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Summary

In chapter 1, and throughout this year’s NR, reference is made to the first year of

implementation of the new NDS 2009-2012. Other main findings of chapter 1 show that,

as in the previous year, no major new drug legislation was introduced in 2009; however,

the reparative law L24(1)/2010 was passed, making it no longer a formal offence for

treatment unit staff or pharmacists to supply syringes and needles to drug users for harm

reduction purposes. Also, a new strategy for alcohol began to be elaborated by the CAC

in 2009. In terms of structural coordination arrangements, modification of law

L128(1)/2000 in 2009 has meant that the appointment of a Coordinator / President of the

CAC directly from the office of the President of the Republic is to be expected shortly.

While feedback on public expenditure figures has improved slightly in 2009, these

figures remain largely unspecified, so that - cautiously taking these methodological

difficulties into account - a gradual upward trend in public spending on drug-related

issues may be observed.

One important development in this year’s report is the 2009 General Population Survey,

as described in chapter 2. According to the findings of the 2009 survey, cannabis is the

most widely used illegal substance, followed by cocaine and ecstasy; lifetime prevalence

of cannabis is reported by 11.5% of the population. Drug use is more prevalent among

men than among women, a gap observable in lifetime, recent, as well as current

prevalence. Additionally, drug use, and particularly cannabis use, is mainly reported by

young people, and an increase is shown in the lifetime use of cannabis, cocaine, ecstasy

and LSD. However, only the increase in cannabis and cocaine use can be considered

significant, which continues with regards to both recent and current use. Further data

from the survey is described more fully in chapter 2 and throughout the NR.

Chapter 3 suggests that the evaluation of the 2004-2008 NDS and Action Plans, and the

development of the new 2009-2012 NDS have resulted in new developments in the field

of prevention on the policy level, which included 1) the monitoring and evaluation of all

prevention programmes by German experts (see NR 2009), 2) the development of a

mechanism of continuing prevention programme monitoring, and 3) the establishment of

the first prevention guidelines. The CAC monitoring report, the prevention guidelines

handbook and the Prevention Unit forms, also provided by the CAC, are the main
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sources of information, and these are presented in some detail as they are of relevance

to all levels of prevention activity.

Chapter 4 takes into account the methodological difficulties of problem drug use

calculation, but also notes that in 2009 some increase of problem drug users and

injectors is observed, mainly attributable to the increase of treatment demands in

general and particularly of foreigners and substitution treatment clients.

During 2009 no major changes to the drug treatment system were observed. As

described in chapter 5, existing units enriched the programmes offered, especially those

offering substitution and adolescent specialized treatment. In 2009, an increase in the

number of drug users in treatment was observed. Particular increase was noted with

regard to continuous treatments and clients receiving substitution treatment. Mean age

significantly increased, particularly among women and new treatments. The proportion of

new treatments remained at comparable levels to the previous year, apart from newly

treated women, who increased. In 2009, the majority of persons seeking treatment were

Cypriot nationals, but the proportion of non-Cypriot nationals also increased, particularly

of EU nationals. The proportion of clients reporting being unemployed remained at

similar levels with 2008. Heroin continued to be the most commonly reported primary

drug, followed by cannabis and cocaine. For the first time in 2009, treatment was sought

for GBL use. Of all opiate users recorded in treatment, 64.8% were receiving some sort

of substitution treatment. As to high risk behaviour, the overall proportion of users who

have ever injected remained at similar levels as in 2008. Current injecting and sharing

among heroin users marked a slight increase.

In terms of the consequences to heath, chapter 6 states that during the reporting year

several increasing trends were observed. According to the DRID KI the number of IDUs

being tested (compared to 2008) increased, as well as HCV infection in the general

population and among IDUs. In 2009 more female IDUs and younger individuals were

diagnosed with HCV. Also, increasing trends are noted when considering the number of

IDUs ever imprisoned and the number of years of injecting. HIV cases are not yet

reported according to the DRID KI protocol. With respect to drug-related deaths, during

the reporting year 15 drug related deaths were recorded, 12 of which were directly

attributed to drug poisoning. During 2009 four programmes used a harm reduction
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approach to prevent drug related deaths, as described in chapter 7. However,

responses to infectious diseases transmission are limited and sporadically implemented;

most responses targeting drug users are currently taking place in the framework of drug

treatment.

The main impact on social correlates of drug use in 2009, as described in chapter 8,

included a finding that 25.6% of users over 35 years old were living in parental

accommodation; women appeared to be at greater risk of living with other drug users or

drug-using partners. Despite rising unemployment in the general population,

unemployment levels for drug users appeared to remain steady, yet an overall increase

was noted also among drug users when numbers were taken into account. Among the

persons seeking treatment in 2009, 21.4% had dropped out before completing lower

secondary school (by age 15), and 26.9% before completing higher secondary (age 18);

there appears to be some vulnerability to school dropout for drug users between ages 15

and 16, but this needs further confirmation. Further in chapter 8, a recent quantitative

study on drug use among Pontian Greeks in Paphos is briefly reported on, as well as a

second-year-running NFP focus group on social reintegration.

Chapter 9 shows that during the year 2009 the number of drug offences and the number

of persons involved in them decreased slightly. Cannabis use and possession offences

continued to involve the majority of persons, presenting no significant decrease

compared to 2008. The number of ‘neighbourhood policemen’ during 2009 also

increased slightly compared to the previous year, although according to Police

information, more areas still have to be patrolled in coming years.

While chapter 10 describes how a small decrease in the perceived availability of drugs

has taken place - something which may be linked to the recent appearance of new

synthetic drugs, or to the way respondents answered in the general population survey -

compared to 2008 a significant increase in cannabis resin transportation by air was

observed. With the exception of cannabis resin however, seized quantities of all illicit

substances during 2009, were lower than those of 2008.

Finally, in the ‘selected issues’ part of this year’s report, chapter 11 describes the

process leading to the production of national treatment guidelines throughout 2009,
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marking the year 2010 by the development of the first drug treatment and prevention

guidelines in Cyprus, such that as of 2010, a nationwide system assuring quality

practices in this field exists. An attempt has also been made in chapter 12 by the NFP to

collect information individually from all existing treatment services in Cyprus regarding

their funding sources; despite repeated efforts to secure exact data however, coverage

was far from complete, and therefore the picture of treatment funding sources which

emerged is necessarily a limited one.
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PART A: NEW DEVELOPMENTS AND TRENDS
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Chapter 1: Drug Policy – Legislation, Strategies and Economic Analysis

1.1. Introduction

Local bibliography suggests that drug use and dependence, understood within the

parameters of its modern setting and context, is a phenomenon which began in Cyprus

relatively recently in historical terms. In particular with respect to a number of post-

invasion social changes after 1974, illicit drug use probably became increasingly less

sporadic in the late 1970s, as demonstrated by police seizure data and the enactment of

specific anti-drug legislation, such as the 1977 Narcotic Drugs and Psychotropic

Substances Law L29/77, itself based on previous legislation from 1967 (Stylianou 2000).

It is also significant that Cyprus validated the 1961 UN Single Convention on Narcotic

Drugs, the 1971 Convention on Psychotropic Substances, and the 1988 Convention

Against Illicit Traffic in Narcotic Drugs and Psychotropic Substances.

Although there has been continuing growth and development in recent years across all

aspects of the organisational and administrative framework for national responses to the

emerging drugs phenomenon, there is nonetheless a functional national mechanism in

place for combating drugs, which is constantly being updated and refined1. Definitions of

key terms involved in the national mechanism may be found in previous National

Reports as well as in the relevant national legislation, such as the above-mentioned law

L29/77 concerning Narcotic Drugs and its amendments, but also the Treatment of and

1
While it is not significant for the operation of the current national mechanism for combating drug abuse, it is

perhaps worth mentioning that Cyprus has for some time been engaged in a general process of introducing

a new National Health System, towards which aim the Health Insurance Organisation (HIO) was set up

under Law N.89(I)/2001 as a public legal entity, in order to make the required arrangements to obtain

affordable healthcare for all beneficiaries. This is to be achieved by contracting with healthcare providers

who satisfy all the relevant conditions and specifications, coordinating and ensuring the provision of high

quality healthcare services by the contracted healthcare providers, and also through collecting, analyzing

and reporting data relating to the provision of healthcare services. Haralambides (2010) reports that among

other population groups, substance users will also benefit from the introduction of this scheme, given their

fulfilment of the relevant criteria as applicants. However, as suggested by local press reports, the

introduction of this system is likely to be delayed for some time (e.g. Eftychiou, 2010).
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Dealing with Drug Dependents Law L57(I)/92, and law L128(I)/2000 concerning the

Prevention of the Use and Dissemination of Drugs and Other Addictive Substances

(Establishment of the Anti-Drugs Council and Fund)2. These three laws are described

by Nikolaou (2009) as including all the basic national measures taken concerning

behaviours and acts related to drugs and drug use. Other relevant legislation includes

law L3(I)/95 on Crime Suppression (Controlled Delivery and Other Special Provisions),

and law L.188(I)/2007 which prevents the legalization of income from illicit activities.

Data collection tools for feedback on the national mechanism may include reviews of

such legislation, feedback on amendments of laws and new legal developments from the

legal correspondent of the Cyprus Anti-Drugs Council (henceforth CAC; for all

abbreviations please see list, section C), new developments concerning main policy

documents - primarily and most importantly the National Strategy on Drugs - as provided

by the key authorities and organisations such as the CAC, reports and studies from the

Office of the Commissioner for Administration, and other sources. The structure and

administrative framework of the national mechanism was described most recently in the

NR 2008 (ch.1, section 2.3), and further recent developments are described below.

1.2. Legal Framework

1.2.1. Laws, regulations, directives or guidelines in the field of drug issues
(demand & supply)

Mavromoustaki (2009, 2010) reports that during the years 2008 and 2009 there have

been no major developments concerning the introduction of new laws, regulations or

their amendments. However, in 2009 following certain court cases, a suggestion for the

amendment of article 5A of law L29/77 was put forward by the Cyprus Legal Service,

which was sent to the CAC for consideration. This suggestion concerned the

introduction of penalisation for the possession - and not just the supply or distribution - of

precursor substances. As a result, a bill which penalises the possession of precursor

substances has been drafted, but at the time of writing this has not been submitted to

2
A complete list of relevant national legislation in English is presented in Annex 1.
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parliament yet; further feedback on this development will be reported as it becomes

available in future reports.

While no major legislation took place, in early 2010 the reparative law L24(1)/2010 was

passed, which basically modifies article 10A of L29/77, such that it is no longer a formal

offence for treatment unit staff or pharmacists to supply syringes and needles to users,

provided these are supplied in their initial packaging and for harm reduction purposes

against the effects of controlled substance use (Mavromoustaki 2010). Also in early

2010, regulations 149/2009 and 45/2010 resulted in the addition of a number of new

substances to the Controlled Substances tables of law L29/77. These developments

may reflect the at least partly successful ongoing monitoring of the drugs situation in

both the demand and supply sectors, which leads to some effective respective changes

in the legal framework.

It is worth noting that the bill proposing the introduction of the narcotest has not been

submitted to parliament yet (Mavromoustaki 2010), but more recent information

suggests it will be very shortly3 (Morfakis, 2010). While drafting of the bill is complete,

and legal checking of the bill was completed within early 2010 (Fotsiou, 2010), at the

time of writing its submission to the Ministerial Council has been approved (Morfakis

2010), and further submission to parliament is pending. It is expected that the bill will be

discussed further in parliament before being passed, though it is perhaps of interest that

certain road accidents taking place in 2010 (which include licit substance use, road

deaths, and non-lethal accidents; see also ch. 6 and Panteli (2010), unpublished) may

have led to a more favourable political climate towards the introduction of the narcotest

(Michaelides 2010).

Fotsiou (2010) reports there were no new developments in 2009 regarding the policies

or legislation concerning alternatives to imprisonment or community work, namely

L57(I)/92. Christodoulou (2010) reports that the bill on serving sentences of home

restriction, which will provide the option for drug offenders who have served a prison

sentence of 3 months and have attended the Guidance Centre for Extramural

Employment and Rehabilitation, of wearing a locator tag and serving the remainder of

3
Most recent information suggests the bill was approved by the Ministerial Council on 27.05.2010, and is

currently being studied by two separate parliamentary committees (cf. MCW, 25. 05.2010).
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their sentence through home restriction, is still at parliament under review. As regards

community work as an alternative to imprisonment, Christodoulou (2010) also confirms

the previously reported difficulty (see ch.8, NR 2009) that drug users are excluded from

community work by the Social Services of the Ministry of Labour and Social Security,

although the exclusion of drug users from such programmes is also contra-indicated in

the international literature (Skiagrafisi 22, 2008, p.3). Reasons given for their exclusion

are the practical difficulties involving follow-up and high relapse risk; however, drug-

using offenders have occasionally had community work sentences imposed on them in

court4. Christodoulou (2010) reports further on the decision reached (see NR 2009 and

previous reports) by the specialized ad hoc CAC committee which studies law L57(I)/92

- namely to separate out those provisions which address adult offenders from those

aimed at drug-using minors, and to modify the existing provisions addressing adult

offenders. Following this, the committee will also review the provisions concerning drug-

using minors in a bill to be drafted and promoted in collaboration with the Office of the

Commissioner for Children’s Rights. Hence, suggestions made by the ad hoc committee

are still undergoing technical and legislative processing prior to being submitted to

parliament for approval.

1.2.2. Laws Implementation

In 2009, no increases in court sentencing were observed (Mavromoustaki 2009). As

regards the levels of sentencing, in the cases of class B substances (e.g. cannabis) a

general tendency is observed to administer 1 year of imprisonment for every kilo found

in possession. However, sentencing for class A substances (e.g. cocaine) is much

higher.

Article 30A of the law L29/77 caused further discussion in 2009, because the fact that

offenders have until now been accused on the basis of illegal possession, illegal

cultivation and possession with an aim to supply, has necessitated the use of evidence

produced by an expert witness who could testify to the quantity of a substance produced

4
Note that what appears to be a problem of exclusion may reflect a current lack of separate record-keeping

for drug users on community work schemes (Papamiltiadou, 2010); it is likely that some drug users may
actually be participating in certain community work groups, and an attempt will be made to clarify this further
in next year’s report.
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by each plant in cultivation. The Cyprus Legal Service therefore has decided to pursue

only the charges of illegal cultivation (Mavromoustaki 2009).

The CAC has pledged to continue to work closely with all responsible institutions

towards achieving the implementation of law L57(I)/92 (Christodoulou 2010). It may be

worth mentioning that currently the only widely applied alternative to imprisonment is the

practice of offering suspended sentences, usually applied at the discretion of judges for

young individuals with no previous criminal record, who are arrested for possession of

illegal substances for personal use (however, the programme ‘FreD goes net’ may be

considered an alternative to going to trial; see ch.3, also NR 2009). Judges have the

authority to suspend sentencing on condition that there is no repetition of the offence in

a given time period; in case of violation of the condition this leads to sentencing for both

offences (Christodoulou 2010). Bayada (2010) notes that the tardiness in promoting the

necessary modification of L57(I)/92 has had consequences on persons who may have

benefited from the option of alternatives to imprisonment.

1.3. National action plan, strategy, evaluation and coordination

1.3.1. National action plan and/or strategy

The year 2009 saw the beginning of implementation of the new NDS 2009-2012.

Consequently, many actions are currently underway (Kyprianou, 2010). Parts of the

new strategy which have been completed in this first year of implementation include:

(1) Collaboration between the MEC and the Social Welfare Services has resulted in

the implementation of hiring social workers in schools. Since September 2009,

11 social workers have been placed one day per week in 11 schools, as part of a

pilot run. The schools included 4 social workers in Nicosia, 4 in Limassol and 3

in Larnaca.

(2) The MEC has set up an Intervention Team for Youth Delinquency Issues. The

aim of the team is activation of the school unit to implement programmes and

confront the school drop-out phenomenon.
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(3) The Department of Labour Inspection of the Ministry of Labour and Social

Insurance has created a practical manual with guidelines on “Management of

Issues relating to the use of Alcohol and Other Addictive Substances in the

Workplace” with an aim to developing preventive strategies in the workplace.

This manual will be distributed to all employers nationally in 2010.

(4) The Ministry of Interior in collaboration with the CAC funded community actions

which promote the engagement of recreational, artistic, cultural, environmental,

and sports activities among youth, and particularly among young persons from

high-risk groups.

(5) The DLEU created a map of drug distribution points and trafficking deterrence for

small quantities, which is now in use by the DLEU operations team.

(6) The DLEU has lent its support to the CeCLAD-M Mediterranean anti-drug

coordination centre by participating with its own permanent representative.

(7) A referral protocol was set up for drug-using high school students to attend the

existing Family and Adolescent Counselling Centres promptly, as part of the

prevention strategy for reducing school exclusion and drop-out.

(8) Certain treatment programmes of the Mental Health Services (e.g. ‘Gefyra’) have

raised accessibility by requiring only the prior preparation of users in terms of

motivation and acceptance of programme regulations, thereby minimizing intake

waiting times.

(9) “FAROS” has been set up by the Mental Health Services to cover the Limassol

and Paphos regions; this umbrella programme includes the new outpatient

rehabilitation programme “PLOIGOS”, and the existing substitution programme

“SOSIVIO” which was reported on in NR 2009.

(10) The law concerning syringe provision has been modified as part of the

promotion of harm reduction measures (see above, section 1.2.1; also ch.6).

(11) The pilot phase of the selective prevention programme for first-time offenders

“Fred goes Net” was completed in 2009, and its evaluation took place in 2010

(see ch.3).
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1.3.2. Implementation and evaluation of national action plan and/or
strategy

Monitoring of the implementation of the NDS takes place via bi-annual general meetings

of involved parties organised by the CAC (Bayada 2010). In 2009, there has been

significant improvement with respect to the commitment of involved parties and

coordination of the CAC with government ministries.

The CAC has also completed the production of handy Prevention and Treatment

Manuals, as well as setting minimum quality criteria for programmes (see also ch.3, ch.5

and selected issue ch.11).

It should be noted that state instructions for cutbacks will have an immediate impact on

the implementation of the NDS, both with respect to the activity of the CAC, and also in

terms of funding for programmes (Bayada 2010). It may be surmised that the foreseen

lack of current plans for evaluation of the new NDS (Kyprianou 2010), is connected to

the aforementioned cutback situation.

