same as in previous years, 
namely that the main distribution point is the capital city of Riga from where the drugs are 
forwarded to smaller towns and rural areas. 

10.2. Seizures 

The State Police compiles information every year on seizures of drugs and psychotropic 
substances. In this process, all seizure cases of substances listed in Schedule I of Controllable 
Drugs and Psychotropic Substances, together with substances listed in Schedules II and III for 
which circulation did not take place in accordance with regulatory frameworks and they have 
therefore entered illegal circulation. In addition, seizures of the so-called "new psychoactive 
substances" have also been recorded, even if those substances are not yet subject to control. 
Overall, all drug seizures are recorded, including those that may have occurred as part of a single 
criminal proceedings. 

Latvian law enforcement agencies carried out 2043 seizures in 2011, which is 9% more than in 
2010, when 1859 seizures took place. Drugs were most often seized in Riga and other major 
Latvian cities, namely Daugavpils and Jelgava. From information held by the State Police it can be 
concluded that in 62.6% of all cases drugs were seized within the country; in 30.9% of cases - in 
prisons, while in 6.5% of cases, from consignments at land borders, ports and other international 
hubs. 

According to the number of seizures, most commonly seized was methamphetamine (681 cases or 
33% of all cases), which has headed the total number of seizures since 2006. Compared with the 
previous year, there is a significant increase in the quantity seized, which can be explained by a 
few large seizures, while the total number of seizures increased by 9% (see Table 10.4.). In 38.4% 
of all seizures the quantity seized was less than 1 gram. By contrast, the number and quantity of 
amphetamine seizures is similar to 2010 data, and in general shows that methamphetamine has 
replaced amphetamine (State Police, 2012). 

Table 10.3. Number of drug seizures and quantities in 2009-201170 

 2009 2010 2011 

 Number Quantity Number Quantity Number Quantity 

Cannabis resin  (kg) 76 1.452 81 23.83 55 282.9 

Herbal cannabis (kg)  284 17.88 406 60.68 399 34.28 

Cannabis plants(kg) 6 34.28 10 16.96 7 496.67 

Heroin (kg) 312 2.144 322 1.12 329 0.44 

Cocaine (kg) 44 0.44 34 206.06 25 81.49 

Amphetamine (kg) 54 1.297 21 0.11 29 0.1 

Methamphetamine (kg) 469 7.89 624 8.26 681 52.2 

MDMA (units) 19 281 5 23 13 3592 

LSD (units) 1 1 3 9 1 8 

Source: State Police, 2012 
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The number of seizures of herbal cannabis (19.9% of all seizures) remains at the same level as the 
previous year, while the quantity seized has decreased by almost half, which is explained by the 
fact that several large seizures were recorded in 2010. Last year, five cases where recorded in 
which the seized substance was discovered to contain synthetic cannabinoids. In 36.2% of cases 
the quantity of herbal cannabis seized was less than 1 gram. 

Cannabis resin seizures were generally associated with stopping contraband, while small 
quantities of hashish have been seized locally. 

Occupying third position (16% of the total number of seizures) for several years is heroin for which 
the number of seizures has remained at virtually the same level as in the previous year, 
respectively 322 cases in 2010 and 329 cases in 2011. By contrast, the quantity seized has 
decreased by 41%. The reduction in quantity is generally attributed to the small quantities seized, 
i.e. in 84.4% of cases the quantity seized was less than 1 gram. 

The number of cocaine seizures has dropped from 34 cases in 2010 to 25 seizures in 2011. 
Basically seizures are associated with smuggling, i.e. 80.1 kg of cocaine was taken in a single 
seizure in 2011. 

The number of MDMA seizures increased from 5 in 2010 to 13 cases in 2011. Basically, most of 
the tablets were seized in relatively few seizures. For example, 3300 tablets were seized in a 
single case. 

Among other seizures, mention must be made of the following opiate seizures: partially acetylated 
opium - 0.6 g (2 seizures); raw opium - 12.1 g (3 seizures); dried poppy straw - 31.1236 g (1 
seizure); undried poppy straw - 722.2 g (3 seizures), opium derived from plant extracts - 2.5 g (3 
seizures); poppy straw extract - 630 ml (1 seizure); 

One seizure of coca leaves (dried) (252.66 g) should also be noted, as should one seizure of LSD 
(8 units). 

However, as part of international cooperation, SRS Customs Service personnel seized a shipment 
of 19 200 capsules of food supplements containing ephedrine, intended for athletes. 

It should be noted that among the seized drugs there were 22 cases in which various drug 
mixtures were seized, such as herbal cannabis combined with synthetic cannabinoids, heroin 
mixed with methamphetamine, as well as various cathinone and amphetamine combinations. 

Illicit circulation of drugs and psychotropic substances in Schedules II and III  

The State Police provide data on seizures of substances listed in Schedules II and III Drugs and 
Psychotropic Substances, which have found their way into illicit circulation. In 2011 a total of 328 
such seizures (16.1% of all drug seizures) took place. The main substances removed from 
unlawful circulation were substances from the benzodiazepine family (78%) and the synthetic 
opiate families (13%), followed by a couple of barbiturates seizures, as well as seizures of 
trihexyphenidyl and zopiclone. In 2011 the most frequently recorded seizures were for preparations 
containing clonazepam (66.7%). This high a proportion is not seen for the other substances seized. 
For example, among the synthetic opiates the most frequently recorded were substances 
containing methadone and buprenorphine. The total quantity of substances seized comprised 
146.93 kg and 7562 tablets (including substances seized from methadone laboratories). It should 
be noted that 58.8% of these substances were seized in places of incarceration. 

Precursors  

In 2011 there were three seizures of precursors; i.e. 17 kg of acetone and 2174 ml of ethyl were 
seized from uncovered meth labs. 

New psychoactive substances  

The situation regarding distribution of the new psychoactive substances remains similar to that of 
the previous year, i.e. that law enforcement agencies mostly seized synthetic cannabinoids and 
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synthetic cathinone. The number of seizures of synthetic cannabinoids increased from 62 cases in 
2010 to 69 cases in 2011 with a total of 17.92 kg of herbal mixtures and 9.86 g of pure synthetic 
cannabinoids. In 2011 the most frequently seized synthetic cannabinoids included JWH-018, JWH-
210 and JWH-122, which are also the frequently encountered substances in cases where several 
cannabinoids are identified within a herbal mixture. 

Similarly, the number of seizures of synthetic cathinone increased from 38 cases in 2010 to 49 
cases in 2011. Altogether, 6:01 kg of various cathinones in powder form were seized. The 
cathinones most commonly seized in 2011 were MDPV and 4-MEC. 