1.3.3. Other drug policy developments

The CAC is the main body where drug policy is elaborated and any new developments

take place.

It may be worth mentioning here that topics related to drug issues which were discussed

in parliamentary committees in 2009 included:

(a) The operational problems faced by the treatment centre “ANOSI” in Limassol.

(b) Drug use in prison and measures taken by the state both to control spread of the

phenomenon and to support users.

(c) Road accidents, the alcotest and the possibility of introducing the narcotest.

(d) The coordination of competent services for protection of school populations from

smoking and drugs.
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(e) Smoking, alcohol use and licit substance use in childhood.

(f) Evaluation of the results of the NDS 2004-2008.

(g) Update on the CAC Action Plan.

(h) The control and response system regarding importation and trading of products

containing addictive substances.

(i) Women drug users and treatment options.

Laws which were studied by the parliamentary health committee in 2009 included the

law L75(I)/2002, as modified in 2008 and implemented in 2009, concerning control of

smoking in public places. The committee also studied L29/77 concerning Narcotic

Drugs and its amendments, the latest amendment (concerning new substances) being

passed in March 2010 (Socratous 2010). It is interesting to note that an analysis of

press reports for 2009 resulted in the marked increase of articles related to drug

legislation, in particular the implementation of the law concerning smoking, but also the

reportage on DRDs and the relevant prevention measures which should be taken by the

state. Also, the NDS 2009-2012 was presented in the local press as one of the most

significant developments in combating the drugs phenomenon (Fotsiou, 2010).

Civil society initiatives do not play a very significant role in drug policy developments,

mostly due to the relative absence of organised pressure groups. One such group is the

NGO Cyprus Association of Friends and Relatives of Dependent Persons, which states

on its charter among its aims the “making of every effort such that competent authorities

are persuaded to take appropriate measures ensuring [drug] users are viewed as

persons requiring special protection, and not as criminals” (Konstantinidou 2010). In

2009, this association began the operation of a parents’ support group, offered free of

charge to participants; a second, closed parents group began its operation later in the

same year. Thirty-five user’s families were assisted by this NGO in 2009, which also

promoted use of its programmes to scientific collaborators from government services.

They report, however, difficulty in finding resources, resulting in operations being reliant

on volunteer time; also, there is difficulty locating families of users and encouraging them

to use these services, as well as prejudice from the general public, and families

themselves reluctant to share their difficulties (Konstantinidou 2010).
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Local and regional government also has a role in the implementation of certain

programmes and other initiatives regionally, for example through municipal youth

committees, delinquency boards, youth boards and the operation of municipal

counselling centres. These activities include feedback from youth boards - in which

young people from the general public themselves participate - to municipal councils,

such that some grass-roots monitoring and feedback activity does take place on a

localised level (e.g. Lambrou 2010).

1.3.4. Coordination arrangements

In 2009 the law L128(I)/2000 which steers the operation of the CAC was modified, such

that the appointment of a Coordinator/President of the CAC directly from the Office of

the President of the Republic is to be expected shortly (Bayada 2010). The office of the

Coordinator/President of the CAC is expected to relieve the current Minister of Health

from his duties as President, and to offer a new impetus to the organisational

independence and efficiency of the CAC.

A new strategy for alcohol began to be elaborated by the CAC in 2009. The initial effort

towards this will involve government services such as the Ministry of Trade and Industry,

Ministry of Agriculture, Ministry of Finance, Ministry of Labour and Social Insurance and

the Ministry of Health. The design of the alcohol strategy will be based on the principle

of demand and supply reduction, as applied in the NDSs 2004-2008 and 2009-2012,

using too the E.U. Strategy on reducing alcohol-related harm, as well as the relevant

WHO reports and the Handbook for action to reduce alcohol-related harm. Also, the ad

hoc committee coordinated by the CAC for the elaboration of an action plan for

prescription drugs got underway; this committee includes participants from the Ministry

of Health MHS and Pharmaceutical Services, the Cyprus Pharmaceutical Association,

the Cyprus Psychiatric Association, the CAC and the NFP. However, the financial

situation is likely to have an impact on this, and on the proposed research - initially

scheduled for 2012 - to investigate professional prescribing attitudes and practices for

prescription drugs (Bayada 2010; Christodoulou 2010).
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1.4. Economic Analysis

1.4.1. Public Expenditure

Although there has been improved feedback from involved parties providing information

on public expenditures on drugs in 2009, specified labelled and non-labelled budgeting

is still largely unavailable, and hence reporting in the desired format of the standard table

on public expenditure (STPE) is currently not possible. It also remains the case that the

overall quality of fiscal data supplied is not sufficient to make reliable comparisons

across data providers such as ministries and NGOs. Data is not supplied from any

centralized source such as the Ministry of Finance or Ministry of Health. Also, ministries

and other parties offering information do not supply data in the form of COFOG values,

and the information given is not in a format which can readily be translated into these

figures. COFOG figures suggested for certain sums in last year’s report were not based

on firm specifications from the data provider themselves, and therefore this procedure

will not be followed this year. The NFP will undertake every effort to improve future

feedback on economic data, but it may be that some training of NFP staff or of network

partners is needed to put this into practice.



Table 1.1 Drug-related public expenditures in Euros

Year Ministry of

Education

& Culture

Ministry of

Health

Ministry

of

Justice

&

Public

Order

Ministry

of

Defence

Ministry of

Labour

and Social

Insurance

Ministry

of

Interior

Ministry of

Communications

and Works

Ministry

of

Finance

(Customs

Dept)

Youth

Board

of

Cyprus

MHS CAC

2003 153 670 1539528 440 360 60 735 1733 - - - - 391 816

2004 93 255 1733486 481 085 67 876 520 54 611 - - - 246 009

2005 164 701 1905339 636 503 77 312 - 70 214 - - - 351 941

2006 511 303 2002687 629 899 49 956 - - - - - 364 913

2007 512 580 2392042 1175045 768 877 44 765 425 537 - - - 444 643

2008 5 870 000 3700000 1282063 144 211.13 90 038 26 832.59 - - - 446 249.51

2009 680 000 3153917 1465512 127 739.58 16 760 85 430 61 000 1291.50 222 000 690 896.21

Source: Cyprus NFP, 2010



These figures suggest there has been a gradual upward trend in public spending on

drug-related issues since 2003; it is important, however, to take note of certain

particularities in reading the figures in Table 1.1, which preclude the deduction of secure

conclusions or definite trends regarding this fiscal data. Sometimes sums given are not

representative of the same expense categories for each year, which is why there also

often appear large inconsistencies between years. The considerable increase in sums

from 2005 to 2006 given from the MEC, for example, is due the sum for 2006 not being a

sum of monies expended exclusively on drug-related work, but a different total budget; in

2008, the same ministry provided a total budget spent on health issues, which proved

again considerably larger than the sum provided for 2009. Similarly, the budget from the

Ministry of Labour and Social Insurance for 2007 is not a sum of monies expended

exclusively on drug-related work, but a total budget. It is not always clear what the

budgets provided represent, and further clarifications cannot always be provided. Again,

the sum given for expenditures by the Ministry of Justice and Public Order for 2006

applies only to expenditures by the DLEU. At other times, sums may refer to partial

budgets such as for awareness-raising. This problem arises as a result of ministry

budgets often not being separately labelled for specific use. As can be seen on the

table, it is also the case that not all data providers respond to the NFP’s requests for

budget and expenditure info every year.

Sometimes a more detailed breakdown of expenditures is made available, but given the

lack of data comparability, for the sake of clarity this is not shown in Table 1.1. For

2009, such more detailed information relating to public expenditures from those data

providers who supplied it is presented in Annex II.

1.4.2. Budget

The following budget information was made available for 2010:



Table 1.2 Budgets for 2010 in Euros

Ministry of

Education

& Culture

Ministry of Health Ministry

of

Justice

&

Public

Order

Ministry

of

Defence

Ministry of

Labour

and Social

Insurance

Ministry

of Interior

Ministry of

Communications

and Works

Ministry

of

Finance

(Customs

Dept)

Youth

Board of

CyprusMHS CAC

- 3920000 1465000 160,0005 9 850 85 430 200 000 - - -

Source: Cyprus NFP, 2010

5
It is important to note that this figure is by no means a total 2010 budget for the MJPO. It represents the only projected expense figure provided

by a single MJPO service this year, namely drug tracing equipment for the central prison.



It is apparent from Table 1.2 that, of those budgets provided, planned budgets for 2010

show a slight overall increase from 2009, with one notable decrease at the Ministry of

Defence:

 The Ministry of Health shows an increase of €766 083 (24%) for the MHS, and a

decrease of €512 (-0.03%) for the CAC.

 The Ministry of Defence shows a decrease of €6 910 (-41%) for 2010.

 The Ministry of Labour and Social Insurance remains the same for 2010.

 The Ministry of Interior shows an increase of €139 000 (228%) for 2010.

Given the limitations in the figures described above, it would not be appropriate to draw

any firm conclusions on this data. However, it may be surmised that budget cuts,

normally unusual, may be connected to the financial crisis and respective economy

measures to be introduced by the government in 2010.

1.4.3. Social Costs

Due to the aforementioned financial situation, it is expected that research such as the

second series of the Social Cost survey, which suggested that the estimated social cost

of drugs for Cyprus is at 0.22% of its GDP (Kopp. & CAC 2008), will be delayed.

However, it remains a priority for both the NFP and the CAC to ensure that this research

does go ahead.
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Chapter 2: Drug use in the general population and specific targeted groups

2.1. Introduction

As of today, four national general population surveys have been carried out in Cyprus: in

2001, 2003, 2006 and 2009. However, only the most two recent ones constitute a series

(scheduled to be carried out every three years), and are compatible with the EMCDDA

guidelines. The sample for both surveys consisted of Greek-speaking persons 15-64

years of age residing in the government-controlled area, (Cyprus NFP, 2010b; Stylianou

2010, unpublished). The mode of data collection in both cases was face-to-face (self-

completed questionnaires).

According to the findings of the 2009 survey, cannabis is the most widely used illegal

substance, followed by cocaine and ecstasy. Lifetime prevalence of cannabis, reported

by 11.5% of the population, significantly exceeds the respective percentage of the

population reporting use of other drugs. Drug use is more prevalent among men than

among women; this gap is observable in both in lifetime and recent, as well as current

prevalence. Additionally, drug use, and particularly cannabis use, is mainly reported by

young people. The findings also show an increase in the lifetime use of cannabis,

cocaine, ecstasy and LSD. However, only the increase in cannabis and cocaine use can

be considered significant, both of which substances continue to show an increase with

regards to recent and current use.

As to the school population, Cyprus has been participating in the ESPAD project since

1995. The last school population surveys were conducted in 2007 (ISRD-26 study and

the ESPAD project). Based on the ISRD-2 study the results pointed to the lowest levels

of lifetime prevalence of alcohol consumption and hash use in the capital city of Cyprus,

compared to other capital cities. Alcohol consumption and drug use were more prevalent

among boys than girls while the use of soft drugs (marijuana or hashish) increased with

young people’s age. As to the ESPAD project, the results pointed to the low levels of

drunkenness, cigarette use (lifetime and current) and drug use in Cyprus compared to

6 The ISRD-2 is an international collaborative study in which researchers in 30 countries employed standardized
questionnaires to collect self-report data on delinquency, victimization, and risk behavior. The results that are
presented were published in the report named ‘Juvenile Delinquency in six new EU member states: Crime, risky behavior
and victimization in the capital cities of Cyprus, Czech Republic, Estonia, Lithuania, Poland and Slovenia’ (Steketee et
al.).
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the ESPAD average. However, an increase has occurred in illicit drug use (lifetime),

especially when compared to the 2003 ESPAD report.

2.2. Drug Use in the general population

During 2009, a second series of general population survey was carried out. The survey

was conducted by the University of Nicosia for the Cyprus Anti-Drugs Council. The

survey series, which was first undertaken in 2006, is scheduled to be carried out every

three years, following the same methodology to ensure the comparability of results.

Apart from eliciting information on licit and illicit substances, it also examined some

mental health issues. The questionnaire which is based on the European Model

Questionnaire (EMQ) also included some items related to mental health issues, as well

as some additional questions on alcohol and tobacco and availability of illicit drugs.

The primary aims of the survey, as in the previous series, were as follows (Cyprus NFP,

2010b):

 To measure the prevalence of drug use (both licit and illicit) among the general
population.

 To assess beliefs and attitudes towards drugs and drug users.

 To assess the relationship between particular population attributes and drug use.

 To identify trends.

Methodology

As in 2006, the sample consisted of persons residing in the government - controlled

area, who could speak the Greek language and were in the age range 15-64 years

(Cyprus NFP, 2010b; Stylianou 2010, unpublished). A multistage proportionate stratified

random sampling procedure was used to select the sample, and the mode of data

collection was face-to-face (self completed questionnaires). The valid sample (net

response for all age groups) consisted of 3491 persons (although 3500 questionnaires

were successfully administered, 9 of them were rejected after quality checks). Two age

groups were oversampled (15-24 and 25-34) and weighting procedures were used by

age and gender. The response rate for the whole sample (based on all types of refusals)

was 55.30% marking a significant decrease compared to 2006, where the respective
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rate was 64.83%. The questionnaire employed (self-completed) was based on the EMQ

with additional questions on tobacco and alcohol. Despite the non-inclusion of the age

variable in the 2006 survey due to concerns regarding its potential negative impact on

response rate (see also NR 2007), it was included in the 2009 questionnaire, allowing

more detailed analysis to be carried out. In addition, basic demographic information

about non-respondents (such as age group and gender) was collected, which was

lacking in the previous series of the study and which can help to determine if non-

respondents differ from respondents and if they could be a source of bias in the sample

(EMCDDA, 2002).

Despite the above methodological improvements of the 2009 survey, its weaknesses

cannot be ignored. One of the potential methodological limitations of the survey could be

attributed to the exclusion from the target population of non Greek–speaking persons.

Taking into consideration Cyprus’ high rate of population growth (one of the highest

among 27 EU countries in 2007 – Eurostat, 2009), which is mainly due to its particularly

significant positive net migration balance, along with the high number of foreign

residents, which at the end of 2008 represented 14.5% of the total population of Cyprus

(Statistical Services, 2009b), it is apparent that a significant section of the population has

been excluded, which consequently could have biased the survey results. This is

partially confirmed by the significant number of non Greek–speaking persons that could

not participate in the survey, which in 2009 reached 650 persons (households).

Results

The findings from the 2009 survey show that 13.2 % of the 15-64 year olds have used

any illegal drug in their lifetime (also see ST1_2010_CY_01). Cannabis was the most

commonly used drug across all recall periods, followed by cocaine and ecstasy. Males

were much more likely to report drug use than females across all recall periods, as

illustrated in the table below.
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Table 2.1 Prevalence of illicit drugs among the general population (15-64 years of age)

Lifetime use Recent use Current use
Males Females Total Males Females Total Males Females Total

Any drug 19.8 6.5 13.2 8.2 1.9 5.0 4.8 1.0 2.9

Cannabis 18.0 5.4 11.6 7.3 1.5 4.4 4.2 0.8 2.5

Heroin 0.5 0.2 0.4 0.2 0.1 0.2 0.2 0.1 0.2

Cocaine 4.8 1.3 3.0 2.0 0.5 1.2 1.1 0.2 0.7

Amphetamines 1.2 0.3 0.7 0.4 0.2 0.3 0.3 0.1 0.2

Ecstasy 3.4 0.7 2.0 1.0 0.2 0.6 0.5 0.1 0.3

LSD 2.1 0.5 1.3 0.7 0.2 0.5 0.4 0.1 0.2

Source: CAC, 2010, Cyprus NFP, 2010b

According to the survey, cannabis is the most widely used illegal substance, and its

lifetime prevalence significantly exceeds the respective percentages of the population

reporting use of other drugs. The proportion of population reporting recent and current

use of cannabis, also exceeds the respective percentages for other drugs.

Strong relation between gender and illicit drug use was also confirmed by the application

of the correlation coefficient (γ), which was statistically significant (with p<0.001 in most 

cases) for the most prevalent drugs (Stylianou 2010a, unpublished).

Drug use and age

According to the survey’s results, drug use across all recall periods predominates among

young adults aged 15-34 years, as the percentages reported by this particular age group

exceed the respective ones among both all and young adults. In addition, what is noted

by stratifying drug use by all the predefined age groups is that, apart from ecstasy,

prevalence of all the main illicit drugs is the highest among persons 25-34 years of age

across all recall periods, including current use (also see ST1_2010_CY_01). In

particular, while current use of cannabis was reported by 3.9% of those aged 15-24

years, the respective percentage among those in the age 25-34 was 5%.
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Drug use and other variables

Further exploration of data reveals that more than half (53.7%) of recent illicit drug users

reported experiencing serious stress in the last 12 months, and 30% of them

experienced serious depression in the same time frame, as opposed to only 10% of

those who have not used any illicit drugs in the past year (for further information

regarding somatic and psychiatric comorbidity see also ch. 7.4)

As to labour status, lifetime and recent illicit drug use was found to be the most prevalent

among tertiary students, 11.7% of whom reported recent drug use (any drug), followed

by respective figures among those reporting being unemployed (9.1%). For information

regarding unemployment among drug users in treatment see also ch. 5.3.1 and ch.

8.2.1.

Age of first use and incidence of use

With respect to the mean age of onset of illicit drug use, experimentation with ecstasy

seems to start earlier than for other drugs. In particular, while the mean age of first

ecstasy use was 19.9 years, followed by cannabis and heroin (20.5 and 20.4 years,

respectively), the reported onset of use for other substances was over 21 years of age.

Looking at the age of the onset of cannabis use (see Fig. 2.1), what can be observed is

that the highest incidence of use appears at ages 18 and 20, which coincide with the age

of enrolment and release from the National Guard, which is obligatory in Cyprus for all

men, for 26 months of service. This observation is of particular significance and should

be taken into consideration when designing and implementing any interventions

targeting the specific youth group. The particular group is explicitly mentioned in the

NDS 2009-2012 (CAC, 2010b), which under the prevention pillar sets an objective to

design and implement evidence-based drug policy in the Army. Under the treatment and

social integration pillar, the establishment of early identification and referral procedures

to treatment facilities for soldiers is also set.
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Fig. 2.1 Age of first use of cannabis

Source: Stylianou, 2010; Cyprus NFP, 2010b

As regards the age of first use of other illicit drugs, although the numbers are smaller

(and thus no reliable conclusions can be drawn) the tendency to experiment with drugs

also seems to focus around the ages 18-20 years.