In 2011 law enforcement authorities seized less new psychoactive substances in a powdered form 
comparing with 2010. Namely, in 2010 in total 4.8 kg and in 2011 in total 0,009 kg of powdered 
synthetic cannabinoid were seized. Alike a significant decrease of seized quantities of substances 
in cathinones and piperazines groups in a form of powder has been notified (see Table 10.4 ). This 
could be explained due to the changes in a trafficking way of the psychoactive substances. If in the 
previous years substances were mostly discovered in incoming express courier consignments, 
then in 2011 mores seizures were detected in the country and in small quantities. 

Table 10.4. Number of seizures of the new substances and quantity seized (kg) in 2010 and 2011 

  
2010 2011 

seizures quantity seizures quantity 

Synthetic cannabinoids plant mixture 55 3,07 kg 66 17,92 kg 

JWH-018, JWH-019, JWH-073, JWH-
081, JWH-210, JWH-250, JWH-122, 
AM-2201, AM-2233, RSC-4 powder 7 4,8 kg  3 0,009 kg 

Synthetic cathinones tablets 1 6 tab 0 0 

4-MEC, 4-MMC, methylone, 
mephedrone, MDPV powder 37 24,5 kg 49 5,92 kg 

piperazines tablets 16 627 tab 14 118 tab 

mCCP, pCCP powder 8 15,14 kg 5 1,18 kg 

Psychoactive plants 

Kratom, Catha edulis, Salvia 
Divinorum   1 0,004 kg 2 1,9 kg 

phenethylamines tablets 5 12 tab 1 8 tab 

PMEA, 2-CB powder 0 0 2 0,54 kg 

Source: Centre for Disease Prevention and Control of Latvia, 2012 

It should be noted that the number of seizures of new psychoactive substances increased rapidly 
in 2010 (134 cases), but increased relatively slightly in 2011 (142 cases). Since the synthetic 
cannabinoids and synthetic cathinone were first identified in Latvia, both groups of substances 
have become the most widely distributed of the new psychoactive substances (see Figure 10.4.). 
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Figure 10.5. Number of seizures of new psychoactive substances, 2008-2011 

 
Source: Centre for Disease Prevention and Control of Latvia, 2012 

10.3. Price and purity 

Drug purity 

Substance purity is investigated by the State Police Forensic Service Department. The level of 
THC in cannabis is not determined in the laboratory. In general, it is observed that, compared to 
previous years, there has been a decrease in the maximum, average, and modal values of drug 
purity. Although heroin purity has gradually decreased from 2007, in comparison with 2010 its 
average purity fell by 40% (see Figure 10.6.). There was also a similar drop in average values for 
cocaine, amphetamine and methamphetamine. 

Figure 10.6. Average values for drug purity
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Source: State Police, 2012 

The result of analysis by the State Police Forensic Service Department may lead to identification of 
the most frequently used drug admixtures. Specifically, heroin is often diluted with lactose and 
allose and is supplemented by the addition of other psychoactive substances (adulterants) such as 
caffeine, codeine and dextromethorphan. Cocaine is most often accompanied by caffeine, 
paracetomol and lidocaine, while lactose is used to increase the weight. Substances from the 
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amphetamine and ecstasy groups are most commonly blended with caffeine and paracetomol and 
diluted with lactose and allose. 

Drug prices 

Each year on a quarterly basis VP State Police Organised Crime Combating Board collects data 
on drug retail prices from five regional administrations. Since the substance price differs depending 
on the transaction amount, location and other circumstances, the police undertake calculations to 
determine the minimum and maximum prices of the substance, and also provide information on the 
typical price. The average price of a drug is not calculated. Since the second half of 2011 a 
decrease has been observed in retail (street) prices for heroin and cocaine (see Table.10.5.). The 
drop in prices has coincided with a drop in purity of heroin and cocaine, which may indicate 
changes in the illicit market. 

Table 10.5. Lowest, highest, modal price of drugs72 

 2010 2011 

 min max mode min max mode 

Herbal cannabis, 
cannabis resin 7.1 17 11.3 7.1 17 11.3 

Heroin 56.9 142.2 99.6 35.6 99.6 71.4 

Cocaine 42.6 142 99.6 42.6 85.3 71.1 

Amphetamines 7.1 17 14.2 7.1 21.3 14.2 

Ecstasy 4.2 14.2 7.1 4.2 7.1 7.1 

Source: State Police, 2012 

 

As in previous years, a difference in the price range between Riga and regional areas was 
observed again in 2011. For example, if in Riga the starting price for methamphetamine is EUR 7.1 
per gram, in the regions it is EUR 14.2. Similarly, in Riga the price of heroin per check is EUR 7.1, 
but regional cities it is EUR 14.2. Similar prices and price differences were observed in the prices 
of herbal cannabis and cannabis resin: EUR 7.1 per 1 g in Riga and EUR 14.2 per 1 g in the 
regions. It should be noted that the price of synthetic cannabinoids is much lower in Riga than in 
regional cities, i.e. in Riga 1 g herbal mixture blended with synthetic cannabinoids ranges in cost 
between EUR 2.8 and EUR 14.2, while in the regions the price can range from EUR 7.1 to as 
much as EUR 42.6 per 1 g. 

In early 2011 some approximate calculations were undertaken on the wholesale prices of drugs. 
For the most part information on drug wholesale prices was obtained from police experts who had 
performed their calculations on the basis of information obtained during on-going investigations 
(see Table.10.6.). 

Table 10.6. Wholesale drug prices in 2011 (EUR)  

 min max moda 

Herbal cannabis, 
cannabis resin 2 500 4 000 N/A 

Opioids 40 000 85 000 N/A 

Cocaine N/A N/A 40 000 

Amphetamines 3 000 3 500 N/A 

Source: State Police, 2012 
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Part B: Selected Issues 

11. Residential treatment for drug users in Europe  

11.1. History and policy frameworks 

Patient treatment involving a stay of at least 24 hours in a treatment facility is provided by hospital 
inpatient centres equipped with addiction profile beds and at rehabilitation centres. Therapeutic 
communes are not available in Latvia. To date the only existing therapeutic commune for people 
with addiction problems was amalgamated with the addiction hospital Ģintermuiža in 2007 as the 
result of the economic crisis. Currently, the only programs that are of more than 30 days' duration 
and are focused on the patient's re-socialization and re-integration into society are medical and 
social rehabilitation programs. The main difference between these two programs is their funding 
source. 

Overall, State hospitals and rehabilitation centres provide medical assistance for drug addicts as 
follows: 

 Emergency addiction assistance, mainly as detoxification; 

 Motivation Program: the phase between detoxification and the subsequent course of 
therapy selected. The program duration for drug-dependent adults and children under 18 
years is 12 days. The techniques used are: the 12-step addiction treatment method, the 
cognitive behavioural psychotherapy method; elements of psychodrama 

 Minnesota 12-step program: a packaged, short-term psycho-social treatment method for 
addiction diseases, of 28 days' duration. The techniques used are: individual and group 
counselling, lectures, discussions, elements of psychodrama; art and music therapy; group 
therapy with patients and family members. 

 Medical rehabilitation: a medical, psychological, ergo-therapeutic, instructional, educational, 
social, legal, life and work skills acquisition system, which focuses on patients' re-
adjustment, re-socialization and re-integration into the community, conditional upon the 
patient abstaining from the use of addictive substances. Program duration is 1 year. The 
program is funded by the Ministry of Health 

 Social rehabilitation: similar to medical rehabilitation in having a set of measures e.g. 
educational, psychological, educational, social, legal and occupational therapy aimed at the 
patient's re-socialization and reintegration into society, by creating incentives for not using 
addictive psychoactive substances. Program duration: Adults - 1 year; children - 1.5 years. 
The program is funded by the Ministry of Welfare. 

In addition, assistance in rehabilitation is also provided by several non-governmental organizations, 
which operate on the therapeutic community principle. The basis of this service can generally be 
described as psycho-social assistance and resocialisation into society, i.e., a community member 
receives psychological support from other members of the community, learning to live without the 
use of intoxicating substances, learning new skills, and making new friends without addiction 
problems. Basically, these centres perform social assistance functions. For the most part, these 
centres have a religious orientation with the main treatment method being occupational therapy. 
The centres are led by former addicts but professional counselling is not provided. Accordingly, 
they cannot be regarded as professional rehabilitation programs, or professional therapeutic 
communities. At the same time, the demand for this type of religious community has sharply 
increased in recent years as existing inpatient rehabilitation programs fail to implement therapeutic 
community principles. 
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Medical rehabilitation programs are regulated by Cabinet Regulation No. 70 of 24 January 2012 
Arrangements for the Treatment of Patients Addicted to Alcohol, Drugs, Toxic Substances and 
Gambling which stipulates that the decision to transfer a patient to a rehabilitation institution that 
provides medical rehabilitation services shall be made by the treating addiction specialist, at the 
same time informing the patient about the future possibilities of obtaining State-funded social 
rehabilitation services. A patient's medical rehabilitation is organized in several stages, based on a 
multidisciplinary approach and the integration of medical, psychological and social therapy, which 
focuses on the patient's re-adjustment, re-socialization and re-integration into society. 

11.2. Availability and characteristics 

In assessing the long-term treatment options for patients with drug dependency, psychosocial 
interventions provided by inpatient hospital and rehabilitation centres were taken into account, as 
well as assistance with re-integration offered by non-governmental organizations and Christian 
communities. 

Drug Addiction Bed Fund in Hospitals 

The Centre for Disease Prevention and Control compiles statistics annually on the hospital 
inpatient support services and availability of resources. State hospital patients with dependency 
problems are offered emergency drug treatment as well as a motivation program, the Minnesota 
program, and medical rehabilitation. The availability and usage of inpatient facilities are evidenced 
by the addiction profile Bed Fund, in which inpatient services are provided to patients with alcohol-
and drug-related diagnoses (F10-19). In general, a decline has been observed in the number of 
beds available: from 350 beds in 2009 to 261 beds in 2011. There has also been a reduction in the 
average number of bed-days, and the coefficient of bed movement has increased, suggesting a 
reduction in the time spent by a patient in hospital (see Table 11.1.). 

Table 11.1. Addiction profile bed fund and turnover in inpatient facilities, 2009-2011  

 2009 2010 2011 

Beds 350 277 261 

Number of beds per 1 inhabitant  1.6 1.2 1.3 

Average number of bed-days per one 
patient  5.4 4.4 4.5 

Bed turnover 41.1 52.0 56.0 

Source: Centre for Disease Prevention and Contol of Latvia, 2012 

Emergency Addiction Assistance, Motivational program, Minnesota program  

The number of detoxifications and other inpatient interventions performed are registered in the 
National Health Service (NHS) inpatient services payment settlement system (SPANS). In order to 
describe available inpatient intervention in general, information has been compiled on inpatient 
hospital admissions for patients with diagnoses related to consumption of alcohol (F10) and drugs 
(F11-19, F17 exception). Cases were selected where detoxification, a motivation program and the 
Minnesota program had been undertaken in hospital. During a single hospitalization, a patient was 
able to undergo one, two or three therapeutic interventions without interruption. 

Data recorded in SPANS show that in 2007-2011, 42 709 inpatient hospital admissions were 
recorded for patients with diagnoses related to consumption of alcohol (F10) and drug use (F11-
19, F17 exception). 92.8% of hospital deaths were attributable to alcohol (F10), and 7.2% to the 
use of drugs (see Table 11.2.). 
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Table 11.2. Number of hospitalisations in inpatient facilities between 2007-2011; diagnoses F10-19, 
excepting F17 

  2007 2008 2009 2010 2011 Total 

Alcohol Number 10335 10197 6813 6083 6205 39633 

 % 93.4% 92.9% 91.8% 92.9% 92.6% 92.8% 

Drugs Number 727 775 609 466 499 3076 

 % 6.6% 7.1% 8.2% 7.1% 7.4% 7.2% 

 Total 11062 10972 7422 6549 6704 42709 

Source: National Health Service, 2012 

The majority of patients (98.1%) received one inpatient intervention during hospitalization. More 
rarely, two (1.8%) or three (0.1%) treatment courses/programs (detoxification, motivation, 
Minnesota) were completed. As many more patients with alcohol-related diagnoses are assisted in 
the addiction profile beds, there is much less assistance provided to patients with drug-related 
diagnoses. 

It was observed that patients who had taken drugs were much more frequently involved in a 
motivation program while in hospital. By comparison, in 14.5% of cases a patient with F11-16, F18-
19 diagnoses was enrolled in a motivation program during hospitalization, compared to 2.3% of 
patients with F10 diagnoses enrolling in a motivational program during hospitalization (see Figure 
11.1.). 

Figure 11.1.  Interventions provided during hospitalisation, in absolute numbers and as a proportion 
of all hospitalisations.
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Source: National Health Service, 2012 

In 2007-2011 a total of 3079 hospitalisation cases were registered with drug-related diagnoses 
(F11-16, F18-19). In 52.2% of cases, hospitalization was associated with use of opiates (F11), 
29.6% of cases with use of multiple substances (F19) and 9.2% with use of stimulants (F15). 