Regarding incidence of cannabis use, as can be observed in Fig. 2.2 below, the

tendency to experiment with cannabis began to increase in the early 90s, reaching

significantly higher levels compared to previous years and decades. The peak of

cannabis incidence seems to have taken place in the middle of the current decade, since

when a steady decrease can be observed (the numbers in 2009 are lower, as the

measurement did not cover the whole year).
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Fig. 2.2 Incidence of cannabis use by calendar year

Source: Stylianou, 2010; Cyprus NFP, 2010b

The decreasing tendency of cannabis incidence could be a result of some changes that

have taken place in the past few years in Cyprus, such as the creation of the Cyprus

Anti-Drugs Council (2001) and the Cyprus National Focal Point (2004), which alongside

intensifying prevention efforts by all relevant agencies, probably also contributed

significantly to increased awareness concerning drug use.

Continuation rates7 and frequency of use

For cannabis and cocaine, recent continuation rates reached 37.6% and 40.2%

respectively, while current continuation was on comparable levels for both drugs (around

21%).

As to the frequency of use of cannabis among current users (other drugs were not

analysed due to the small number of cases), 22.6% of all adults and 25.4% of young

adults (15-34 years of age) reported daily / almost daily use of the drug during the last

7
Concerning the continuation rates, although as based on the results, the highest recent

continuation rate is observed with regards to amphetamines and heroin, due to the small number
of cases reporting recent and current use of these drugs, these results should be treated with
great caution.
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month; 7.1% and 9% of both age ranges respectively reported use several times a week;

and 50% less than once a week.

Polydrug use

As to polydrug use, recent illicit drug use, particularly of cannabis and cocaine, seems

quite prevalent among intensive alcohol consumers, mainly young adults. In particular,

while recent cannabis and cocaine use was reported by 7.9% and 2.2% of young adults

respectively (also see ST1_2010_CY_01), the respective percentages among intensive

alcohol consumers8 of the same age group reached 30% for cannabis and 8.5% for

cocaine, as illustrated below.

Fig. 2.3 Recent illicit drug use among intensive alcohol consumers (15-34 years of age)

Source: Cyprus NFP, 2010b

With regards to recent illicit drug users, polydrug use seems to be most prevalent among

heroin users; however, as the numbers for recent drug use are very low (apart from

cannabis and cocaine), the results below should be treated with caution.

8
As defined in the voluntary table on conditional prevalence to assess polydrug use, where:

AFU 1 (level 1) = daily/ almost daily or weekly frequency of drinking 6 glasses of more of an alcoholic drink
on the same occasion.
AFU 2 (level 1) = daily/ almost daily frequency of alcohol consumption in the last month.
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Fig. 2.4 Drug combinations among recent drug users 15-34 years of age

Source: Cyprus NFP, 2010b

Based on the figure above, the most common drug combinations (referring to recent

use) among young adults can be summarized as follows:

Cannabis users  cocaine
Ecstasy users  cannabis and cocaine
Cocaine users  cannabis and ecstasy
Amphetamine users  ecstasy and cocaine
LSD users  cannabis, cocaine and ecstasy
Heroin users  all of the above

Finally, with respect to risk perceptions, it can be noted that while the highest perception

of risk of using illicit drugs (either occasionally or regularly) is found among those in the

age group 55-64, the lowest perceived risk of using drugs is mainly prevalent among

young people (15-24).

Trends

The latest findings from the 2009 general population survey show an increase in the

lifetime use of cannabis, cocaine, ecstasy and LSD, as shown in the figure below.
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Fig. 2.5 Changes in the lifetime prevalence of illicit drugs (15-64 years of age)

Source: Cyprus NFP, 2010b

However, as regards recent and current use, only cannabis and cocaine use continue to

show an increase compared to the respective percentages of 2006. In particular,

regarding recent use, cannabis use rose from 2.1% in 2006 to 4.3% in 2009 and cocaine

from 0.6% to 1.2%. Current use of cannabis was reported by 2.5% in 2009 (1.4% in

2006) and current use of cocaine by 0.7% (0.4% in 2006).

Additionally, differences can be noted in relation to gender. In particular, while the

increase of drug use (irrespective of the recall period) is observed for both sexes, the

increase among males is more evident, as illustrated below (Fig. 2.6).
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Fig. 2.6 Changes in last year prevalence of cannabis and cocaine among men and women

Source: Cyprus NFP, 2010b

In general, while the highest increase of drug use is noted among young adults (15-34

years of age), the rate of the increase seems similar across other age groups, as

illustrated below (Fig. 2.7).

Fig. 2.7 Changes in last year prevalence of cannabis and cocaine across various age groups

Source: Cyprus NFP, 2010b

Finally, while an increase of the recent continuation rate of cannabis can be noted (from

31.8% in 2006 to 37.6% in 2009), the other remaining main drugs (cocaine and ecstasy)

show a decline, both with reference to recent and current continuation rates, as

illustrated below (Fig. 2.8).
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Fig. 2.8 Changes in recent and current continuation rates of the main illicit drugs

Source: Cyprus NFP, 2010b

As to the reasons for the significant increase in illicit drug use (cannabis and cocaine in

particular) between 2006 and 2009, several hypotheses were examined; some of these

hypotheses included a “cohort effect” of the sample composition, the difference in the

field work data collection seasonal period, and others. While none of the above seemed

satisfactory in explaining the increase in illicit drug use, other factors were identified

which seemed to have greater explanatory significance - in particular, what seems to

have played some role is the decreasing tendency of underreporting drug use, which

could be a result of some historical and social changes that have taken place in the past

few decades in Cyprus, such as a shift in the perception of the phenomenon of illicit drug

use, changes in the Cyprus Police practices towards drug users (which were traditionally

strict and quite punitive), development of the tourism industry, as well as increased

awareness concerning drug use. What is of great importance in relation to the above, is

the observed response rate in 2009, and the age group of respondents in particular; it is

noted is that the highest response rates were observed among the age groups 15-34,

which also report the highest rate of illicit drug use.

Another important factor that seems to have contributed to the rise of reported drug use

is the fact that drug use is a relatively new phenomenon in Cyprus (compared to other

European countries). Based on the incidence analysis, what can be observed is that

significant numbers of first cannabis use started appearing in the mid and late nineties,

with the highest peak occurring in 2004. In light of this fact, it is expected that the rates
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will continue to increase at each new measurement, until the coverage period reaches a

period with low incidence (Stylianou 2010, unpublished).

2.3. Drug Use in the school and youth population

NNIA.

During 2009, no new school population survey was carried out. The next series of the

ESPAD project will be carried out in 2011.

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

In 2009, a collaborative survey among young tourists visiting Cyprus was carried out,

which is expected to provide some information regarding drug tourism; the results of the

study will be provided to the Cyprus NFP and reported as soon as they are published.

Also, in 2009 an online survey among Cypriot students (15-24 years of age) was carried

out. The survey was undertaken at London South Bank University by Kyrizi and Clark

(2009) as part of a Master’s Degree in Addiction Counselling Programme. The final

sample consisted of 511 Cypriot students, aged 18-24 years and attending tertiary

institutions in Cyprus and in the United Kingdom, 308 of whom were studying in Cyprus

and 203 in the U.K.. The questionnaire employed was based on the European Model

Questionnaire, as well as the ESPAD questionnaire (Kyrizi & Clark, 2009, unpublished).

The primary aim of the survey was the measurement of the prevalence of drug use

among Cypriot students, and assessment of the differences in drug use according to the

country of study. According to the results of the survey, a significant difference is

apparent among students studying in both countries. In particular, the proportion of

students reporting drug use across the total recall period is much higher among those

studying in the U.K., as illustrated in Fig. 2.9 below.
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Fig. 2.9 Prevalence of some illicit drugs among Cypriot students by country of study

Source: Kyrizi and Clark, 2009

Looking at the percentages reported by those studying in Cyprus, what can be noted is

that they are on similar level to those reported by the age group 15-24 in the recent

general population survey presented in the subchapter above. Regarding frequency of

use among current cannabis users, 5.6% of those studying in the U.K. reported daily /

almost daily use, compared to 2% of those studying in Cyprus.

What seems of significance with regards to the observed gap between the students of

the two countries, is the difference in the availability of drugs. According to the survey,

while 34.4% of those studying in the U.K. believe it is very easy to find cannabis, the

respective percentage among those studying in Cyprus was 12.2%. Analogous

differences in the perceived availability could be observed with regards to other main

drugs (ecstasy and cocaine). For information on perceived availability of drugs from

other sources, see ch. 10.2.
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Chapter 3: Prevention

3.1. Introduction

The evaluation of the 2004-2008 NDS and Action Plan, and the development of the new

2009-2012 NDS, have resulted in new developments in the field of prevention on the

policy level. The main developments included 1) the monitoring and evaluation of all

prevention programmes by German experts (see NR 2009), 2) the development of a

mechanism of continuing prevention programme monitoring and 3) the establishment of

the first prevention guidelines. The CAC monitoring report, the prevention guidelines

handbook and the Prevention Unit Forms, also provided by the CAC, are the main

sources of information, presented in this chapter in some detail, as they are of relevance

to all levels of prevention activity.

1. First prevention programme monitoring report

The development of the first prevention guidelines, as well as the establishment of the

prevention programme submission / licensing procedure, will enable the CAC to

effectively monitor all prevention actions / programmes, and prepare annual reports on

applied prevention interventions. The content of the report for 2009 will be presented in

sections 3.2.1 and 3.3.2.

2. Prevention guidelines handbook

The aforementioned guidelines were finalized, and their implementation commenced in

2010. The prevention guidelines handbook describes the philosophy of prevention in the

drugs field, as portrayed in the NDS 2009-2012; it also defines the main prevention

approaches and includes a large section on programme quality and effectiveness. It is

noted that the handbook emphasizes the need for a holistic prevention approach

focusing on all substance use, adapted to the target population, emphasizing family

involvement, and being cost effective. The basic prevention principles are presented in

Annex III.
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3.2. Universal prevention

3.2.1. School

Universal prevention is the major type of prevention implemented in Cyprus, although

according to the available research findings (ESPAD & ISRD-16) Cyprus is one of the

countries with the lowest levels of drunkenness, cigarette use and drug use (see NR

2009, ch. 2). Most programmes target lower secondary and higher secondary school

students, although some target parents as an intermediate target group. As previously

reported, the first monitoring report focused on the 2008-2009 academic years. The

newly established monitoring mechanism allowed the identification of good practise

interventions, and shed some light regarding their quality. On the other hand, the report

pointed out some weaknesses and difficulties and provided some general suggestions

for improvement. According to the CAC, existing programmes should 1) focus on a

targeted group, 2) conduct needs assessment before designing and implementing

specific programmes, 3) prioritize their actions and activities based on the specific needs

of the target population, and 4) use evaluated prevention material. The report also

pointed out the need for financial support, specialized staff and support from other

institutions such as the MEC (CAC, 2010a, unpublished).

According to the available Prevention Unit Forms (PUFs) provided by the CAC, during

the school year 2008-2009, the existing prevention services implemented the

programmes 1) “Standing on my own feet”, 2) “Garden with 11 cats’’ and 3) “Adolescent

discussions”. All programmes aim at developing the personal and social skills of the

students, although ‘’Standing on my own feet’’ and ‘’Adolescent discussions’’ target

secondary level students, whereas the ‘’Garden with 11 cats’’ programme targets

primary level students (for more information refer to SQ26_CY_01).
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Table 3.1 School manuals

School manuals

Name of programme Age range Total number of

schools covered

Total number of

students

participating

Standing on my own feet

(6 programmes)

11-189 38 1360

Various material or

combination of two or

more (10 programmes)

6-16 193 778

Source: NFP, 2010

Table 3.2 Family intervention manuals

Family interventions

Name of programme/

service

Total number of groups Total number of

participants

Communication in the

family (5 programmes)

26 495

Source: NFP, 2010

Table 3.3 Community interventions

Community interventions

Various interventions Total number of

participants

Total number of groups

6 622 26

Source: NFP, 2010

It is noted the above Tables 3.1-3 do not reveal the complete picture regarding the

prevention interventions implemented, since a lot of other non evidence-based material

interventions are designed and applied by the prevention services. However, the tables

above do provide an idea of the type of training programmes and interventions used, the

9
This age range consists of sets of smaller age groups.



Page | 43

school, family and community coverage as well as the number of students, families or

groups reached.

It is worth mentioning here, that in the framework of its activities during 2009 (and

following the approval of the MEC) the CAC sponsored nationwide research on the

protective factors against drug use in young persons. This research was conducted

under the supervision of the NFP, and was titled “The profile of third grade lyceum

students who never used illicit substances: protective factors and students’ opinions

about them” (CAC 2009, unpublished). The aims of the research are focused on the

assessment of the protective factors against using illicit substances, as well as the

tracing of characteristics, attitudes and notions of the students regarding the specific

issue. Additionally, the aims include the recording of methods and means that could

promote, with better effectiveness, the role of family, school, social environment etc., in

the prevention of illicit substance use among adolescents.

The research used qualitative methodology, involving a total of 100 interviews with (an

equal number of) students. The students were chosen by the teachers’ union based on

school performance and behaviour criteria. Through the research results, it was

indicated that students who never used drugs usually have:

1. Strong bonds/attachments with family and school.

2. Parental monitoring of their leisure time

3. High levels of school performance

4. Knowledge of the risks of using illicit substances

3.3. Selective prevention in at-risk groups and settings

3.3.1. At - risk groups

The decreasing tendency of cannabis incidence, as well as the high response rate of the

general population survey participants among the age groups 15-34 (see also ch.2),

could be a result of change taking place in the general public’s perception regarding

drug use, as well as current changes in the prevention system, such as the
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implementation of programmes targeting high risk groups, run by the MHS in

cooperation with the Police.

During the period November 2008 to December 2009, the newly implemented

programme “Fred goes net” was coordinated by the CAC and implemented by the MHS

in cooperation with the Police and the support of the Attorney General’s office, and

achieved successful results as shown by the evaluation report (see also

EDDRA_2010_CY_01).

Specifically, 91 individuals were referred by the criminal justice system to the

programme (the vast majority concerned police referrals). Most participants were males

(m=87, f=4) aged 14-24, with a mean age of 20.5. The vast majority of the participants

reported cannabis use (98.9%), as well as alcohol use (96.7%). Cocaine / crack was

reported by 32.1% of the participants, and amphetamine or other stimulant use by 17.9%

(FOGS, 2010, unpublished).

Out of the 91 referrals, 75 completed the survey for course participation. According to

the survey, 62.7% of the participants reported being very satisfied, 30.7% satisfied, while

only 6.6% reported being partly satisfied or not very satisfied with the course. Moreover,

95.9% of the participants reported that they would refer friends to attend the programme.

In the statement “participation in the course has changed my attitude towards my drug

consumption”, 51.4% and 33.8% reported ‘entirely agree’ and ‘partly agree’ respectively.

More than half of the participants (62.7%) reported that they now intend to use fewer

drugs, whereas 60% said that, after completion of the programme, they intend to make

life changes (FOGS, 2010, unpublished).

Positive answers were also observed from the participants’ referred for alcohol-related

delinquencies. For instance, 56.5% reported that participation in the course was

important to them personally; at the same time, participation in the programme ended in

positive results concerning attitudes and behaviours related to alcohol use. Seventy

three percent of the participants reported they ‘entirely agree’ or ‘partly agree’ that

participation has changed their attitudes toward drinking, and 59.1% reported that after

participation in the programme they intend to drink less alcohol. Finally, 68.2% said they

intend to make some life changes after their exposure to the course (FOGS, 2010,

unpublished).
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3.3.2. At risk families

According to the CAC mid-term monitoring and evaluation report, during the reporting

year the Priority Action Zone programme of the MEC expanded by the addition of three

more zones (units), and further expansion is being discussed (CAC, 2010, unpublished).

3.3.3. Recreational settings

As mentioned in the previous NR 2009, in the framework of harm reduction, the 2009-

2012 NDS includes a strategic plan for safer clubbing. Several actions provide for

prevention and harm reduction of alcohol or drug use. Specifically, during 2009-2010

the following actions began being implemented:

1. Training of night club staff to recognise the symptoms of medical problems (which

might be related to drug use), and to administer first aid.

2. Implementing late night bus routes.

3. Trained workers at recreational settings provide information related to treatment

availability, legal framework etc.; also, information material on legal and illegal

substances, as well as condoms and free water.

4. Use of alcotest machines on the premises of clubs and bars participating on the

programme.

5. Provision of taxi vouchers for intoxicated clubbers.

The aforementioned plan has already commenced implementation, and some actions

are currently underway.

3.4. Indicated prevention

NNIA.
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3.5. National and local Media campaigns

During the reporting year local municipalities organized various regional campaigns, in

cooperation with KENTHEA counselling stations and the Cyprus Youth Board.

Moreover, the Strovolos Municipality, also in cooperation with the Cyprus Youth Board,

organized a campaign titled ‘’Live your life free without addictions’’. This campaign

included creative and recreational activities such as climbing, cycling, archery,

photography, painting, table games, live radio station music, and live music by various

bands.

On the occasion of the International Day Against Drugs (June 26th), the CAC organized

and promoted a dance performance, entitled “Way out”. The performance took place in

a central area of Nicosia. The dancers, as well as the audience, moved from place to

place following an allegorical route, representing the personal labyrinth and drug users’

personal journeys.

Also in the context of the International Day Against Drugs, the Ministry of Defence, and

specifically the National Guard, broadcast the message “You have a lot to see, You have

a lot to live” through television, radio spots and printed media.