Over the relevant period, detoxification and hospital interventions were provided to 2154 persons, 
of whom 24.5% were women, and 75.5% were men. The average age of patients during 
hospitalization was 26.5 (SD 9, 1); women - 26.3 (SD 10, 6), men - 26.6 (SD 8, 6). The youngest 
patient was aged 10 years and the oldest was aged 78 years. A total of 18.1% of patients were 
minors at the time of their last hospitalization; 25% were aged 18-24 years, 42.1% were aged 25-
34, 10.2% were aged 35-44 years and 4.6% were over 45 years of age. 

                                                 
73

 Several interventions may be performed during a single hospitalisation. The calculation includes individual interventions. 
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In order to assess the effectiveness of the Motivation and Minnesota programs provided in 
hospitals during 2007-2011, cases were selected from SPANS where in-patient intervention 
(Motivational and Minnesota) had been the last recorded entry in the patient's treatment history. 
Specifically, in 73.4% of cases where the patient had undergone a motivational program during 
hospitalization, there was no subsequent entry for that patient being readmitted to a hospital after 
completion of the program. If the patient had undergone the Minnesota program during treatment, 
in 79.2% of cases this had been the last recorded episode of inpatient treatment for that patient. If 
during a single hospitalisation the patient had undergone both the motivation and the Minnesota 
programs without interruption (47 cases), in 39 cases, this was the last episode of hospital 
treatment as an inpatient. 

Table 11.3. Number of hospitalisations during which an inpatient intervention was the last episode in 
a patient's treatment history, 2007-2011. 

  

  

Motivational Minnesota 
Motivational and 

Minnesota 

Number % Number % Number % 

Number of hospitalisations in a set 
treatment program  398 26.6 130 20.8 47 17 

Number of hospitalisations in which a 
completed treatment program was the 
patient's last recorded treatment 
episode as an inpatient 292 73.4 103 79.2 39 83 

Source: National Health Service, 2012 

Overall, the compiled data indicate that a relatively large number of patients do not return to 
hospital again. Here, however, it should be noted that it is not known how many of these patients 
continue treatment in an outpatient rehabilitation program and/or no longer use drugs. 

Medical rehabilitation  

The number of drug addiction or medical rehabilitation places in hospitals can vary, depending on 
how much State funding is allocated from the health care budget. In 2011 a total of 7.5 places were 
funded for adult persons in two psychiatric and addiction centres. By contrast, National Health 
Service SPANS 2011 data recorded 32 unique patients (24 men and 8 women) who had received 
treatment for "drug addiction rehabilitation". As the number of unique patients in "addiction 
rehabilitation" is greater than the number of places allocated by the State, it is thought that some 
patients meet the cost of their treatment at their own expense or, possibly, patients generally do 
not remain in the program for very long. 

Given that medical rehabilitation has been the longest-established treatment program, cases were 
selected from National Health Service SPANS in which the patient stayed in hospital longer than 
35 days, which could indicate that the patient has received a lengthy treatment course for 
emergency drug addiction assistance, motivational, Minnesota or mandatory treatment as a child. 
A total was recorded of 66 unique patients who had stayed in hospitals for more than 35 days in 
2011. At the same time, 24 patients were recorded who had stayed in hospital for more than 90 
days and only two patients who had stayed in hospital for all of 2011 (365 days). 

Social rehabilitation  

A social rehabilitation service is provided in two treatment institutions: one at a state psychiatric 
and drug addiction profile hospital (program available for adults only) and one at a rehabilitation 
centre (program available for children to age 18 years.). The social rehabilitation program is a 
voluntary rehabilitation program. In 2012 the State funded 10 places in social rehabilitation 
programs for adults with alcohol and drug addictions. 
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Table 11.4. Social rehabilitation places and number of patients in hospitals and rehabilitation centre 
in 2012  

 Number of patients State funded places 

Hospital Ģintermuiža 

 Adults 10 10 

Rehabilitation centre Saulrīti 

Juveniles  36 64 

64 beds are funded by the State each year for the rehabilitation of juveniles. Prior to 2012 social 
rehabilitation services were provided by two institutions, but in 2012 they were provided by only 
one institution. The centre has a capacity of about 35 places, or a little less than half of the 
possible total. The remaining places were filled at the rehabilitation centre Dzīves Enerģijas, which 
was closed in 2011. Thus, there are currently 29 State-funded places a year, which are not being 
filled. As the number of potential social rehabilitation places has decreased, the spring of 2012 saw 
5-6 people queue for this service. It should be noted that in previous years no queue was observed 
for State-funded places for the rehabilitation of minors, and neither was the number of available 
places fully taken up. 

Apart from the above programs, the Ludza regional hospital has established a social rehabilitation 
program for people with alcohol and drug addiction as part of an ESF project. 12 people are 
enrolled in the rehabilitation program, which is of 100 days' duration. During the year a total of 30 
days of rehabilitation services is provided to 36 people. 

Non-governmental organizations 

A total of 4 non-governmental organizations operate in Latvia providing assistance to individuals 
combating alcohol and drug addictions, and then re-socializing them into society. A total of seven 
centres have been identified which provide rehabilitation services for about 90 people. 

Accessiblity 

Patients with dependencies related to alcohol and various drugs are accepted for inpatient 
addiction profile beds and rehabilitation programs. Rehabilitation programs can accommodate 
persons who have received emergency assistance for drug addiction and who have preferably 
passed the motivation and Minnesota programs. 

The arrangements for receipt of State-funded social rehabilitation services are stipulated in Cabinet 
Regulations. The social rehabilitation service is free, but an intending applicant must submit the 
following to the social services department of their local municipality: 

 written submission concerning the need for services; 

 addiction specialist opinion and recommended treatment program; 

 an extract from outpatient medical records regarding the person's general state of health. 

After receiving the documents, the municipality forwards them to the State Social Integration 
Agency, which decides on payment for the rehabilitation of the person concerned. 

In cases where rehabilitation is to be provided to a minor, the procedure is the same, but in cases 
where the young person refuses to attend treatment programs, they may be subject to a 
mandatory treatment program, followed by mandatory social rehabilitation. 

The main route by which a person can enter a rehabilitation program is via a referral from an 
addiction specialist, i.e. a visit to an addiction specialist is necessary. A person may see an 
addiction specialist immediately after emergency medical treatment, or after completing a 
motivational program, or the Minnesota program; or by referral from the family physician, in 
accordance with the patient's individual preferences. In cases where a juvenile refuses to go to an 
addiction specialist, but is to undergo mandatory treatment, the addiction specialist may acquire 
information on the patient by indirect means e.g. from a municipal social service department, from 
treatment institutions or from social adjustment institutions etc. 



 106 

Social rehabilitation may be refused for a patient where any of the following contraindications 
exists: 

 Intoxication by alcohol, drugs, psychotropic or other addictive substance or withdrawal 
syndrome. 

 Psychotic disorders. 

 Adjustment disorders with suicidal thoughts and behaviour. 

 Mental and behavioural disorders due to brain disease, damage, or dysfunction. 

 Personality disorders with decompensation. 

 Moderate to severe mental retardation. 

 Somatic illness requiring intensive special examination and treatment (can be admitted in a 
state of remission). 

 Marked disorders of movement and coordination. 

 Public hazard. 

The acceptance of clients at assistance centres established by non-governmental organizations is 
usually decided by the centre/community management or leader. Primarily, persons are accepted 
with alcohol or drug dependencies. Admission requirements may differ in each community, e.g., a 
centre may take men only, or allow an entire family to stay, to assess whether the person is 
suitable for admittance to an existing community; some communities will accept clients 
experiencing withdrawal symptoms. 

Types and characteristics of residential treatment unit 

State hospital patients are given emergency medical assistance, access to a motivation program 
and the Minnesota 12-step program. In three hospitals, inpatient clients are invited to undergo 
medical and social rehabilitation. The service is provided to underage persons and adults with a 
diagnosed dependency on psychoactive substances. In one centre, social rehabilitation is based 
on the community therapy principle, while in the other two centres it is based on the medico-
psycho-social rehabilitation of addiction. 

Rehabilitation based on medical technologies is a medical-psycho-social rehabilitation of drug 
addiction, which is carried out under therapeutic community principles. It aims to achieve a 
person's rejection of the use of psychoactive substances; to improve health, promote the re-
socialization into society and the development of a socially responsible personality. The methods 
used include: cognitive behavioural therapy, group therapy, individual psychotherapy or 
psychological counselling, formation of an environmental regime, family systems therapy. In 
addition, the client is offered counselling by an addiction specialist and any necessary medical 
assistance. In all programs, the rehabilitation team includes a social worker, as well as services 
offered to improve education or job skills. 

Basically, rehabilitation takes place in four phases: adjustment, active work, resolution of social 
problems and social reintegration. During treatment the patient is forbidden to use any 
psychoactive substance, initiate sexual relations, or to promote aggression. Rehabilitation time is 
3, 6 or 12 months. 
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Table 11.5. Description of State funded programs  

Riga Psychiatry 
and Addiction 
Centre 

Number of places: 1.5 (medical rehabilitation) 
Treatment period: 12 months 
 Location: A psychiatric and drug addiction hospital providing outpatient and 
inpatient assistance for drug addiction. 
Program description: psychosocial assistance for persons addicted to 
psychoactive substances. Basically cognitive-behavioural therapy, group therapy, 
psychotherapy. Program consists of four phases. The team: an addiction specialist, 
psychologist, medical nurse, social worker.  
Integrated services: counselling with a social worker; at client request it is possible 
after rehabilitation to apply for admission to a halfway house and for group therapy. 

Hospital 
Ģintermuiža 

Number of places: 6 (medical rehabilitation) and 10 (social rehabilitation) 
Treatment period: 3, 6 and 12 months 
Location: A psychiatric and drug addiction hospital providing outpatient and 
inpatient assistance for drug addiction. 
Program description: voluntary medical-psychosocial rehabilitation in six phases. 
Medication-based therapy can be used. Basically group therapy, individual 
psychotherapy, occupational and environmental therapy. The team: social worker, 
carers, addiction specialist, psychotherapist, psychologist, work supervisors. 
Integrated services: acquisition of work skills, counselling with a social worker; 
possible to attend group therapy after rehabilitation. 

Ludza regional 
hospital (program 
developed within 
the framework of 
an ESF project) 

Number of places: 12 (social rehabilitation) 
Treatment period: 100 days 
Location: Ludza regional hospital  
Program description: voluntary psychosocial assistance. The team: duty 
physician, carers, addiction specialist, psychologist. 
Integrated services: acquisition of work skills, counselling with social worker, 
possibility of attending group therapy after rehabilitation. 

Rehabilitation 
centre Saulrīti 

Number of places: 35 (social rehabilitation) 
treatment period: 3, 6, 9 and 18 months 
Location: Rehabilitation centre, affiliated with addiction profile hospital. Located 
outside urban areas. 
Program description: psychosocial intervention, community therapy. The program 
comprises four phases and includes such elements as following a set routine and 
occupational therapy. The team: addiction specialist, psychotherapist, social 
instructor, psychologist, trainer. 
Integrated services: acquisition of general environmental education, counselling 
with social worker. 

Case study 

As part of a study, students of the Saulrīti rehabilitation centre were asked to complete 
questionnaires about the social rehabilitation program. Questionnaires were completed by 14 
students at the centre, representing a proportion of all students. Respondents included 9 girls and 
5 boys. Most of the juveniles were aged 15-16 years (n = 11); the others were aged 14, 17 and 18 
years respectively. 

For 12 respondents this was their first rehabilitation program, while two young people were in this 
program for the second time. In 10 cases the juvenile was attending the rehabilitation centre for 
using of alcohol, and 4 juveniles were attending because of drug use. However, in almost every 
case the juveniles had also used marijuana. 6 juveniles noted that prior to joining the program they 
had undergone a Motivation program, and one had completed the Minnesota program. 

A total of 10 young people noted that they had joined the program because of pressure. Most often 
the pressure came from parents (n = 6). Among the responses there were also references to the 
judicial system and the family physician. With regard to the reasons for starting the program, the 
most frequent response was that the respondent would like a more normal life (n = 6) and positive 
changes (n = 5). 

The juveniles were asked to rate the program on a scale of 1 to 10, where 1 denotes "the program 
does not work" and 10 denotes "a very helpful program." The overall evaluation score for the 
program was 7.43. The juveniles noted that most often they had been helped to refrain from using 
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drugs or alcohol by a staff member (n = 9), a group organised by the institution (n = 8), followed by 
an addiction specialist (n = 5). The strengths of the program were noted as the team, educators 
and psychologists. Cited among the weaknesses of the program were the negative attitude of other 
juveniles towards the program, excessively strict control and alienation from the world (internet, 
phone). In general, almost all the juveniles noted that they were satisfied with the work of staff and 
that they could discuss a variety of problem issues. 

Non-governmental organizations 

The known non-governmental organizations that provide assistance to dependent persons operate 
on the community principle, and almost all the communes have been established at the initiative of 
churches or other religious communities. All non-governmental organizations place importance on 
the role of living by Christian values. For the most part, the communes are located in remote areas 
in rural homesteads. The daily routine of the commune is modelled on a set daily regime, in which 
occupational therapy is an important element, e.g., the establishment of subsistence farming, or 
building improvement. 