Additionally, the Cyprus Association of Friends and Relatives of Dependent Persons

developed and promoted a CD, titled “Love can do everything”, aiming at spreading

general awareness of the drug phenomenon, and collecting financial resources to

support drug users’ families.
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Chapter 4: Problem Drug Use

4.1. Introduction

The first estimation of problem drug use in Cyprus was carried out in 2004. As no other

sources apart from treatment demand data were available up to the year 2006, the

estimations were based on the Truncated Poisson method (Chao’s formula), which up to

the year 2006 had been the only implemented method. During the year 2007, individual

data on all drug offenders was provided by the DLEU to the Cyprus NFP, allowing – for

the first time - the application of a capture-recapture method by combining Police and

treatment data; however, since 2008, significant technical difficulties emerged in the

Police electronic recording system (DLEU 2009, unpublished), making it impossible to

extract data in a form that would allow the application of the capture-recapture method.

The Truncated Poisson method was therefore utilized each year, irrespectively of the

availability of data from other sources. In addition, further attempts are still being made

by the Cyprus NFP to involve other potential sources of information in the network. In

particular, communication was established with private psychiatrists, aiming at the

implementation of a short questionnaire, which could serve as an additional source of

information on problem drug use. Furthermore, apart from the PDU estimation (which

includes the estimation of IDUs), since 2006 Cyprus has also been carrying out PDU

incidence estimates.

As regards the definition of problem drug use, Cyprus follows the EMCDDA definition.

However, due to a very limited use of opiates other than heroin or other substances

taking place, only heroin users were used for the estimation of PDU up until 2005. In

2006 cocaine users were included in the estimation, and in 2007, as a result of an

increase in the use of opiates other than heroin by the treated population, it was decided

to also include this category of users in the estimation.

With regard to trends (which should be treated with caution, due to aforementioned

limitations of the employed method, and also the lack of long term data), a significant

increase of the problem opiate users’ estimate in 2007 can be observed, mainly

attributable to the increase of foreigners seeking treatment during the reporting year,

which accounted for 57% of problem opiate users (see NR 2008). In 2008 a remarkable
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decrease of opiate PDUs follows, partly attributable to some significant changes that

have occurred in the population used for the estimate during 2008, such as a lower

number of demands for treatment, a lack of prison data and a significant decrease of

foreigners recorded in treatment. In 2009, some increase of problem drug users and

injectors is noted, mainly attributable to the increase of treatment demands in general,

and particularly of foreigners and substitution treatment clients.

4.2. Prevalence and Incidence Estimates of PDU

As already mentioned, no capture – recapture (CR) method could be employed in 2009.

Although individual data was provided to the Cyprus NFP, the electronic database’s

function of automatic generation of the individual identifier had failed (Xenofontos 2010,

personal communication), making it impossible to apply a CR method.

Regarding the estimation of problem drug use, two groups of users were explored:

opiate users and users of opiates and/or cocaine. As to intravenous drug use, ever and

current IDUs among both groups of PDUs were estimated.

4.2.1. Indirect estimates of problem drug users

The results of the estimations based on the Truncated Poisson method (Chao’s formula)

are presented in the table below (also see ST7_2010_CY_01-06). The rate per 1000

inhabitants 15-64 years of age, is based on the most recent population data (end of

2008) provided by the Statistical Services Office of the Ministry of Finance (Statistical

Services 2009, personal communication).
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Table 4.1 Estimated numbers of problem drug users and injecting drug users for the year 2009.

Central
estimate

Lower
bound

Upper
bound

Central
rate 15-
64
/1000

Lower
bound of
prevalence
rate 15-64

Upper
bound of
prevalence
rate 15-64

Opiate users
(ST7_2010_CY_01)

total
1042 868 1286 1.9 1.5 2.3

males 921 751 1166 3.3 2.7 4.2

females 130 94 211 0.5 0.3 0.7

Opiate/cocaine
users
(ST7_2010_CY_02)

total
1398 1182 1688 2.5 2.1 3

males
1241 1030 1532 4.4 3.7 5.5

females 168 122 262 0.6 0.4 0.9

Injectors (ever)
Opiate users
(ST7_2010_CY_03) 678 562 850 1.2 1 1.5

Opiate/cocaine users
(ST7_2010_CY_04)

706 587 878 1.3 1 1.6

Current injectors

Opiate users
(ST7_2010_CY_05)

478 375 645 0.8 0.7 1.1

Opiate/cocaine users
(ST7_2010_CY_06)

481 379 646 0.9 0.7 1.1

Source: Stylianou, 2010; Cyprus NFP, 2010

With reference to gender, as illustrated in the above table, males constitute the vast

majority of problem drug users. In addition, estimation of PDUs by age groups show that

the age group 25-34 consists of the largest number of PDUs (for details see

ST7_2010_CY_01/02). As regards the estimated total number of problem drug users in

previously reported years, a slight increase of opiate PDUs can be observed in 2009,

illustrated in the figure below (Fig. 4.1).
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Fig. 4.1 Estimated numbers of opiate
10

users per year

Source: Stylianou, 2010; Cyprus NFP, 2010

Comparable tendencies are noted with respect to the increase of opiate / cocaine PDUs,

as well as of injectors for both categories of drug users (see Fig. 4.2 below, specifically

for opiate users ever injecting).

Fig. 4.2 Estimated numbers of opiate injectors (ever) by year

Source: Stylianou, 2010; Cyprus NFP, 2010

10
In the years 2004-2006 only heroin users were included
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Besides the limitation of the method applied (see NR 2008), as well as the large

confidence intervals of the 2007 estimate, which should be considered when interpreting

the results, some changes have occurred in 2009 that could contribute to the

aforementioned increase; namely, the increase could be partly attributable to the

increase in number of treatment demands in 2009, in particular for clients in substitution

treatment, following the increase of substitution treatment availability (for details see

chapter 5), which resulted in a higher number of users included in the estimation (see

also ST7_2009_CY_01 and ST7_2010_CY_01).

While the decrease of PDUs in 2008 was attributable to the significant decrease of

foreigners recorded in treatment (see NR 2009), which according to the CR estimation

(Hay 2008, Cyprus NFP 2008) accounted for the majority of PDUs, in 2009 the number

of non-Cypriots increased, thus contributing to the estimation rise. To test the validity of

the above hypothesis, an additional analysis of the data was carried out, aiming at the

estimation of Cypriot and non-Cypriot PDUs. The results were consistent with the above

hypothesis and with the 2007 estimate, as non-Cypriot nationals accounted for 57.5% of

the total opiate PDUs (Stylianou 2010, unpublished).

Based on the above, it can be assumed that an actual increase in the problem drug use

population has indeed occurred, mainly attributable to the increased population of non-

Cypriot drug users in treatment (Cyprus NFP 2010, unpublished). However, as

emphasised in the previous report (Cyprus NFP, 2009), the above results should be

treated with caution due to the small numbers of the population and of users in Cyprus

generally, resulting in the high susceptibility of the data to even minor changes,

As to the estimated numbers of current injectors (see also ST7_2010_CY_05 and 06),

although an increase can be observed, it is of a lesser degree, as illustrated below. An

analogous situation is noted with reference to the estimated number of opiate / cocaine

users currently injecting (Stylianou 2010,; Cyprus NFP, 2010, unpublished).
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Fig. 4.3 Estimated numbers of opiate current injectors by year

Source: Stylianou, 2010; Cyprus NFP, 2010

As can be noted in the figure above, although a slight increase of the central estimate of

current injectors among opiate users is noted, a significant overlap of the range of the

upper and lower bounds of the 2008 and 2009 estimations can be observed, suggesting

that the difference of the two estimations is smaller than in the case of opiate users.

Looking at the treatment demand data for the year 2009 (see ch 5), it can be noted that

both the overall proportion, and particularly the actual number, of heroin users reporting

current injecting has increased, which partially supports the observation illustrated in the

figure above.

4.2.2. Estimates of incidence of problem drug use

As in previous years, treatment demand data (2003-2009) was used to estimate the

latency period and incidence of problem drug use. The analysis included cases in which

opiates were the primary drug of abuse, whose age of onset of heroin use was known,

and had a known time of first demand for treatment (see NR 2008). As a result of

filtering the data according to the inclusion criteria, a total of 1530 cases were used for

the latency and incidence analysis. Despite the significant limitations of the data,



Page | 53

attempts were made to estimate the latency period and incidence of problem drug use

using the cases defined above.

According to the data, the mean survival time was estimated at 5.51, with a 95%

confidence interval of 5.26 – 5.77 (Stylianou 2010, unpublished), remaining at similar

levels to previous results (see 2009 NR). Exploring the latency time by route of

administration, as previously (Cyprus NFP, 2009), intravenous administration of heroin

(current injecting) does not seem to significantly affect the mean survival time of current

injectors and those who are not currently injecting, as the mean latency period for both

groups (opioid users) was found to be 5.5 and 5.4 years respectively, with the 95%

confidence intervals overlapping (5.2 – 5.9 and 5.07 – 5.8, respectively).

Comparing the above results with the respective figures from the year 2005, an increase

of the mean latency time can be observed among those who are currently not injecting

(4.83 years in 2005, 4.62 in 2006, 5.37 in 2007, 5.29 in 2008). As to those opioid clients,

who injected at least once in their lifetime, the mean latency was found to be 5.6 years,

as opposed to 5.2 years for those users who never injected. However, as for the

previous year (Cyprus NFP, 2009), when the 95% confidence intervals of both means

are taken into consideration, the difference between the latency for these two groups of

users does not reveal any statistical significance (Stylianou 2010, unpublished).

Further exploration of the data reveals that the variables that reduce the latency time in

case of opioid use (as injecting behaviour was found to be statistically non-significant)

are, as previously reported (Cyprus NFP, 2009) gender, age of onset of heroin / opioid

use, and age of first demand for treatment (Stylianou 2009, unpublished). More

specifically, being male increases latency time, the later one has started the use of

heroin / opioids in one's life, the longer it takes until s/he seeks treatment, and the later

in history (calendar year) one has sought treatment, the shorter her/his latency period is

(Stylianou 2010, unpublished).

Finally, based on the back calculation/ FWD method on the available data, the number

of opioid users who are expected to seek treatment in 2010 was, as last year (Cyprus

NFP, 2008), estimated at 76. Taking into consideration the fact that the respective

numbers found in the data of all six consecutive years are much higher, the above

estimate, as in previous years, is biased in a downward direction. As mentioned in a
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previous reports (Cyprus NFP, 2009), the problem with the underestimation is still largely

due to the lack of data. The main limitation is due to the fact that the survival function is

being imposed only on the population of opioid users that sought treatment in the last

few years. As in previous years, a methodological conclusion is that as time passes and

as the measurement process continues, more valid and useful estimates can be

provided (Stylianou 2010, unpublished).

4.3. Data on PDUs from non-treatment sources

NNIA.

As previously mentioned, no individual data from the Police has been available, due to

technical difficulties that emerged in the electronic recording system. No data was

provided either, to the Cyprus NFP by the general psychiatric hospital, due to some

changes regarding the admission of drug users (Hadjikyprianou 2009, personal

communication).

4.4. Intensive, frequent, long-term and other problematic forms of use

NNIA.

The national definition of PDU is the same as the EMCDDA definition, therefore no

information can be provided.
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Chapter 5: Drug - Related Treatment: treatment demand and treatment

availability

5.1. Introduction

Information presented below is based on programme monitoring reports, completed TUF

questionnaires provided by the CAC, as well as information collection letters from

individual programmes. During 2009, no major changes to the drug treatment system

were observed. Existing units enriched the variety and content of programmes offered,

especially those offering substitution and adolescent specialized treatment. Examples of

these additions include the implementation of the “FreD Goes net” programme (see

ch.3), as well as the outpatient medically-assisted rehabilitation programme, ‘’Ploigos’’ in

Limassol.

Although no substitution/maintenance client registry exists in Cyprus, clients in this

specific treatment are recorded by the general treatment demand monitoring system.

Also, while the main substitution treatment provided is buprenorphine and / or

buprenorphine-Naloxone, in a few cases methadone can also be prescribed.

Substitution treatment by prescription of DHC and/ or Oxycodone is also available from

one private clinic, which has also provided Naltrexone implants in some cases. However,

due to the lack of a specialised substitution registry, no information regarding the share

of clients on different substitution medications can be provided.

Treatment demand data is not currently part of a wider national drug information system

in Cyprus. Individual data is collected by the Cyprus NFP, which is responsible for

quality control of the data, and the construction of TDI tables. Individual treatment

demand data (fully compatible with the TDI protocol) has been provided to the Cyprus

NFP by all currently existing drug treatment and counselling centres since 2004.

Previously, the information available was of unknown coverage and quality. Due to

infrastructure and understaffing problems of the Central Prison Mental Health Services,

difficulties with regards to the collection of data have occurred throughout the years,
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resulting in the lack of consistent and comparable data regarding drug users seeking

treatment in Prison11.

In 2009, an increase in the number of drug users in treatment was observed. Particular

increase was noted with regard to continuous treatments, and clients receiving

substitution treatment. Mean age significantly increased, particularly among women and

new treatments. The proportion of new treatments remained at comparable levels to the

previous year, apart from figures for newly treated women, which increased. In 2009,

the majority of persons seeking treatment were Cypriot nationals, amounting to 68.5%.

The proportion of non-Cypriot nationals increased, particularly of EU nationals. The

proportion of clients reporting being unemployed remained at similar levels to those of

2008 (see also ch. 8). Heroin continued to be the most commonly reported primary drug,

followed by cannabis and cocaine. For the first time in 2009, treatment was sought for

GBL use. Of all opiate users recorded in treatment, 64.8% were receiving some sort of

substitution treatment. As to high risk behaviour, the overall proportion of users who

have ever injected remained at similar levels as in 2008. Current injecting and sharing

among heroin users marked a slight increase.

5.2. General description, availability and quality assurance

5.2.1. Strategy / policy

As described in the 2009 NR, the CAC began implementing a more structured

mechanism of monitoring, licensing and funding of drug treatment programmes. As

mentioned earlier (see ch.3), the procedure includes provision of information through

various tools; this information is then used for the development of the annual monitoring

report of the CAC. Further, the first treatment guidelines (developed by the CAC during

2009-2010) include the minimum standards of drug treatment units, upon which

licensing and financing will be based. Further details regarding the aforementioned

guidelines are provided in ch. 11.

11
Treatment demand data from Prison was available in 2004, 2006, 2007 and partial data in 2009.
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5.2.2. Treatment systems

Psychosocial interventions

All counselling stations12, outpatient and inpatient programmes, state psychosocial

interventions as their primary treatment tool. Counselling stations mainly focus on

motivational enhancement and support, whereas inpatient and outpatient rehabilitation

services focus on individual and group counselling and therapy, as well as

psychotherapy. Most programmes provide interventions to drug users, regardless of the

substance being used. Only two services (one inpatient and one outpatient) target

problem drug users.

Detoxification

In 2009 two services reported providing detoxification; one being a governmental facility

(‘’Anosi’’) and the other a private clinic (‘’Veresies Clinic’’). The detoxification

programme offered by ‘’Anosi’’ lasts approximately 20-30 days, and according to

individual needs provides methadone, buprenorphine, naltrexone as well as

antidepressants, benzodiazepines, antipsychotics, barbiturates and Tegretol. ‘’Veresies

clinic’’ offers an outpatient and an inpatient programme; the outpatient detoxification

lasts about seven days, and users are prescribed DHC or ocycontine, subutex /

suboxone, and in some cases naltrexone for relapse prevention.

Substitution

Three services offer substitution / maintenance services. One of these is the

aforementioned ‘’Veresies Clinic’’, and the other two are governmental programmes. The

state-run services (‘’Gefyra’’ & ‘’Sosivio’’) cover Nicosia and Limassol; in ‘’Gefyra’’ users

are prescribed buprenorphine and other medications if needed (antidepressants,

12
As of 2010, counselling stations are defined by the CAC, as those stations which accept adult

drug users, (and their close friends/family), as a first stage in the therapeutic process. They offer
information on treatment related issues; preparation for the main phase of treatment, as well as
referral to the appropriate outpatient or inpatient treatment programmes.
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benzodiazepines and antipsychotics), and in ‘’Sosivio’’ the medications used are

buprenorphine and / or methadone.

‘’Veresies Clinic’’ offers substitution through two different programmes, distinguished by

the substance prescribed, either naltrexone or DHC. Other medications are also

prescribed, based on individual needs.

5.2.2.1. Organization and quality assurance

The CAC report contains a brief description of all treatment units, as well as

observations and suggestions regarding the process of the programmes and the quality

of the services offered. Briefly, the main problems mentioned are: 1) lack of financial

and personnel resources, 2) lack of appropriately trained staff, including substance

abuse counsellors and psychiatric nurses, 3) a need to enrich the staff teams with

specialisations such as social workers etc., and 4) a need for the introduction of case

managers. Further suggestions include:

 Adolescent specialized treatment services should be provided by the respective

specialized personnel, should include family therapy as an intervention for the

adolescent’s family, and should include vocational training and job searching

technique training for young users.

 Low threshold services should also offer medical and psychiatric assistance,

develop and implement outreach programmes, and their structure should be

completely differentiated from other treatment services.

 The governmental detoxification facility should attempt to decrease the waiting

period, increase its capacity, and develop better cooperation with the counselling

centres that prepare the clients for entering detoxification.

 Substitution services should incorporate psychosocial interventions and family

therapy.

 Counselling stations should focus on providing counselling, motivational

enhancement and referrals, and not specialized treatment and / or prevention

interventions. They should also improve the assessment procedures and tools

used.

 Counselling stations that attract immigrants should offer multilingual treatment.
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 Outpatient therapeutic communities should develop more group treatments for

users and their families, should offer free infectious diseases testing, improve

networking with other treatment modality centres as well as social reintegration

institutions, and improve their referral procedures. Some communities should re-

evaluate the programme design, goals and theoretical background to increase

the demands for treatment.

 The inpatient therapeutic community should consider changing its strict rules, in

order to decrease the high drop out rate, and should also consider enriching the

treatment provided with interventions focusing on special populations.

 Private substitution does not follow the WHO guidelines due to legal restraints.

Also, inpatient detoxification should be offered in a specialized clinic, or in a

separate ward, and nursing staff should be accordingly trained.

 In prison, drug services should provide appropriate detoxification, substitution and

harm reduction services. Furthermore, the existing staff team should be enriched

with substance abuse counsellors, and connections with outside treatment

services should be developed in order to assure treatment continuation and

follow-up after release. Since the prison population consists of many immigrants,

the availability of translators is essential (CAC, 2010f, unpublished).