Table 11.6. Description of rehabilitation programs offered by non-governmental organisations  

Kalna svētības 
kopiena 
(Mount Blessing 
commune) 

Number of places: 10 
Treatment period: 2-3 years 
Location: a single centre remote from inhabited areas  
Program description: Religious commune. Important elements of therapy: 
prayers, following set routine and occupational therapy. Operational structure of 
commune based on the addiction commune “Senacolo” model. Accepts only men 
addicted to drugs or alcohol. 
Integrated services: counselling by social services staff, acquisition of work 
skills. 

Dieva ģimene 
(Family of God) 

Number of places: 30 
Treatment period: 12 months 
Location: three centres, remote from inhabited areas  
Program description: Religious commune. Important elements of therapy: 
prayers, following set routine and occupational therapy. Accepts men addicted to 
drugs or alcohol. 
Additional services: acquisition of work skills. 

Neatkarība balt 
(Independence 
Balt) 

Number of places: 35 
Treatment period: 12 months 
Location: two centres on private property remote from inhabited areas  
Program description: Commune. Important elements of therapy:  following a 
routine and occupational therapy. Accepts men and women addicted to drugs or 
alcohol. 
Integrated services: acquisition of work skills; cooperates with State Probation 
Service, counselling by psychologist and social worker available periodically. 

Association 
Saules sala 

Number of places: 15 
Treatment period: 12 months 
Location: Rural homestead, remote from inhabited areas  
Program description: community therapy. Important elements of therapy: 
following a routine, occupational therapy, art therapy, psychotherapy groups, and 
Christian teachings. The team: addiction specialist, psychotherapist, social 
worker, attendant. Basically only accepts men addicted to drugs or alcohol. 
Integrated services: counselling with social worker, acquisition of work skills, 
halfway house. 

Coloboration with other institutions  

In practice, a rehabilitation centre cooperates with other institutions such as hospitals, family 
physician practices, municipal social services department; the State Probation Service, and is 
based on the client's individual needs and can range from simple counselling (Level 1) to 
integrated cooperation (level 4). However, no study has been undertaken on the levels of 
cooperation in providing rehabilitation services. 

The most prominent cooperation with other services occurs in cases where a juvenile is being 
treated. This applies both to the commencement of a rehabilitation program, and to its suspension 



 109 

and conclusion. For example, if the juvenile refuses treatment, a decision is made regarding 
compulsory treatment. To achieve this, integrated cooperation takes place between the Orphans' 
court, the municipal social services department, municipal police and the addiction specialist. 
Furthermore, if a juvenile has arbitrarily left the centre and has not returned within 24 hours, this 
fact is reported to the municipal social services department. After completion of the program, and 
until attaining adulthood, the Orphans' Court and the municipal social services department 
continue to work with the juvenile. The integrated cooperation model is implemented on the basis 
of Cabinet Regulation No.726 which sets out arrangements for undertaking the mandatory 
treatment of a child. 
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12. Drug Policies of large European cities 

12.1. Functions and responsibilities of large cities in drug policy 

The Public Health Strategy for 2011-201774 report notes drug use as one of the most important risk 
factors in changes to health indicators. The National Drug Program for 2011–2017 stipulates that 
the role of local governments, especially in large cities, is to undertake measures for addiction 
prevention and the promotion of a healthy lifestyle, which are related to educating the public, 
leisure activities, assisting the public, as well as providing counselling, needle exchange and 
distributing other means of personal protection and prevention against HIV and other blood-borne 
and sexual infections among injecting drug users, and developing a public-private sector 
collaborative action plan for the prevention of drug use in recreational settings. All of the above 
functions are undertaken by each municipality within the constraints of its existing budget, leaving 
the question of financial support for increasing or maintaining their current level within the 
competence of each authority. The Public Health Strategy sets out principles for introducing good 
practice regarding public health issues in each municipality, taking into account local resources 
and capacities, as well as the current situation. 

12.2. Case study: the capital city 

The main planning and implementation document for addiction prevention is the Public Health 
Strategy 'A healthy Rigan in a healthy Riga' for 2012-2021 approved on 15 May 2012 by the Riga 
City Council, which refers to the Ministry of Health Guidelines for local governments regarding 
health promotion, and the Public Health Strategy for 2011-2017, and Riga's long-term development 
strategy,75 and its resultant action plan, which was approved on 6 September 2012. 

The main lines of action advanced by the Strategy are: 1) to undertake addiction and suicide 
prevention, operating in both universal and selective prevention in order to identify those young 
people who experience various difficulties in school, which can lead to drug use or suicide, and 2) 
the implementation of harm reduction programs among drug users. Based on the strategy's aim of 
addiction and suicide prevention, the action plan has put forward the following tasks: 

 conduct a series of discussion cycles on addiction prevention issues for children and young 
people - as part of the activity young people are educated about the risks of addiction, risks 
and consequences of drug use and consequences, and assistance programs; 

 to organize training for professionals in addiction prevention and the promotion of psycho-
emotional health among children, adolescents and adults; the training provided ensures 
capacity building for specialists for specific work with drug users and their families, and 
developing and improving service quality; 

 to organize lectures and classes on addiction prevention issues for parents; the service is to 
provide parents with updated information associated with trends in substance abuse among 
young people, parenting skills and capabilities, as well as programs at the municipal and 
national levels for providing assistance;  

 to ensure the implementation of behavioural intervention programs; the programs develop the 
socio-emotional life skills of participants including children, juveniles and adults, that are 
directly involved in maintaining a sober way of life, free from the regular use of intoxicating 
substances by themselves or their family members; seductive behaviour likely to attract 
individuals to drug use, aggression, regular prolonged absence from school, providing support 
to the family, improvement in mutual relationship; 

                                                 
74

 Approved by Cabinet Order No. 504 of 5 October 2011 
75

 The Riga long-term development strategy is available at http://www.rdpad.lv/uploads/rpap/attistibas_strategija_02.06.2010.pdf 

http://www.rdpad.lv/uploads/rpap/attistibas_strategija_02.06.2010.pdf
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 to provide lectures and leadership to classes at educational institutions, social institutions and 
police personnel on issues related to the prevention of addiction; the aim of the lectures is to 
use mobile means to inform and educate specialists about current trends in drug abuse 
prevalence among the population and the action options available to the specialists within their 
fields, on the basis of Latvian legislation, and binding Regulations and planning documents of 
the Riga City Council; 

 to provide a counselling service by specialists from the Riga Social Service Addiction 
Prevention Department; this service provides a direct incentive for users of drugs and other 
addictive substances and their families to engage in various assistance programs that provide 
both treatment and rehabilitation as well as re-socialization and preservation of the family 
structure and further socio-emotional economic functioning. 