5.2.2.2. Availability and diversification of treatment

According to the CAC, the treatment system consists of counselling, rehabilitation,

detoxification and substitution centres. For more details refer to Table 5.1 below.

Table 5.1 Treatment availability in 2009

Outpatient13 Inpatient Detoxification Substitution
Controlled

environment

16 3 2 314 1

Source: CAC, 2010

Although ongoing additions to the treatment system have enriched it considerably, the

lack of specialized treatment services (for drugs other than heroin) is observed.

Nevertheless, the 2009-2012 NDS specifically provides for “the provision of suitable

13
Including counselling stations and adolescent specialized programmes.

14
One private clinic provides substitution in the form of bubrenorphine-naloxone implants as well DHC and /

or ocycontone prescription.
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treatment for […] adolescents, women, persons with a concurrent medical or psychiatric

condition, pregnant women, foreigners and socially marginalised persons […]” (CAC,

2010b). Specifically, one of the objectives under the Treatment and Social Reintegration

Pillar is “to shape the therapeutic continuum in such a way as to provide targeted and

specialized treatment programmes (e.g. for women, high risk adolescents, cocaine

users, immigrants, families)” (CAC, 2010b). The NDS includes actions respectively for

each target group mentioned above.

5.3. Access to treatment

5.3.1. Characteristics of treated clients

For the year 2009, individual data was provided to the Cyprus NFP by all counselling

stations and treatment centres active in the field of treatment at that time (two inpatient,

16 outpatient15). However, despite the Central Prison treatment programme’s

commitment and assurance of the full implementation of the indicator in 2009 (Kariolou

2009, personal communication; see 2009 NR), only partial data was provided for the

particular year16, covering 30% of cases. As the Cyprus NFP was informed by the

Coordinator of the Mental Health Services in Prison, the structured treatment

programme offering its services to imprisoned drug users could not operate for a number

of months in 2009, due to the lack of staff (Kariolou 2010, personal communication).

As to the individual data submitted to the Cyprus NFP, double counting was controlled

both between centres and at centre level.

From the beginning of January until the end of December of 2009, 785 individual clients

were recorded in treatment. While continuous treatments from the previous year reached

115 in the particular year, 322 persons sought treatment for the first time in 2009. Of all

the clients in treatment, 546 were opioid or cocaine users, of whom 429 were opioid

users (for details see ST24_2010_CY_01).

15
Although the total number of outpatient centres in 2009 was higher, only 18 of these were approved by the

CAC for providing treatment services (see also comments in TDI_2009_CY_01). One of the outpatient
centres provides some services also on an inpatient basis.
16

Since data referring to only 27 cases were provided to the Cyprus NFP, no specific analysis of this data or
comparisons with other types of treatment centres will be made. For details regarding prison data, see
TDI_2010_CY_03.
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Of all who were recorded in treatment, 85.7% were men and 14.3% women (valid cases

for gender). The vast majority (86%) of drug users in 2008 were recorded in outpatient

facilities, 10.6% in inpatient centres and 3.4% sought treatment within the prison setting

(also see TDI_2010_CY_01-03). In addition, 286 persons were receiving substitution

treatment17 (23 continuing from previous years), 64 of whom were never treated before.

Before any results are presented, it should be stressed that any statistical comparisons

between the two genders as given below should be treated with caution, due to the

significant difference in their numbers.

Socio-demographic characteristics of clients in treatment

While the mean age of all users in 2010 was 30.3 years, new and continuous treatments

were on average 28.9 years of age. Mean age also varied across gender; in particular,

while males treated for the first time in 2009 were 1.6 years younger than all men in

treatment (30.4 years), newly treated women on the other hand, were not only slightly

older than all females, but were also older than newly treated men (29.7 years,

compared to 28.8 years of men). In addition, while clients receiving substitution

treatment seemed to be the oldest, (32.9 years of age), those recorded in inpatient

facilities had the lowest mean age (28.7). Given the longer drug career (mean duration

of primary drug use) among those receiving substitution treatment (10.1 years in case of

heroin use) when compared to those in inpatient facilities (6.9 years), the above

difference seems consistent.

Regarding the nationality of clients who sought help in 2009, the vast majority were

Cypriot nationals, corresponding to 68.5% of all clients. EU nationals accounted for

17.8%, and nationals of other countries for 13.6%. Whereas the majority of EU nationals

were Greek nationals, ethnic Greeks (‘Rossopontioi’18) accounted for the majority of non-

EU nationals (for further information regarding the specific group, see ch 8).

For information regarding living status and educational level, see chapter 8.

17
As mentioned in the introduction, the percentages of clients on different substitution

medications cannot be provided,.
18

Greek indigenous population originating from the Black Sea region of the former Soviet Union.
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As regards labour status, unemployment was reported by 42.7% of users, while regular

employment by 29.6%. Unemployment was more prevalent among inpatient and

substitution clients, as it reached 67.5% and 50%, respectively, compared to 40.6% of

clients that sought treatment in outpatient facilities (also see TDI_2010_01/02) and

38.8% of those who were not in any sort of substitution treatment. Variations regarding

labour status could also be observed among the two genders, as the proportion of men

being both regularly employed and unemployed exceeded the respective figures among

women (for details see next subchapter and chapter 8).

Primary drug

As to the primary drug of abuse of those seeking treatment during the year 2009, opiates

(mainly heroin) continued to be the most common primary drug, reported by 54.7% of all

in treatment, followed by cannabis (26.8%) and cocaine (14.9%). Also, three persons

reported GBL as their primary drug of abuse. Primary drug varied among different

groups of users recorded in treatment in 2009, as illustrated in the table below (for

further details see TDI_2010_01-03).

Table 5.2 Primary drug by: first / continuous treatments and treatment centre type

Primary drug First
treatments

Continuous
treatments

Outpatient Inpatient Prison Total

n % n % n % n % n % n %

Volatile inhalants 2 0.6 1 0.9 3 0.4 0 0 0 0 3 0.4

Cannabis 130 40.5 43 37.4 203 30.1 1 1.2 6 22.2 210 26.8

Other substances (GBL) 3 0.9 0 0 3 0.4 0 0 0 0 3 0.4

Heroin 113 35.2 46 40.0 324 48.0 73 88.0 11 40.7 408 52.0

Other opiates 11 3.4 1 0.9 20 3.0 0 0 1 3.7 21 2.7

Cocaine 53 16.5 20 17.4 98 14.5 9 10.8 6 22.2 113 14.4

Crack 1 0.3 1 0.9 3 0.4 0 0 1 3.7 4 0.5

Amphetamines 1 0.3 0 0 2 0.3 0 0 1 3.7 3 0.4

Source: Cyprus NFP, 2010

Furthermore, cannabis was more prevalent among men, as reported by 28.1%, as

compared to 18.9% of women. Heroin on the other hand, was more prevalent among

women recorded in treatment, 55% of whom reported it as their primary drug (compared

to 51.6% of men).
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Route of administration and frequency of use

As to the usual route of primary drug administration, injecting was reported by heroin,

cocaine and amphetamine users. This particular way of administration was reported by

66.4% of heroin users, by 1.8% of cocaine users and by 1 case (out of a total of 3) of

amphetamine users. Intravenous use was most prevalent among inpatient clients,

76.7% of whom reported it, compared to 63% of outpatient clients (also see

TDI_2010_01/02). In addition, as high as 41% of heroin users who reported intravenous

use of the drug as the main route of administration, had been injecting for 10 or more

years.

As to other routes of administration, smoking and sniffing heroin was reported by 30.2%

and 3.7% respectively. Sniffing was reported by the vast majority (69%) of cocaine

users.

With regards to the frequency of primary drug use, daily use was reported by 49.4% of

drug users recorded in treatment in 2009 (opiate users accounted for 72.9% of daily

users), 2-6 times per week was reported by 13.4%, and occasional use (0-1 times per

week) by 6.4%. In addition, 29.8% of clients had not used the primary drug in the month

preceding their admission to treatment, which seems to be attributable to referral

procedures (abstinence is the criterion for admission in some centres), as well as to the

significant number of continuous treatments, the majority of which involve users who

have not used the primary drug recently.

Onset and duration of use

The mean age of first use of the main drug reached 21.1 years, with first cannabis use

being reported at 17.5 years, heroin at 21.5 years and cocaine at 23.1 years of age. In

addition, women recorded in treatment seemed to have been using heroin for a period

nearly three years shorter than men (6.3 and 9.2 years, respectively).

Exploring the mean experimentation period (mean difference between the age of first

use of primary drug and the age of use of first drug), which in 2009 reached 3.7 years, it

appears that women seem to progress to primary drug use on average 2 years earlier
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than men (after 1.9 years). This phenomenon of women developing addiction faster than

men, and therefore approaching treatment earlier, seems to be universal and is well

documented in the literature (Stocco et. al. 2000).

Polydrug use and high risk behaviour

Regarding polydrug use, 63.5% of clients registered in treatment in 2009 reported use of

at least one secondary drug. The most commonly used secondary drugs were cocaine

and cannabis. Polydrug use (use of at least one secondary drug) was also more

prevalent among those reporting cocaine as their primary drug of abuse (73.5%),

followed by levels among heroin users (71.3%) and cannabis users (45.7%). Use of

drugs other than the primary drug was also higher among substitution clients, 72% of

whom reported the use of at least one secondary drug, in comparison to 58.6% of those

not receiving any substitution. As pointed out in Selected Issue 2009 (EMCCDA, 2009)

polydrug use can be particularly harmful within this group, as substitution clients

constantly have a relatively high level of opioids in their blood, which can result in the

interaction of other drugs with the metabolism of the substitution substance. Therefore,

using other substances alongside the prescribed substitution medication can lead to

severe and acute health complications (EMCDDA, 2009). One of these health

complications is increased toxicity, leading to overdose and death. This finding seems to

be in line with the results of post-mortem toxicology of the direct drug-induced deaths, as

5 out of 12 drug overdoses involved polydrug use (for details, see chapter 6).

As to high risk behaviour, the overall proportion of users who reported ever injecting

reached 44.3%. Injecting (ever) was most prevalent among heroin users (77.7%) and

inpatient clients (87.7%, compared to 74.7% of outpatient clients, also see

TDI_2010_01/02).

5.3.2. Trends of clients in treatment

Before any trends are presented, it should be noted that any trends with regards to

substitution clients and continuous treatments could be misleading, and should be

treated with great caution, due to the significant differences in the numbers of the two
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groups across the years. Nevertheless, some of these results are presented as they

seem of particular interest.

As already mentioned, 785 drug users were recorded in treatment in 2009, 115 of whom

were continuous treatments. Trends in the number of all and new treatments are

illustrated below (Fig. 5.1).

Fig. 5.1 Number of all and new treatments by year

Source: Cyprus NFP, 2010

Although an upward trend is apparent in the numbers of drug users seeking treatment,

what needs to be clarified is that the figures for all treatments for the years 2007-2009

also include continuous treatments (52 in 2007, 46 in 2007 and 115 in 2009), which were

not recorded prior to that year. In addition, one needs to take into account changes in

treatment availability, particularly the establishment of a detoxification centre at the end

of 2005, and the establishment of a private clinic and of a substitution centre in 2007.

Furthermore, towards the end of 2008 substitution provision was expanded to another

large city, and in 2009 two new outpatient programmes were included in the TDI

network. Finally, variations in the provision of prison data must be considered (lack of

data for the years 2005 and 2008). Nevertheless, even taking into consideration the

above limitations and complexity of the data, a clear overall upward trend in the number

of treatments is observed. Although the increase is also clear with regards to new

treatments, it is of a somewhat less rapid rate, which could be due to the inclusion of
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continuous treatments in all treatments. This seems to be the case in 2009, where

continuous treatments rose from 46 in 2008, to 115.

Looking at the specific treatment centres, the most significant increase in the number of

treatments can be observed in substitution programmes. The number of clients

receiving some type of substitution who entered treatment in 2009 was 263 (in addition

to 23 continuous treatments in substitution). Based on the respective number in 2008

(50 cases), a noteworthy increase is noted. However, in the case of one treatment

centre offering substitution treatment, some cases receiving substitution in 2008 could

not be distinguished from those not being treated pharmacologically. Although the

number of those cases can not be accurately assessed, the increase of substitution

clients in 2009 is clear.

Socio-demographic characteristics

While the proportion of new treatments in 2009 seems to have remained at similar levels

to those in 2008, an increase of women who had never been treated before is noted, as

from 41% in 2008, the percentage rose to 48.9%.

Regarding the mean age of persons who entered treatment in 2009, as opposed to the

previous year, a noteworthy increase can be observed, as from 28.9 years in 2008, it

rose to 30.5 years in 2009. In addition, while traditionally there was an age gap of 2-3

years between men and women in treatment, in 2009 this gap was the narrowest since

2004, as the mean age of women reached 29.8 years (27.5 in 2008), compared to 30.6

years among men (29.2 in 2008). An increase can also be noted in the mean age of first

treatments, as from 27.4 years in 2008, it rose to 28.9 years in 2009. Moreover, the

highest increase is observed in the mean age of first treatment women (see graph Fig.

5.2 below), who for the first time since 2003 appear to be older than first treatment men.
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Fig. 5.2 Changes in the mean age of first treatments by gender

Source: Cyprus NFP, 2010

In addition, while the mean age of clients not receiving any substitution treatment

remained the same (28.7 years), those in substitution seemed to be 1.5 years older than

in 2008, as their mean age reached 32.9 years. Nevertheless, the above difference

should be treated with caution, as the number of substitution clients in 2008 was also

much lower than in 2009. In general, the findings presented in the 2009 selected issue

regarding the steady increase of ageing drug users, seem to be confirmed by the

increasing number of ageing drug users (40+ years of age) recorded in treatment, which

went from 18 in 2003, to 50 in 2006, 64 in 2008, and rose to 110 in 2009 (for more

details see 2009 National Report to the EMCDDA). This could constitute a positive

development, which may be partly attributed to the increased availability of treatment -

and of substitution treatment in particular - which perhaps is more attractive to this

specific group of users. Moreover, when the function of treatment programmes in

retaining patients in treatment is taken into consideration, this change might prove to be

particularly significant with regards to prolonging the lives and reducing mortality rates of

drug users in Cyprus (also see Cyprus NFP, 2009).

With regards to the nationality of those who entered treatment in 2009, an increase of

foreigners could be observed in 2009, particularly of EU nationals, which accounted for

18.1% of those who entered treatment (121 cases), compared to 14.3% in 2008 and
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10.6% in 2007. Some increase, although of a lesser degree was also noted with

reference to non EU nationals, who accounted for 14.2% of all clients entering treatment

in 2009 (for further information see ch 4 and ch. 8).

As to labour status, the unemployment rate remained at similar levels to the previously

reported year. However, the decreasing trend in unemployment among men that was

observed in previous years (2005-2008) did not continue in 2009, as a slight increase

can be noted. Also, while the proportion of women being unemployed previously

exceeded the respective one among men, for the first time in 2009 it was lower than

among men (see graph Fig. 5.3 below). Furthermore, while a significant decrease of

unemployment among women who entered treatment in 2009 is observed, this decrease

may be met with some scepticism, since what can be observed is a considerable

increase in the classification of women as ‘economically inactive’ (from 2.6% in 2008 to

21.3% in 2009), which it is believed to cause an artificial decrease of unemployment.

However, the reasons for this are yet unknown, and an investigation of the issue will be

undertaken by the Cyprus NFP.

Fig 5.3 Unemployment by gender and year

Source: Cyprus NFP, 2010

For more details regarding labour status, as well as living status and educational level,

see chapter 8.
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Primary drug

As to the primary drug of abuse of those in treatment, as already mentioned, heroin and

opiates in general remained the most common primary drugs, as reported by 54.7% of

all cases recorded in treatment in 2009. Also, as mentioned in the previous section,

treatment for new substances was observed in 2009, when three cases reported GBL as

their primary drug of abuse. This development will be closely monitored by the Cyprus

NFP irrespectively of its current statistically insignificant extent, as it might suggest the

beginning of a shift towards the use of new substances.

Apart from cannabis, which marked a decrease compared to previous years, no

significant overall changes with previous results can be observed, as illustrated below.

Nevertheless, when absolute numbers are taken into consideration, some increase of

both opiate and cocaine users entering treatment in 2009 can be observed. On the other

hand, the above might also indicate that the use of opiates could be stabilizing over the

years, something that is also supported by the relative stability with regards to direct

drug related deaths (also see ch 6) and Police data (see ch 9 and ch 10). In addition,

although problem drug use seems to have increased in 2009, the rate of its increase

seems to depend largely on the number of non-Cypriot nationals in treatment, as they

account for the majority of problem drug users (for details, see chapter 4).
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Fig. 5.4 Primary drug among those entering treatment by year

Source: Cyprus NFP, 2010

Route of administration and frequency of use

As to the usual route of primary drug administration among those registered in treatment

in 2009, intravenous use of heroin remained at same levels to previously reported year,

reaching 66.6%. However, as the sample in 2009 was bigger, when actual numbers are

taken into account, an increase is observed. However, this again seems to be linked with

the nationality of heroin users, as the increase seems to apply only to non Cypriot drug

users, which number increased in 2009.

Also, in 2009 for the first time intravenous use of amphetamine is being reported.

Although it involved only one case, it is alarming and will be closely monitored by the

Cyprus NFP, along with the aforementioned occurrence of GBL use.

With regards to the frequency of primary drug use, an increase can be observed in daily

use of the primary drug, as it was reported by 55.1% of those who started treatment in

2009 (51.4% in 2008 and 63% in 2007). When stratifying frequency of use by main

primary drugs, compared to 2008 some increase in daily use of heroin and cannabis can

be observed (from 65.7% in 2008 to 69.6% in 2009 in case of heroin and from 28.5% to

35.9% in case of cannabis).
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As to the overall mean duration of use of the primary drug among those who entered

treatment in 2009, an increase can be noted, from 7.8 years in 2008 to 8.5 years in

2009. While the mean duration of cannabis and heroin use among first treatments

seems relatively stable, an increase in the mean years of use among newly treated

cocaine users is noted, despite some fluctuations throughout the years. This increase

might indicate a change in the use of cocaine over the years, namely from a recreational

use to addiction. Although no data is available to support this assumption, and the

numbers of first cocaine users are much smaller than the respective ones among other

drugs, a general increase in cocaine availability seems to be reflected both in the

findings of the 2009 general population survey (see ch. 2) and in the increase in the

number of cocaine users in treatment, as well as in the prices and seizures of cocaine

(see ch. 9 and ch. 10, as well as ST13_2010_CY_01 and ST16_2010_CY_02).