The strategy's course of action for harm-reduction programs stipulates the following measures in 
the Action Plan: 

 co-finance and support the provision of HIV prevention and psycho-social services for drug 
users and their contact persons - provided as part of this service are needle exchange and 
condom distribution programs, access to a HIV counselling, social worker and psychologist 
services every working day of the year. 

The Riga Municipal Police Bylaw, which refers to the National Security Law, the Law on Local 
Governments, the "Law on Police", Cabinet Regulation No. 397 Municipal Police Model Bylaw and 
the Riga City Council Binding Regulation No.114 Riga Municipal Bylaw, stipulate the following 
tasks in the reduction of addiction, including limiting and reducing the spread of drugs: 

 supporting the State Police and the Security Police in safeguarding public security and fighting 
crime; 

 the prevention of intemperance and restricting the use of alcohol by juveniles. 

Both of the above-mentioned tasks are associated with ensuring the safety of the urban 
environment, including limiting the availability of drugs, in cooperation with the State Police. 

The development process for the above-mentioned documents was provided by a responsible 
body delegated by the Riga City Council, which, under supervision of commission members, 
provided the document-drafting process and the gathering and interpretation of information. The 
development of planning documents is based on research and statistics on Latvia and the City of 
Riga on the population's health habits, the prevalence of intoxicating and addictive drug use as 
well as risk and protective factors and their implications on commencing, continuing or ceasing 
drug use. Participants in the document development process include public health facilitation 
specialists, addiction prevention specialists and municipal police specialists, within whose 
competence is the coordination of events in the city and the development of planning documents; 
the harmonisation of documents with Latvian laws and regulations binding on the municipality of 
Riga lies within the competence of lawyers of the Riga City Council Legal Department who, in 
accordance with their competence, provide recommendations and guidance for the development of 
planning documents. 

Major drug control policies in the Riga municipality 

The Riga Municipal Drug Control Policy can be divided into the following main directions of action: 

 General and selective prevention. The general prevention framework provides a body of 
measures and legislation which is non-specifically targeted to the whole population or towards 
certain groups, including public order and juvenile and adult rights and responsibilities. Within 
the framework of general and selective prevention, 1794 hours of activities were provided in 
2011, attended by 16,961 juveniles and adults, which included specialists increasing their skill 
levels by attending the workshops. At the local government level no comprehensive monitoring 
has been conducted regarding measures undertaken including assessment of quality and 
performance to evaluate the direct impact of the services provided on drug use indicators 
within the Riga municipality. However, taking into account the various research data on the 
level of drug use prevalence, which shows that at least 20% of young people aged up to 16 
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had tried an illegal intoxicating substance; adults too have a high rate of experimentation, 
maintaining a similar trend since 2008, it may be concluded that general and selective 
preventive measures need to continue. 

 Indicative prevention and harm reduction. There is a body of measures and regulatory 
enactments that focus on specific groups, namely young people who have come to the 
attention of specialists. The specialists undertake analysis of the situation, provide intervention 
programs and involve parents in solving the problem. In 2011, 645 counselling sessions were 
held about situations were resolved with assistance from educational professionals or social 
care professionals, social service professionals, including specialists in addiction prevention, 
and addiction specialists. Due to the lack of a precise monitoring system, data are not available 
on the number of cases dealt with successfully or otherwise. One specific population group 
within the Riga municipality in need of support programs is injecting drug users, among whom 
there is an increasing need to implement prevention of a variety of diseases that may affect the 
public's overall health, including HIV/AIDS prevention. A harm reduction program is aimed at 
injecting drug users, with the aim of reducing the risk of HIV/AIDS and other diseases by 
providing an opportunity of obtaining sterile syringes, condoms, etc. and to avoid the risk of 
overdose consequences, which may be related to a further rapid deterioration in health or even 
death. The operation of the low-threshold centre provides an injecting room facility which 
means that medical personnel or other competent specialists are in the immediate vicinity of 
the drug user and who can, if necessary, provide the required assistance or ensure access to 
it. In 2011, 205 493 syringes were exchanged, 45 518 condoms were issued and 2511 
consultations were provided to users and their families. 

 Urban monitoring. Includes a set of measures associated with the implementation of legislation 
on public health and public safety. Within the urban monitoring framework there is regular 
formal and informal attendance at retail outlets, including regular raids at outlets selling herbal 
blends used for the purpose of intoxication. On the basis of existing laws and regulations, 
action by the relevant authorities to stop their trade or close down these establishments is 
limited. Various entertainment venues and events are also regularly attended including those 
on the periphery of Riga after 22:00 hours, when attention is focused on ensuring that minors 
are not present at this time, unsupervised by their lawful adult guardian. 

Riga municipal authorities involved in restricting drugs  

The coordination of preventing drug addiction in the city of Riga as a component of public health 
lies within the competence of the Riga City Council, Department of Welfare, as the primary 
authority in this field. Limiting the availability of drugs and public order lies within the competence 
of the Riga Municipal Police, as the primary authority in this field. 

Early 2012 saw the approval of the Riga City Council Public Health Strategy, in which one of the 
priorities noted is the prevention of dependency, including drug dependency, nominating the main 
target audience as young people less than 18 years of age. The Action Plan approved by the 
Health Strategy Implementation Board sets out a systematic series of measures in the public 
health field, identifying the competence of each institution involved. 

Institutions involved in the direct limiting and prevention of drugs are the following Riga municipal 
authorities: 1) The Riga City Council Welfare Department, 2) the Riga Municipal Police, and 3) the 
Riga City Council Education, Culture and Sports Department, within whose competence lies the 
provision of opportunities for implementing dependency prevention measures at educational 
institutions and leisure centres. Other Riga municipal authorities: 1) Riga Orphans Court, 2) Riga 
Administrative Commission, 3) Riga Social Service Department are involved in drug limitation 
activities, providing the necessary assistance to the residents of Riga, to families, including families 
and individuals who are drug users, and identifying administrative violations of public order, 
including drug intoxication. 4) Riga municipal medical corporations providing essential medical care 
for drug users within their competence. 
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Services provided by Riga city council to limit drugs  

Discussions, discussion cycles on addiction prevention 

Discussions about addiction prevention, risks of drug use and legal liability under Latvian 
legislation are provided in Riga City Council by two local institutions: 1) the Riga City Council 
Department of Welfare and 2) the Riga Municipal Police. Lectures are designed for all grade levels, 
taking into account the characteristics of the age group, as well as special lectures for groups of 
young people with suspected or substantiated suspicion of experimental or regular drug use by 
juveniles in the group. Discussion is intended to inform young people about the potential 
consequences, support options and the maintenance of a drug-free life-style. Informational 
sessions are also run at Riga municipal institutions by NGOs, such as Be Free, Youth against 
AIDS, etc., as well as by individuals who work with addicts within their professional activity, such as 
addiction specialists or addiction specialist psychiatrists, and individuals with experience of drug 
use or even dependency, talking about the negative aspects of drug use. Among these individuals 
are well-known public figures, members of the Drug Addicts Anonymous movement, and members 
of various religious organisations, however, inviting such individuals to attend educational activities 
is not systematic, as this practice does not allow checking or predicting the quality, content and 
purpose of the session. 

Educational seminars on preventing addiction for specialists  

Systematic and regular training of local authorities, professionals (social workers, teachers, social 
studies teachers, psychologists, police, and medical staff) is provided by the Riga City Council 
Department of Welfare. The seminars increase the specialists' capacity and knowledge in 
recognising the early onset of drug use, risk factors associated with commencing drug use, 
dependence symptoms and the characteristics of the user, the user's family members and other 
family members, as well as addiction prevention facilities offered by different institutions. The 
seminar aims to promote the competence of specialists working in various institutions to rapidly 
respond to changing circumstances, provide early essential assistance, redirect aid programs, and 
provide systematic and daily access to support services. The workshops are designed on specific 
addiction prevention topics:  

a) family and co-dependency: working with users and family members,  

b) motivational interventions for young people: motivational intervention instruments to promote 
user engagement in juvenile assistance programs and behavioural intervention programs,  

c) motivational intervention for adults: motivational intervention instruments to promote adult user 
engagement in assistance programs and behavioural intervention programs,  

d) the diagnosis of intoxicating substance use: a program for medical staff in educational 
institutions, social service centres, and children's and youth centre units for medical professionals 
to recognize early signs of drug use and provide the necessary assistance; provide information 
services to responsible authorities and legal representatives, as well as other behavioural 
intervention programs that are not directly related to reduction or limitation of drug use, but rather 
are attributable to risk factors encouraging drug use. 

Lectures, support groups for parents of children and young people 

educational lectures on current trends in drug use among young people, current support options, 
recommendations for action by parents or other legal representatives when drug use by minors is 
suspected or confirmed. Support group programs are intended for family members and loved ones 
of adult users who are in daily contact with the effects of a dependent user who have significantly 
affected and impaired social-emotional, economic functioning, and parents or other lawful 
representatives of underage users, who find it difficult to motivate young people to engage in 
assistance programs to prevent the continuance or resumption of use. 

Lectures on addiction prevention for specialists and persons of legal age 

Educational lectures on the risks of drug use, including legal liability, support options, the dynamics 
of the addiction disease, and maintenance of an addiction-free life-style. Lectures are held for 
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visitors to the Riga Social Services Department day care centres, and specialists working in the 
municipality's institutions. The lectures are provided by specialists from the Riga City Council 
Welfare Department and the Riga Municipal Police. 

Behavioural intervention programs 

Behavioural intervention programs are designed for young people at risk from behaviour likely to 
encourage drug use or from episodic drinking. The program aims to develop participants' socio-
emotional life skills by maintaining an addiction free lifestyle prior to commencing drug use. 
Behavioural intervention programs are delivered by addiction prevention specialists from the Riga 
City Council, as well as specialists working at Riga municipal institutions (social workers, social 
studies teachers, psychologists) who have acquired the methodology for a behavioural intervention 
program. 

Counselling from addiction prevention specialists of the Riga Social Services Department 

Individual and family group counselling is provided for all residents of Riga who have encountered 
dependency problems, including the consequences of drug use. As part of the counselling, people 
can get essential help in changing their behaviour, quitting their drug use, reinforcing their 
remission, overcoming the consequences of relapse, and to more easily re-socialize in their 
previous environment or a new environment after completing treatment or a rehabilitation program. 

Municipal police raids  

Raids take place throughout the year, visiting various entertainment venues and events and 
various Riga city neighbourhoods and trading outlets located there. Raids check compliance in the 
trading of excise goods with relevant legislation and public order; information is also checked on 
the distribution and use of prohibited intoxicating substances, thereby ensuring the continuation of 
any investigations necessary within the competence of the State Police. 

The provision of HIV prevention and psycho-social services for drug users and their contact-
persons 

The HIV prevention program or sub-threshold centre is financially supported by the Riga City 
Council Department of Welfare; the service is offered by the foundation DIA + LOGS, which 
provides a needle exchange and condom distribution service for injecting drug users and their 
partners, for at least 12 hours every working day in all suburbs of Riga, and also provides 
counselling by an HIV counsellor, during which it is possible to undertake an HIV express test and 
receive information about HIV treatment programs, and essential recommendations for their daily 
regime. The social workers, psychologists and outreach workers engaged in the foundation's work 
provide counselling to motivate injecting drug users to stop drug use, thereby shielding them from 
the risk of HIV infection in the safest way possible. 

Thematic environmental action  

Thematic environmental actions are focused on restricting the prevalence of using new 
psychoactive substances, providing information both to people who have not yet begun drug use 
and to encourage them to abstain from commencing drug use, and also providing information on 
new psychoactive substances which are dangerous to any user, regardless of age. 

International cooperation and participation in projects 

Riga City Council cooperates with the international organization European Cities against Drugs 
(ECAD). This cooperation includes an exchange of information and experience between the 
various municipalities involved in the organisation on prevention and control measures, and also 
within the cooperation framework by Riga participating in an international study: Youth in Europe or 
The impact of risk and protective factors on drug use among young people. Riga has also joined 
an international organization (UBC - Union of Baltic Cities), which organizes the exchange of 
information and experience on public health issues, including the prevention of addiction. 
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In 2011 Riga's educational institutions became involved in the project Youth against Drugs 
implemented by the Riga State Police, which was supported by the European Commission. Riga 
municipal specialists participated as experts in implementing the project. 

Over the past two years, the projects implemented are more concerned with public health and 
health promotion topics, indirectly touching upon addiction, including problems of drug use. 

Practical participation in international organizations and collaborative projects or projects initiated 
by local government may possible be explained by the lack of local government policies on 
restricting drug use, because its presence allows us to draw the directions for local government 
action and the potential services, activities, and results. Worth mentioning as an example of best 
practice is Riga's participation in the international study, Youth in Europe or The effect of risk and 
protective factors on drug use among young people on the basis of the results of which it would be 
necessary to establish guidelines for drug-control policy, and to implement the Public Health 
Strategy Action Plan approved this year, when planning long-term projects with long-term 
programs co-financed from national programs or those of the European Union, or European 
Commission. 
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