Polydrug use and high risk behaviour

Regarding polydrug use, a higher proportion of persons who entered treatment agencies

in 2009 reported use of at least one secondary drug (64.1%, compared to 60% in 2008

and 48.6% in 2007).

As to high risk behaviour, although the overall proportion of users who entered treatment

in 2009 and reported to have ever injected remained at similar levels as in previous

years (reaching 44.8%), when absolute numbers are taken into account, a slight

increase is noted (299 cases, compared to 262 in 2008). The proportion of heroin users

reporting ever and current injecting reached 76.2% and 55.2%, respectively, marking a

slight increase compared to 2008, particularly when actual numbers are taken into

account. With regards to sharing among heroin users, despite some slight changes, the

general picture seems to be relatively stable from 2006 onwards, as 47.5% of heroin

users reported ever sharing (45.7% in 2008 and 45.1% in 2007) and 21.5% were

currently sharing (22.7% in 2008).

As to gender differences, an increase of ever and current injecting that could be

observed among women in previous years did not continue in 2009, as the proportion of

women that reported this particular behaviour dropped from 55.1% and 35.9%,

respectively in 2008, to 46.8% and 33% in 2009. Among men, on the other hand, a
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slight increase of ever injecting was noted. Analogous changes are also observed with

regard to ever and current sharing, as illustrated below (Fig. 5.5).

Fig. 5.5 Proportion of current risk behaviour by gender and year

Source: Cyprus NFP, 2010
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Chapter 6: Health correlates and consequences

6.1. Introduction

The general population data presented, derives from limited information provided by the

Department of Infectious Diseases and the National AIDS Programme of the MOH. The

drug use related data presented below, is collected through the implementation of the

DRID KI, and is based on diagnostic testing (HCV-Ab markers). Limited behavioural

data was collected through the DRID Key Indicator implementation, since the

continuation of the 2008 serobehavioral survey by the CAC and the University of Cyprus

was not carried out as planned, due to funding issues. However, when financial

obstacles are overcome, the survey will be repeated, and further data will be made

available. Other infectious morbidity information was collected through the analysis of

selected items of the EuropASI provided by treatment centres.

During the reporting year several increasing trends were observed. According to the

DRID KI the number of IDUs being tested (compared to 2008) increased, as well as the

HCV infection in the general population and among IDUs. It is hypothesized that the

increase may be a result of the increased percentage of immigrants requesting

treatment (60% of treatment demands in 2009 were immigrants) (Cyprus NFP, 2010c,

unpublished). In 2009, more female IDUs and younger individuals were diagnosed with

HCV.

Increasing trends are also noted when considering the number of IDUs ever imprisoned

and the number of years of injecting. HIV cases are not yet reported according to the

DRID KI protocol, although three positive self-reports were identified through the TDI KI.

With respect to drug-related deaths, the national definition is the same as the EMCDDA

standard definition (Selection D). Direct and indirect illicit drug-related deaths are

included in the Special Registry. According to the Special Registry, 98 drug related

deaths in total (direct & indirect deaths) were recorded from the beginning of 2004 until
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the end of 2009. During the reporting year, 15 drug related deaths were recorded, 12 of

which were directly attributed to drug poisoning.

6.2. Drug related infectious diseases

6.2.1. HIV/AIDS and viral hepatitis

HIV/AIDS

According to the National AIDS Programme (MOH), Cyprus is included among low-

prevalence countries, with an estimated prevalence rate of 0.05%. This rate is deduced

on the basis of data from studies in key population groups, such as pregnant women, the

National Guard, blood donors and in-patients. The National AIDS Programme uses the

estimation methods of the World Health Organization in order to arrive at the estimated

rate in the country (Hadjilouka, 2010, unpublished). In addition, the MOH states that ‘the

rate of drug users among known seropositives is very low, whilst 2 cases (Cyprus

citizens) of HIV-infection were ever recorded among known addicts’ (Hadjilouka, 2010,

unpublished).

However, the implementation of the DRID KI did not reveal any HIV/AIDS positive cases.

As mentioned in the 2009 NR, this finding should not be taken for granted since the

number of valid tests (116) is low. However, according to the TDI KI 1.28% of the

sample self-reported positive for HIV/AIDS (also see ST9P2_2010_CY_04).

Viral hepatitis

According to the DRID KI data the total sample size, as well as the number of valid tests,

noted a slight increase when compared to 2008 data (Cyprus NFP, 2010d, unpublished).

As seen below (Fig. 6.1), the highest number of valid tests ever reported was in the year

2009.
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Fig. 6.1 Sample size of IDUs and percentage of HCV positives among IDUs tested

Source: Cyprus NFP, 2010

Consequently, HCV prevalence among IDUs tested increased to 46.5% (whereas the

respective percentage in 2008 was 29.2%), the highest percentage ever recorded

through the KI. According to data provided by the Infectious Diseases of

Epidemiological Monitoring and Control (MOH), the IDUs HCV infection increase mirrors

the increasing rates of general population HCV infection (MOH, 2010, unpublished).

Specifically, the general population HCV infection rate presents a steady increase over

the last four years, as can also be seen below (Fig. 6.2).
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Fig. 6.2 Number of HCV positives by year

Source: Cyprus NFP, 2010

As previously reported (see also NR2009) the general population number may, or may

not include new cases. Thus, due to weaknesses of the national infectious diseases

notification system the reported numbers only serve to reveal general trends.

In 2009, a significant increase of female HCV positives was observed (Fig. 6.3).

Specifically, 47.36% of the female IV users were tested positive for HCV in 2009

whereas the respective percentage for 2008 was only 10.52%. Moreover, treatment

demand data revealed that during the reporting year female first treatments were older

than the previous years (Cyprus NFP, 2010c, unpublished). The increase may also be

explained by other changes in the course of drug use of females, such as living

conditions, the experimentation period, and the demand for treatment. In 2008, the

percentage of female IV users who reported living with other users was 39.5% whereas

in 2009 this percentage increased to 43% (also see ch.8). At the same time, the

experimentation period until the onset of heroin use in females is considerably low (2.4

years), when compared to male users (5.4). Evidently, the experimentation period for

females noted a decrease from 3.6 years in 2008 to 2.1 years in 2009. Data also

reveals that the percentage of females that requested treatment for the first time

increased from 18.6% in 2008 to 27.5% in 2009 (see also ST9P2_2010_CY_01).
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Fig. 6.3 Percentage of male & female HCV positives with a valid test, by year

Source: Cyprus NFP, 2010

Fig. 6.4 Percentage of HCV positives among ‘’New’’ and ‘’Old’’ treatments, by year

Source: Cyprus NFP, 2010

Although data derived from the DRID KI cannot reveal clear trends regarding the course

of ‘’new’’ and ‘’old’’ treatments, 2009 data suggests an increase in the ‘’new’’ treatments

HCV positives (Fig. 6.4). It is hypothesized that: a) the increase of the age of first

treatments (by 1.5 years), b) the slight increase of heroin use among the new
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treatments, and c) the increase of new treatments in substitution services, can explain

the HCV increase in the new treatments (Cyprus NFP, 2010c, unpublished).

6.3. STIs and tuberculosis

NNIA

6.4. Other infectious morbidity

NNIA. (See section 6.6.2.)

6.5. Behavioral data

The serobehavioural survey mentioned in the 2009 NR was not completed, due to the

lack of financial resources. Hence, limited behavioral data based on the DRID KI

protocol is presented here.

The sample size consisted of 347 ever injectors, 51 female and 296 males; males had a

mean age of 31 years, and the respective mean age among females is 28 years old.

According to the valid tests, sharing needles (as defined in the ST9P3_2010_CY_01)

was reported by 38.8% of the injectors (Cyprus NFP, 2010d, unpublished) (see also

ST9P3_2010_CY_01).

6.6. Other drug-related health correlates and consequences

6.6.1. Non-fatal overdoses and drug-related emergencies

In order to determine the profile of overdose patients presenting at hospital emergency

departments in Cyprus, during 2009 the representatives of the hospital emergency units

who participate in the Special Registry’s working group were given concise instructions

on how to complete a questionnaire, so as to improve reporting of information on non-

fatal emergencies. Although it was commented that it will be very difficult to collect the

information, emergency unit representatives expressed a commitment to do their best for

2010. During 2009 some basic information was collected from three out of five hospital

emergency units (see Table 6.1 below).
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Table 6.1: Non-fatal overdoses

EMERGENCY UNITS N
o

of non-fatal

overdoses

Treatment practices Cases registration

since:

“Pafos” Hospital

Emergency Unit

6 Narcan & Anexate (with

coincidental therapy)

2009

“Nicosia” Hospital

Emergency Unit

3

(personal communication)

n.a. n.a.

“Famagusta” Hospital

Emergency Unit

0

cases were recorded due to

lack of proper human

resources

Antidote with coincidental

therapy

never

Source: Cyprus NFP, 2010

It is worth mentioning that a large percentage of users are treated for overdose at

hospital emergency units; however, due to lack of proper human resources and time, the

recording of such information is scarce. Having in mind these problems, the CAC

proposed a feasibility study for the collection of data from emergency departments.

However, the financial situation is likely to shelve the implementation of this research.

6.6.2. Other topics of interest

The following information derives from analysis of the EuropASI questionnaire collected

from inpatient and outpatient centers in 2009. The sample consists of 66 drug users, 56

male and 10 female. The majority of the subjects were Cypriots (62.1%), 30.3% were

EU nationals and 7.6% nationals of another country. As to the primary drug used,

40.9% reported heroin, 22.7% cannabis, 21.2% more than one substance, 10.6%

cocaine, 3% psychotropic medication, and 1.5% alcohol (Cyprus NFP, 2010e,

unpublished).

Psychiatric co-morbidity

Symptoms of stress, difficulty concentrating and depression were reported by the

majority of the users either once in their lifetime or during the last month. According to

Fig. 6.5, more than half of the users who responded reported experiencing stress,

almost 32% reported difficulty concentrating and 27% reported experiencing depression
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during the last month (Cyprus NFP, 2010e, unpublished). The corresponding

percentages are even higher when a lifetime recall period is employed.

Fig. 6.5 Symptoms experienced by drug users during last month and in lifetime

Source: Cyprus NFP, 2010, unpublished

Less frequently experienced symptoms included hallucinations (4.5% during last month),

suicidal thoughts (9.1% during last month) and suicidal attempts (3.1% during last

month).

Somatic co-morbidity

According to the same source, almost half of the participants reported experiencing

health problems that affect their life, including TB, hepatitis, epilepsy, asthma, migraines,

traumas from traffic accidents, dental problems, stomach ulcers and other complaints

(Cyprus NFP, 2010e, unpublished).

6.7. Drug related deaths and mortality of drug users

6.7.1. Drug-Induced Deaths (overdoses/poisonings)

Until 2008, the prior interaction of deceased persons included in the SR with drug

treatment services, was unknown. However, knowledge of treatment demand and / or

treatment history of the deceased could form the basis for designing appropriate
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interventions for reducing DRD, and / or for treatment evaluation and mortality research.

Therefore, at the end of 2008 there was a collaborative attempt between the NFP and

the DLEU to establish anonymous personal identifiers (as implemented in the TDI) for

the latest data on drug related deaths. During the reporting year it was possible to

extract data on treatment history for most of the cases. Further implementation of the

anonymous personal identifiers on DRD would be a significant source for senior

mortality data.

According to the EMCDDA “Selection D” standard definition, 98 drug related deaths in

total (65 acute & 33 indirect deaths) were recorded in the Special Registry from the

beginning of 2004 until the end of 2009. During the reporting year, 15 drug related

deaths were recorded, 12 of which were directly attributed to drug poisoning (Cyprus

NFP & Special Registry, 2009).

When focusing attention on direct DRDs rather than indirect deaths, the overall figure

indicates that the number has remained relatively stable over the last six years (Table

6.2).

Table 6.2: Number of Direct Drug Related Deaths: 2004-2009

Direct Drug Related Deaths 2004 2005 2006 2007 2008 2009

14 9 7 12 11 12

Source: Cyprus NFP, 2010

As there has not been any decrease, but rather a stable trend during the last years, the

participants of the Special Registry’s working group19, decided to sign a memo of

understanding, urging the CAC to implement more effective and comprehensive harm

reduction measures.

Concerning the demographic characteristics of the deceased, between 2006 and 2009

there has been a steady increase in mean age from 28.3 to 33.3 years (see also

ST6_2010_CY_01). This increase may be attributed to the fact that the number of older

19 Includes representatives from the Drug Law Enforcement Unit, the National Laboratory, the Statistical
Services, the Hospital Emergency Units, the Forensic Pathology Services, the Health Monitoring Unit of the
MOH, and the Treatment Services
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drug users has been on the rise (see also chapter 5) 20, and it is expected that the mean

age of the deceased will keep increasing over the years, a matter also raised in the

previous report (see Cyprus NFP, 2009: ch.12). However, due to data limitations no safe

conclusions can be drawn as to particular trends. In addition, as was the case for

previous years (2004-2008) (see also ST6_2010_CY_01), so also in 2009 all except one

of the direct deaths involved men. Analysis regarding the nationality of the deceased

showed that between 2006 and 2009 the large majority were Cypriot nationals (n=36),

corresponding to 55.4% of all the deceased. EU nationals accounted for 26.1%, and

nationals of other countries to 18.5% (Cyprus NFP & Special Registry, 2009).

As for the causes of death (as confirmed by toxicological examinations), out of 12 cases

of overdoses recorded, 8 cases involved opiates (only opiates: 7 cases; opiates with

cocaine: 1 case) and 4 cases involved cocaine (cocaine with benzodiazepines: 3 cases;

cocaine with benzodiazepines and alcohol: 1 case) (see also ST5_2010_CY_01: Part 4,

Complementary Information on substances). Using the “Selection D” definition, the

distribution of direct deaths by cause during 2004-2009 is presented below (Table 6.3).

Table 6.3: Number of direct drug-related deaths by cause of death, 2004–2009

Poisoning by

opioids only

(excluding

methadone)

Poisoning by

poly-substances

including

opioids

Poisoning by

(poly)

substances

excluding

opioids

TOTAL

2004 8 4 2 14

2005 7 1 1 9

2006 1 5 1 7

2007 6 5 1 12

2008 5 5 1 11

2009 7 1 4 12

TOTAL 34 21 10 65

Source: Cyprus NFP, 2010

Most of the direct deaths are attributed to heroin overdose. This can be cross-related to

treatment demand data (see also ch. 5), as heroin is the most commonly reported

primary drug in treatment, followed by cannabis and cocaine.

20 An increase was noted in the mean age of first treatments, and of persons who entered treatment during
2009
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Since heroin use and heroin-related deaths in Cyprus appear mostly stable, effective

interventions such as the introduction of overdose reduction programmes could probably

have made real progress in reducing drug-related overdoses among heroin drug users.

However, there is a continuing lack of programmes aiming at overdose prevention.

Nevertheless, during 2010, CAC will disseminate printed material concerning prevention

of overdoses to active drug users, and to drug users who are in drug treatment

programmes (see also ch. 7.2).

Finally, innovative interventions that prevent: a) overdose in risk-settings such as

prisons. or especially b) overdose risk upon prison release, could also reduce drug

related deaths. However, there are currently no interventions aiming at overdose

prevention in prison settings, or upon prison release in Cyprus (see also ch. 9).

6.7.2. Mortality and causes of deaths among drug users (mortality cohort
studies)

NNIA

Further implementation of ICD-10 criteria (see also 2008 & 2009 National Report) will

improve information collection regarding mortality and causes of deaths among drug

users.

The Health Monitoring Unit (HMU) of the Ministry of Health is responsible for accurately

determining the causes of death, and assigning the proper ICD-10 codes. During 2009,

a closer cooperation between the HMU and the Focal Point was established. It was

decided that a representative of the HMU will be attending the routine meetings of the

Special Registry’s working group. This type of cooperation will be very useful in meeting

the needs of both the General Mortality Registry (GMR) and the Special Registry (SR).

The GMR will improve the quality and reliability of causes of death statistics, and the SR

will gain access to the specific cause of each case. In this way, data from the General

Mortality Registry will also become comparable with the data from the Special Registry.
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6.7.3. Specific causes of mortality indirectly related to drug use

Illicit drugs and accidents

Only three indirect DRDs were recorded in 2009, road accidents accounting for all of

them. Regarding the substances involved, in all cases substances excluding opioids

(cannabis: 1 case; cannabis and alcohol: 1 case; cocaine, alcohol, cannabis and

benzodiazepines: 1 case) were found through toxicological examination (Cyprus NFP &

Special Registry, 2009).

As mentioned in the previous report (Cyprus NFP, 2009), the latest data indicates the

largest decrease in the number of indirect deaths, and it is unclear what factors lie

behind the decrease, and whether there is underreporting of cases.

Table 6.4 Number of indirect drug-related deaths, 2004–2009

Indirect Drug Related Deaths 2004 2005 2006 2007 2008 2009

3 5 10 10 2 3

Source: Cyprus NFP, 2010

Normally, there is a legal requirement that all unnatural or external causes of death

should be investigated; underreporting may occur due to continuing difficulties with post-

mortem investigations and completion of death certificates.

Alcohol Related Traffic Deaths

Based on the statistical data from the Police Traffic Department, 17 alcohol-related traffic

fatalities occurred during 2009 (compared to 12 in the year 2008); 19 cases were blood-

tested and were identified as alcohol-related deaths (DLEU, 2010, unpublished). Of 19

cases, 16 were men and 7 were young adults, 25 years old or younger.
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Chapter 7: Responses to health correlates and consequences

7.1. Introduction

During 2009 four programmes used a harm reduction approach to prevent drug related

deaths. It is worth mentioning that the National Strategy on Drugs 2009-2012 aims at

further implementation of actions in the area of harm reduction. Responses to infectious

diseases transmission are limited, and sporadically implemented. Most responses

targeting drug users are taking place in the framework of drug treatment. Thus,

information provided below is mainly collected through the CAC, which licenses and

monitors all treatment services, as well as through the TUF questionnaire, also provided

by the CAC.

7.2. Prevention of drug related emergencies and reduction of drug related
deaths

Four programmes are oriented towards a harm reduction approach which may contribute

positively to prevention of drug-related deaths. The treatment and counselling

programmes which include harm-reduction measures are: (1) the programme “Stochos”

which is offers its services to intravenous drug users as a direct access centre (see also

section 7.3), (2) the substitution programme provided by a private clinic (“Veresies

Clinic’’), (3) “Gefyra” and (4) “Sosivio”, both of which are outpatient governmental

substitution programmes (CAC, 2010h) (for further description of the above programmes

see subchapter 5.3 & NR 2009).

In addition, in all governmental and in some non-governmental treatment programmes,

specific harm reduction measures have been adopted, such as: 1) vaccinations and

medical examinations for the prevention of infectious diseases, 2) psychoeducation and

3) medical care when necessary (CAC, 2010b)

It is worth mentioning that the National Strategy on Drugs 2009-2012 aims at further

implementation of actions in the area of harm reduction. In high risk cases, and more

specifically in the context of recreational nightlife, the CAC held a number of coordinative

meetings during 2009 for the implementation of the strategic plan for safer clubbing
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which is going to be actualized in 2010 (for more information regarding the actions of the

strategic plan for safer clubbing please refer to ch. 3). Finally, it is worth mentioning that

during 2010, CAC will disseminate printed material concerning prevention of overdoses

to active drug users, and drug users who are in drug treatment programmes (CAC,

2010h; see also ch.6). The content of the material is due for reporting next year.

7.3. Prevention and treatment of drug-related infectious diseases

During the reporting year, there were no infectious diseases prevention interventions21

targeting drug users implemented by the MOH’s respective departments (MOH, 2010a &

MOH, 2010b). The MOH however, reports that infection is prevented by: 1) focusing on

testing high-risk groups, such as prisoners or drug users, 2) health education seminars

for infection prevention in schools, and 3) dissemination of hepatitis informational

material in the general population (MOH, 2010). Nevertheless, the MOH does not

provide more details. The increasing trend concerning infectious diseases in the general

population as well as among drug users (see ch.6) is alarming, and evidently more

efficient prevention and treatment interventions are needed..

According to the CAC, infectious diseases prevention is implemented in the framework

of drug treatment. Actions such as vaccination for Hepatitis B, testing, information

provision and psychoeducation, provision of Hepatitis C treatment, are being provided in

an attempt to prevent the spread of infection (CAC, 2010c, unpublished). As mentioned

above, during the reporting year, ‘’Stochos’’, the only low-threshold programme in the

country, provided 40 sterile needles (also see ST10_2010_CY_01) and other drug

paraphernalia (Symeonidou, 2010b, unpublished).

Further, according to information provided by the CAC through the TUF questionnaires,

most programmes (12 out 19) not only include HIV and Hepatitis testing during the

enrollment or assessment phase of the programme, but they also require that all

participants get tested (CAC, 2010). At the same time, 13 out of the 19 programmes

which responded, assign ‘’great’’ emphasis to infectious diseases prevention (CAC,

2010g, unpublished).

21
Intervention can be defined here, as aiming at intervening or interfering with the intent of

rectifying drug users’ behaviour.
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Finally, the CAC acknowledges the need for implementation of harm reduction

programmes and measures, especially regarding infectious diseases. Specifically,

under the Harm Reduction Pillar of the 2009-2012 NDS, the objective of reducing the

transmission of infectious diseases is clearly stated (CAC, 2009b, unpublished). In fact,

the NDS 2009-2012 provides for the provision of free syringes and information on safe

use throughout the country. At the same time, the Law 52 (II)/2005 was amended in

2009 to allow the legal provision of sterile needles by health professionals to drug users

(see also ch.1).

7.4. Responses to other health correlates among drug users

Psychiatric and somatic co-morbidity

Until now, there have been no specialized drug treatment services targeting dual

diagnosis patients. However, most drug treatment services do allow the enrollment of

drug users with comorbidity, and adjust their programme and course of treatment to their

needs. In particular, 10 out of the 18 programmes which responded to the TUF

questionnaire stated they are offering their services to the specific patient population

(CAC, 2010g, unpublished).

At the same time the 2009-2012 NDS provides for the ‘’design and operation of

specialized treatment interventions for persons with dual diagnosis’’ (CAC, 2009b,

unpublished).

There are no specific responses relating to somatic co-morbidity. However, all inpatient

treatment facilities report either treating users’ physical symptoms or problems within the

programme itself, or arranging provision of external treatment in a hospital (CAC, 2010g,

unpublished).
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Chapter 8: Social Correlates and Social Reintegration

8.1. Introduction

This chapter attempts to outline the impact of the social correlates and consequences of

substance abuse on the population of Cypriot drug users, and includes a description of

those national responses to the phenomenon which aim at social reintegration.

The key variables taken into consideration include those which relate to social exclusion,

such as homelessness, unemployment, school dropout and marginalisation of

vulnerable social groups in particular. Where necessary, definitions of the variables

used will be discussed in the relevant chapter sections; using current data sources,

however, it is difficult to provide very narrow definitions, or to offer a comprehensive

picture of social exclusion which will include all relevant variables such as poverty, social

discrimination, and exclusion from health services.

The data collection tools used involve both the regular monitoring methods of the NFP,

such as requested data received from the network of associates, as well as such studies

by independent experts as are made available each year; in 2010 one such study has

been completed by Spaneas & Neokleous (2010) and is briefly described in section

8.2.2 below.

One key data provider is the MLSI; other ministries, such as the MOH, MJPO and MEC

also offer useful feedback. The bulk of the statistical data in 2009, however, as in former

years is derived from analysis of the treatment demand indicator. Data on social

reintegration programmes is also collected by the CAC using a Social Reintegration

Programme questionnaire. It is worth mentioning that for the purposes of this chapter,

the NFP for a second year running has interviewed members of social reintegration

programmes as part of a focus group study which will also be briefly reported on below

(Cyprus NFP, 2010).

The main impact on social correlates in 2009 included a finding that 25.6% of users over

35 years old were living in parental accommodation; women appeared to be at greater

risk of living with other drug users or drug-using partners. Despite rising unemployment

in the general population, unemployment levels for drug users remained steady at
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42.7%, yet an increase is noted also among drug users when numbers are taken into

account. Of drug users leaving school, 45.2% left before the age of 15 in 2009; there

appears to be vulnerability to school dropout for drug users between ages 15 and 16.

8.2. Social Exclusion and Drug Use

8.2.1. Social exclusion among drug users

Homelessness

Based on TDI data, homelessness in 2009 appears to remain of relatively minor

importance as a factor of social exclusion for Cypriot drug users. The low percentage of

drug users living in a condition of homelessness or unstable accommodation, as these

terms are internationally understood22, appears to have remained relatively stable (with

some marginal but non-significant decreases) in the last few years: 4% in 2006, 3.9% in

2007, 2.9% in 2008; in 2009 the percentage rose again to 3.3%. There appears to be

little difference in homelessness percentages between male and female drug users in

2009 (m=3.3%; f=3.6%). It is important to bear in mind that the numbers in each

category (homelessness or unstable accommodation) cannot be separated out, and any

further statistical characteristics or differences should be treated cautiously due to the

very small number of persons reporting unstable accommodation (in 2009, N=26).

As in previous years, the majority of drug users reported living with their parental family

(for exact figures, see Table 8.1).

22
Using a definition which excludes, f.e. living in rented accommodation, but may include temporary stay in

institutions such as monasteries or old people’s homes.
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Table 8.1 Percentages of drug users living in parental home / alone by gender and year

Parental home Male (%) Female (%) Total (M+F) (%)
2006 60.8 62.3 61
2007 54.7 48.6 54.1
2008 54.6 55.1 54.5
2009 50.3 46.8 49.7
Alone Male (%) Female (%) Total (M+F) (%)
2006 11.5 13.0 11.7
2007 13.4 10.0 13.1
2008 17.3 7.7 16.0
2009 16.8 16.2 16.7
Source: Cyprus NFP, 2010

Although the above figures also do not disclose any statistically significant trends or

differences, it may be interesting to note that, contrary to the trend in 2008, an increase

has appeared in the proportion of women living alone in 2009 (Table 8.1; see also NR

2009). When, however, the percentage of female drug users living alone with child(ren)

is considered, it emerges that 7.2% of female users belonged in this category in 2009,

as opposed to 0.4% of male drug users in the equivalent category. This provides an

interesting contrast perhaps, to the percentages of users living with their friends, since

males belonging in this category in 2009 amounted to twice the percentage of females

(1.8% as opposed to 0.9%). Of all drug users, 15.5% in 2009 lived with a partner and

children, and 13.9% lived with other drug users. It is interesting then, to note that 30.6%

of female drug users in 2009 lived with other users, as opposed to 11.2% of male drug

users. The emerging picture of female drug users living alone with children, or with a

drug-using partner and children, may be relevant to the promotion of specialized

prevention and treatment efforts aimed at women. However, it is inappropriate to reach

any firm conclusions through this data, especially bearing in mind as pointed out in ch.5,

that due to the small numbers of women in treatment, these percentages are vulnerable

to even slight changes. Continuing observation would be necessary before considering

the possibility of a trend towards increasingly differentiated residential arrangements

between male and female drug users.

Moreover, the increase in the overall proportion of drug users living alone also continued

to rise (Table 8.1). Whilst in previous years, the proportion of those living alone was

highest for those in the age range 30-34, in 2009 this ceased being the highest age

distribution of users living alone (28.4% in 2007; 30.5% in 2008; 18.1% in 2009).
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Interestingly, those in the age range 25-29 lived alone in equal numbers during this

reporting year (18.3%). However, it remains the case that 40.6% of those aged 30-34

lived with their parents in 2009 (compared to 44.6% in 2008), and indeed 25.6% of all

drug users over 35 years old lived in parental accommodation, which may suggest

significant difficulties in leaving home and adjusting to society for this group.

Another social variable linked to living status, which suggested some marginally

interesting differences in 2009, is nationality. The percentage of Cypriot nationals living

with partner and children was 13.9% (N=74); the equivalent respective percentages

among EU nationals and nationals of other countries were 10.8% (N=15) and 31.1%

(N=33). It may cautiously be added that 9.4% of EU nationals (N=13) reported living in

unstable accommodation, in contrast to 1.3% of Cypriot nationals (N=7). Due to the

small numbers, it is unsafe to draw conclusions, but this may be a variable worth

watching, as drug users who are EU nationals may be more vulnerable to living as

single-parent families in unstable accommodation.

Unemployment

Unemployment levels among drug users in 2009 remained steady at 42.7%. However,

as mentioned in ch.5, although the overall percentage has not changed, when numbers

are taken into account an increase is noted. A slight rise followed by a decrease had

been observed in overall unemployment levels for drug users since 2003, which now

appears to be levelling out, together with a reverse pattern for the numbers of drug users

who are in regular employment (see fig. 8.1). This levelling does not reflect the increase

in overall unemployment for the general Cypriot population in 2009 - the mean number

of registered unemployed persons in 2009 was 17,505 in contrast to 2008, when this

figure was 11,451 (12,017 in 2007) (Statistical Services, 2010); records from the MLSI

suggest an 18% overall rise in unemployment benefit applications in 2009, something

perhaps to be expected at a time of fiscal crisis (Social Insurance Services, 2010). At

the same time, regular employment amongst drug users has gone from 25.2% in 2006 to

32.5% in 2007, to 31.1% in 2008 and 29.6% in 2009. This suggests that for the last few

years, there has been more unemployment than regular employment among drug users

as is perhaps to be expected; but it remains to be seen whether there is any significance

in the apparent stability these figures have shown since 2007.
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Fig. 8.1 Labour status by year

Source: Cyprus NFP, 2010

With respect to the ages of those unemployed, it can be seen (fig. 8.2) that older age

groups show a rising tendency to unemployment. Although the 20-24 age group was

initially (since measurements began in 2004) the highest in unemployment rates, it was

overtaken by the 25-29 age group in 2006, which continued to be the age group with the

highest unemployment in 2009, even though it dropped from 32.7% in 2008, to 28.1% in

2009. Similarly, the 30-34 age group also displays a tendency to rising unemployment,

when by contrast the 20-24 age group shows a decreasing tendency to be unemployed,

as does – interestingly – the 15-19 age group. This possibly lends further weight to the

hypothesis that the home-leaving age presents particular difficulties for certain drug

users, or perhaps that there is some qualitative change of users’ employment needs at

around the turning point of 25.
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Fig. 8.2 Age group of those unemployed by year

Source: Cyprus NFP, 2010

Women drug users’ unemployment rate has apparently followed an overall decreasing

tendency, going from 76.8% in 2006 to 45.7% in 2007, to 55.1% in 2008, to 39.6% in

2009 (see also ch.5), while for men drug users these figures were steadier at 54.2% in

2006, 43.4% in 2007, 41.0% in 2008; and 43.3% in 2009 (see also ch.5). However,

taking a closer look it appears that 31.3% of male drug users in 2009 were in regular

employment, compared to 19.8% of female drug users. The apparent discrepancy in the

considerably lower unemployment figure for women this year, may be a result of one

therapeutic centre changing its TDI recording process, so that many unemployed female

users were recorded as being ‘economically inactive’ (see ch.5). It is worth noting also,

that in the general population 52.7% of unemployment benefit seekers were women in

2009, a higher proportion than men (Social Insurance Services, 2010).

Also despite the 2009 overall unemployment rate for drug users, the unemployment rate

among female heroin users in particular, is still greater than the rate for male heroin

users for the same year – despite a decrease from 73.1% in 2008 to 57.4% in 2009,

unemployment for female heroin users is still higher than for their male counterparts.

Taking into account the relatively high percentages of heroin users among those living in
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unstable accommodation, and the higher percentage of female drug users living with

other drug users (see above section 8.2.1), the hypothesis of an increased vulnerability

for this particular category of drug users, which was also mentioned in last year’s report,

appears to be borne out again this reporting year, and further research into female

heroin users is therefore still recommended.

Fig. 8.3 Unemployment among heroin users by gender and year

Source: Cyprus NFP, 2010

Regarding educational attainment amongst unemployed drug users, as in previous years

the majority of unemployed drug users had completed only the primary level of

education (see Fig. 8.4 below). Questions can be raised as to the possible resulting

discrimination against drug users in the labour market, such problems being repeatedly

experienced by drug users who are currently trying to re-enter the labour market (see

focus study in section 8.3.2 below). This is a matter also raised in the previous report,

further investigation of which remains to be undertaken.
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Fig. 8.4 Highest educational level of those unemployed by year

Source: Cyprus NFP, 2010

The differences in educational attainment between those users who were unemployed

and employed drug users (reporting regular employment) in 2009 can be seen in fig. 8.5

below.
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Fig 8.5 Differences in educational attainment between unemployed and employed drug users

Source: Cyprus NFP, 2010

The table shows that, as suggested, the highest proportion of users who were

unemployed had only completed primary education (59.4% in 2008, 54.9% in 2009).

The highest discrepancy between those employment / unemployment figures being for

those reporting a higher level of education, where 19.8% of those having regular

employment reported a higher level of education, compared to 7.2% of those who were

unemployed. There does not seem to be anything in this data however, to suggest a

definite discriminatory trend of any sort as yet, given that the discrepancy between

employment and unemployment is also high for users completing the primary level of

education, who are also in regular employment at a higher rate than those completing

higher education (though this may be due more to differences in numbers).

Nevertheless, the above observations, despite the negligible drop in unemployment

rates among drug users this year, lends support to previous comments regarding the

need to further promote the implementation and promotion of social reintegration

services (Cyprus NFP, 2006), and may further suggest that currently available

reintegration services are partially successful.

With respect to nationality and employment status, in 2009 29.6% of Cypriot nationals

seeking treatment reported regular employment, and 26.4% were nationals of another
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country (non-European), while 33.1% were EU nationals. It may be that, given earlier

observations about EU nationals in unstable accommodation, this group is employed

more regularly because they are willing to accept lower wages; further research into this

population would be necessary to determine what causes these differences.

School drop out

Compulsory education in Cyprus involves the completion of primary education, as well

as the first three grades of gymnasium, or until the age of 15 years respectively (Law

24(I)/1993, art.3(1); see also www.eurydice.org). Lyceum includes the final three years

of secondary education. This legal determination of school-leaving age will also be used

in the definition of school dropout data as discussed below, though it should be noted

that analysis of the data included all users who dropped out before completing their

Lyceum education, and this may be a confounding factor in terms of some of the

conclusions drawn.

Among the persons seeking treatment in 2009, 21.4% had dropped out before

completing lower secondary school (by age 15), and 26.9% before completing higher

secondary. This does not appear to confirm last year’s hypothesis that, while the overall

percentage of school dropouts decreased in 2008, the persons involved may have been

leaving school earlier. Indeed, the above percentages suggest that a greater number of

drug users drops out of school before completing higher secondary, and the ages of 15

to 16 appear most vulnerable.

School dropouts do consistently seem to have started drug use earlier than persons who

did not drop out, and although the differences are non-significant, they may resonate

with the hypothesis mentioned earlier, that those dropping out before completing higher

secondary school may represent a vulnerable group. One significant difference

emerging is that among school dropouts, only 3.6% began drug use one year prior to

leaving school, whereas 17.6% began drug use one year after leaving school, though

the wide age range of the sample has to be taken into consideration in interpreting this

statistic. Also, among those who dropped out of school before completing lower

secondary, 9.5% began illicit drug use before dropping out, and 10.1% dropped out of

school at the same age as when they began using drugs. This suggests that there may

be a need for early intervention to prevent school dropout.
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Thus, the emerging picture may be reservedly described as suggesting that school

dropout is a social correlate which may be associated to an extent with increased

vulnerability to drug use, and consequent social difficulties such as unemployment,

especially for male drug users between the ages of 15 and 16, but longer-term

monitoring of the situation is required before reliable conclusions may be drawn.

8.2.2. Drug use among socially excluded groups

Last year, the NR 2009 described two special studies carried out in Cyprus on issues

relating to drug use among two specific socially excluded subpopulations. The Ministry

of Justice and Public Order (MJPO, 2009) carried out research ascertaining the needs of

persons released from prison with an aim towards their social reintegration; and a study

focusing on substance abuse among ethnic Greek migrants (Nikolaides, 2009) also

offered an important qualitative glimpse into the experience of this social group. Both

the prison population and ethnic Greek migrants received further research attention in

2009.

Pontian Greeks in Paphos

The NFP recognises the need for further studies, and continues to encourage initiatives

for research in this particular area. It is therefore considered a positive development that

one further study on Pontian Greeks in Cyprus by Spaneas & Neokleous (2010) has

been carried out. The Spaneas & Neokleous (2010) study focused on identification of

the social needs of ethnic Pontian Greeks as a vulnerable group resident in Paphos

Municipality, by evaluation of their current situation and formulation of proposals for

implementation of prevention programmes and interventions in the areas of social policy

and use of addictive substances. The research involved a sample of 1065 persons,

which represents just over a tenth of the target population in the district. The

methodology involved use of a structured questionnaire, which was administered to

adults as well as younger persons aged 10-18.

The results of the Spaneas & Neokleous (2010) study23 suggest that the Pontian Greek

community in Paphos is not homogeneous, and should not be treated as such through

23
Only a few main findings will be mentioned here; full results will be presented and analyzed

further in a forthcoming NR.
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social policy. Furthermore, this community does desire integration into the broader

Cypriot population, and shares the general population’s anxieties and fears regarding

drugs and drug use, thus they are also willing to cooperate on responses to drug-related

crime and other phenomena. The study further highlights (1) the need for establishing

more trusting relations between the Pontian Greek community and social services, (2)

the need to improve existing prevention centres and to create new ones with greater

involvement of the Pontian Greek community, and (3) the need to strengthen

cooperation between the Pontian Greek community and Paphos Municipality.

Major reasons for drug use as given by respondents included the influence of friends

(57.8%), curiosity (22.2%), and lack of information concerning the consequences (8.9%).

Further results of the study, which for reasons of space will be summarized here in

general terms, also indicated gender differences in drug use, with a majority of males

suggesting a preference for ‘light drugs’24 and heroin, whereas females preferred

occasional and experimental use of various substances and sleeping pills. Age

differences were also suggested by the study, with younger respondents showing a

greater readiness to experiment with ‘light drugs’, as contrasted with older respondents

who either experimented less, or used sleeping pills. The authors of the study express

concern that the younger population is more likely to be led to the use of ‘harder’ drugs.

With respect to seeking treatment, 16% of adult respondents who used drugs did seek

help externally to the community; however, the overwhelming majority did not, and it is

also important to note that 64.5% of adults responding said they were not aware of the

existence of prevention or treatment centres in Paphos Municipality.

Among younger respondents (aged 10-18), the authors of the study noted that Greek

Pontian youths refrain from combining alcohol use and entertainment, with 79.8%

responding negatively to this question, which the authors note as being a higher

percentage than WHO figures or figures from Greece would suggest (p.228). However,

the authors also note a discrepancy between this finding and the response given to the

question of how frequently respondents got drunk in the last month, 6% responding

positively for 1-15 occasions; the authors express concern especially for 16-18 year

olds, since the study also shows that among those (few) responding positively when

asked about drug use25, 86.7% were in this age range. However, they also note that

24
This term is not further defined in the study.

25 The face-to-face interview situation was acknowledged as a methodological shortcoming here.
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Greek Pontian youths appear to begin drug use later than the general population.

Reasons given include peer pressure (40%) and lack of relevant information (53.3%).

In conclusion, the authors note that the majority of younger and underage respondents

do appear integrated into Cypriot society, participating in the education system and

engaging in relations with the local population. The researchers conclude also that

social stereotyping may play a role in associating the Greek Pontian community with

drugs and drug use, since the research has not shown this social group to be more or

less involved with drugs than the general population. They advocate the design of

interventions which are not based on national extraction, but on age group and on

providing relevant information. It must be noted however, that general population

surveys may be inappropriate for measuring problem drug use (and the authors of this

study do acknowledge difficulties inherent in their choice of methodology); also these

conclusions do not correspond to the figures regarding problem drug use and nationality

as discussed elsewhere in this report (see ch.4).

8.3. Social Reintegration

The NDS 2009-2012 places emphasis on social reintegration, which is grouped together

with treatment as one of the four basic pillars of the strategy. The strategy includes aims

of both reviewing the financial assistance provided to users at the reintegration stage,

and further promotion of the cooperation between social reintegration programmes and

organisations relating to financial assistance, professional training and rehabilitation.

Some treatment centres also report incorporating social reintegration interventions in

their programmes, although few have a separate and distinct reintegration programme.

Beginning in 2007, two social reintegration programmes were in operation, run by the

therapeutic communities “Agia Skepi” and “Pyxida”. In 2008, a further two programmes

added social reintegration interventions to the list, “Ploigos” and “Tolmi”. Further

descriptions of these programmes and their characteristics can be found below.

8.3.1. Housing



Page | 101

Current and former drug users are entitled to apply for regular social security benefits,

which include rent allowance. Although no targeted housing projects for drug users

faced with homelessness are currently in operation (see also SQ28_2010_CY_01), the

Plan for Financial Assistance for the Rehabilitation of Former Substance-Dependent

Persons (based on Law 52 (II)/2005) of the Ministry of Labour and Social Insurance

does provide for rent allowance for one year to entitled applicants, as well as an

allowance for the purchase of furniture (see NR 2009). Individual applicants to the

scheme in 2009 were entitled to a maximum assistance of €5,130. In 2008, 14

applicants were financially assisted under this scheme, receiving a total of €26,832.59

(Kouloumou, 2009, unpublished), and in 2009 this figure rose to €52,861.59 for 20

applicants. The budget for the plan in 2010 is €85,430.00 (see also ch.1).

Due to the identification of certain difficulties in implementation of the above plan, such

as difficulties with receipts for direct payments to landlords and shop-owners, social

welfare services are in discussion with therapeutic communities and centres to make the

implementation more efficient (Papamiltiadous, 2010, unpublished). Indeed, feedback

from social reintegration programmes in 2009 suggests that a 2-3 month delay of

payments to recovering drug users during the most vulnerable period upon release from

their treatment programme, causes problems with the reintegration process (Veniamin,

2009, unpublished).
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8.3.2. Education, training

Papamiltiadous (2010, unpublished) reports that, as part of a 2007-2013 planning

period, social services have prepared a programme which aims at increasing the

employability of benefit applicants, and facilitates their entry into the job market. This

plan is aimed at vulnerable social groups facing special difficulties in accessing the

labour market; these groups include youths in legal care, members of families with

psychosocial difficulties, and drug users.

Upon intake into the aforesaid programme, participants will receive training in social

skills via existing Social Training Institutes. Persons who successfully complete this

training will be referred to the Department of Labour for assessment of their needs and

skills, with an aim to full integration into the labour market, either via further job training,

or through placement in actual jobs.

At the same time, the Department of Labour has called employers to participate in a

motivation scheme for employment of persons in vulnerable social groups (see section

8.3.3 below). The projected budget for the plan is €3,000,000.00.

The MLSI also implemented extra measures against increasing unemployment in 2009,

which included a “Temporary Plan for the Training of Unemployed Persons” in which

former drug users may participate (Lyra, 2010, unpublished). The training involved

development in skills such as computer use, basic accounting, basic Greek language

skills for unemployed foreigners, basic building and bricklaying skills, soldering skills,

business and managerial skills for unemployed higher education graduates, nursing and

care skills etc.

It is worth mentioning, too, that apart from rent and furniture allowance (see section

8.2.1) the Plan for Financial Assistance for the Rehabilitation of Former Substance-

Dependent Persons of the Ministry of Labour provides for fee coverage at vocational

training or educational programmes, or alternatively for payment of fees at higher

education institutions in Cyprus.

For further information, see also SQ28_2010_CY_01.



Page | 103

Social Reintegration Programmes

Apart from government initiatives, currently there also exist four social reintegration

programmes in Cyprus, which are operated by the private sector NGO therapeutic

communities “Agia Skepi” and “Tolmi”, and the public sector services “Pyxida” and

“Ploigos” respectively. The CAC has requested the completion of a structured

Programme Description Questionnaire for each of these programmes also in 2009, and

the data from these is presented below (Tables 8.2 to 8.526).

26
Data is presented on a separate table for each programme, due to certain non-comparable entries. An

attempt to increase the visual facility of comparison between programmes will be made in next year’s report.
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Table 8.2 Agia Skepi Social Reintegration Programme

2007 2008 2009

Programme duration

(days)

365 365 180

Post-treatment follow-up

(days)

365 365 / 2 review

sessions

365 / 2 review

sessions

Capacity (no. of

participants)

20 20 20

Number at beginning of

year

14 3 7

Number entering during

year

5 7 8

Number continuing at

end of year

8 7 9

Dropped out - - 2

Residential (Y/N) Y Y Y – food and

shelter for 4

months, capacity

12; 15 participants

On-site education N N N

On-site vocational

training

Y – computing &

vocational

training, 10

participants

Y – computing &

vocational

training, 16

participants

Y – computing, 15

participants

Legal support Y Y – 3 participants Y – 5 participants

Job counselling Y Y – 10 participants Y – 15 participants

Creative & Recreational

Groups

Y nnia nnia

Psychotherapy Y nnia nnia

Number of participants

employed during year

14 7 8

Source: Cyprus NFP, 2010
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Table 8.3 Ploigos Social Reintegration Programme

2007 2008 2009

Programme duration

(days)

N/A Long duration 4.9 years max.

Post-treatment follow-up

(days)

N/A 2 years post-

treatment,

individual & group

reviews

1 year post-

treatment, reviews

every 3 months

Capacity (no. of

participants)

N/A 20 20-25

Number at beginning of

year

N/A 12 14

Number entering during

year

N/A 12 6

Number continuing at

end of year

N/A nnia 13

Residential (Y/N) N/A N N

Dropped out N/A - 3 (1 went to

prison)

On-site education N/A N N

On-site vocational

training

N/A N – participants

encouraged to

enter adult ed.

Y – 3 in adult ed.,

2 in cooperation

with vocational unit

Legal support N/A N N

Job counselling N/A Y – 12

participants

Y- 4 participants

Creative & Recreational

Groups

N/A nnia nnia

Psychotherapy N/A nnia nnia

Number of participants

employed during year

N/A 2 2

Source: Cyprus NFP, 2010
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Table 8.4 Tolmi Social Reintegration Programme

2007 2008 2009

Programme duration

(days)

N/A 180 180

Post-treatment follow-up

(days)

N/A 2 years post-

treatment call-in

for meetings &

urine tests

1 year monthly

contact, followed

by less frequent

contact over 2

years

Capacity (no. of

participants)

N/A 30 30

Number at beginning of

year

N/A 10 5

Number entering during

year

N/A 11 4

Number continuing at

end of year

N/A 7 3

Residential (Y/N) N/A N N

Dropped out N/A nnia 1

On-site education N/A N N

On-site vocational

training

N/A Y – assistance

with CVs and

jobseeking,

interview training

nnia

Legal support N/A Y – 8 participants Y – 1 participant

Job counselling N/A Y Y – 3 participants

Creative & Recreational

Groups

N/A nnia

Psychotherapy N/A nnia

Number of participants

employed during year

N/A 8 1

Source: Cyprus NFP, 2010
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Table 8.5 Pyxida Social Reintegration Programme

2007 2008 200927

Programme duration

(days)

365 365 365

Post-treatment follow-up

(days)

365 / 2 review

sessions

indefinite Y – 24 months

Capacity (no. of

participants)

15 indefinite nnia

Number at beginning of

year

5 7 nnia

Number entering during

year

3 8 nnia

Number continuing at

end of year

6 14 nnia

Residential (Y/N) N N nnia

Dropped out nnia nnia nnia

On-site education N N nnia

On-site vocational

training

N N nnia

Legal support Y Y nnia

Job counselling Y Y– 4 participants nnia

Creative & Recreational

Groups

Y nnia Y

Psychotherapy Y nnia Y

Number of participants

employed during year

8 3 (+8 in previous

employment)

nnia

Source: Cyprus NFP, 2010

27
The SR questionnaire was not completed. It is worth noting that “Pyxida” underwent restructuring into an

intensive day care programme, and relocation in 2010. The available information is obtained from a
programme description booklet, and from Symeonidou (2010).
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NFP Focus Group: Social Reintegration Programme Participants

In an effort to gain further qualitative insight into the experience of social reintegration for

drug users, in 2008 the NFP staff organised a focus group (N=6, all males) with

participants from the social reintegration programme of the therapeutic community, “Agia

Skepi” (Cyprus NFP, 2009). In 2009, a second focus group (N=6, all males28) ran with a

similar aim, namely to gather information relating to the experience, the difficulties and

the general process of social reintegration. The participants in this second group came

from the social reintegration programmes “Pyxida” and “Ploigos”.

The 2009 focus group participants were aged 23-48 years, and they discussed the

following themes:

- the histories of their drug use,

- their perception of social attitudes to drug users,

- their social support networks,

- money problems,

- social services,

- work and training,

- therapy experiences,

- the general health system,

- the role of the state and their own role in social reintegration

- future prospects

Although full analysis of the findings will be discussed elsewhere29, some emerging

comments suggested that drug users at the stage of social reintegration do not take a

combative attitude to society at large, but they do feel they have to rely largely on their

own resources (and partly on close family members), and that enough social stigma

exists so that in practice they are forced to actively hide their former drug use, especially

from employers. Dissatisfaction with government benefit payments, particularly with

bureaucratic delays, also featured strongly, but some confirmation of the utility of the

MLSI Plan for Financial Assistance for the Rehabilitation of Former Substance-

28
It was expected, but not designed, that participants in both focus groups might be males, as this reflects

the majority of reintegration programme members who voluntarily participated in both groups.
29

The findings (in Greek) will be published and posted on the NFP website.
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Dependent Persons was also mentioned. Nevertheless, general dissatisfaction with

state support and the government’s attitude was expressed, especially with opportunistic

promises made by politicians which are not followed up (e.g. being told they would be

sent abroad to compete in a sports event, which later fell through due to lack of state

funding).

Difficulties finding work were reported, but also difficulties adjusting to work situations

which involve significantly less profit than former drug activities. The desire was

expressed for employment training programs specifically aimed at recovering drug

users, as well as for avoiding former workplaces which may put the recovering user at

risk, such as night clubs and construction work.

In terms of treatment experiences, the group participants reported experiencing a

diversity of treatment approaches on an inpatient and outpatient basis, most of which

they found had a positive effect in helping them reach what was essentially their own

decision to stop using. Some risks to the treatment process were mentioned, including

drugs entering therapeutic communities, and drug use taking place within treatment

centres. The potential utility of creating separate treatment programs for different kinds

of drugs, e.g. cocaine and heroin, was also emphasized, with a repeated call for more

treatment centres using a wider diversity of approaches for different kinds of drug use.

Other important findings included a difficulty with being treated for overdose at state

hospital ERs due to police being notified.

All of the above findings resonated strongly with the results of the 2008 focus group (as

reported in the Cyprus NR 2009), suggesting a uniformity of experience for drug users at

the stage of social reintegration across both the variables of time and treatment

programme.

8.3.3. Employment

As described above (see section 8.2.2.), vocational training and assistance in finding

employment takes place both at the level of public sector programmes and through

participation in social reintegration programmes as a late stage of overall treatment.
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The policy of the Department of Labour of the MLSI with regard to helping former and

current drug users in finding employment is to adopt an individualised approach, viewing

each case separately through the Public Employment Services which are directed

specifically at vulnerable social groups (Nikolaou 2009, unpublished; Lyra 2010,

unpublished, see also NR 2009). Employment Counsellors assess the skills and

abilities, as well as qualifications of persons, and develop a Personal Action Plan with

them with an aim to entering and remaining in the job market; Lyra (2010, unpublished)

adds that this service is offered across the Republic of Cyprus.

Lyra (2010, unpublished) explains that the Department of Labour takes the view that the

motivation of employers is preferable to the adoption of legal measures in providing

entry into the labour market for former drug users. This was the rationale adopted

behind the promotion of the “Employment and Social Integration of Vulnerable

Population Groups” plan, which aims to offer employers 65% of the salary costs for the

first year of employment of a person belonging to one of the vulnerable groups

categories. Although preparation work began in late 2008, this plan began to be

implemented in March 2010. Lyra (2010, unpublished) also mentions that in 2009, rising

unemployment intensified the difficulty of the job situation beyond the usual factors

hindering the employment of former drug users, such as employers’ reservations, lack of

qualifications and work experience.
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Chapter 9: Drug related crime, prevention of drug related crime, and prison

9.1. Introduction

Based on the data collection tool, which is the regular requested information received

each year from the Drug Law Enforcement Unit (DLEU) as the main data provider, the

NFP collected information regarding drug-related crime for the purposes of reporting

new information for 2009. In particular, according to DLEU, during the year 2009 the

number of drug offences and the number of persons involved in them slightly decreased,

something which could be linked to the appearance of new synthetic drugs in Cyprus, as

will be explained below in this chapter.

Cannabis use and possession offences continued to involve the majority of persons,

presenting no significant decrease compared to 2008 (see also ST11_2010_CY_01).

This could be correlated to the fact that cannabis continued to be the most widely used

illegal substance in Cyprus, as was shown from the findings of the recent General

Population Survey (see also Ch.2).

Regarding Community Police, the number of ‘neighbourhood policemen’ during 2009

presented a small increase compared to the previous year. However, according to Police

information, more areas still have to be patrolled in the coming years.

No information is available as concerns other interventions in the criminal justice system

during the reporting year.

9.2. Drug-related crime

9.2.1. Drug Law offences

According to information provided by the DLEU, the number of drug offences and the

number of persons involved in them during 2009 showed a slight decrease compared to

the previous year.
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As illustrated in Fig. 9.1, in 2009 the number of drug offences showed no remarkable

difference compared to the year 2008 (70530 in 2009 and 781 in the previous year). The

number of persons involved in drug offences was 831, in comparison to 930 in the

previous reporting year (see also Ch. 9, NR 2009). As in previous years, the vast

majority of persons involved in drug offences in 2009, were Cypriot nationals (777), with

significantly fewer non-Cypriot nationals (57) (Vrondos, 2010, unpublished). The

decrease of perceived availability of several substances such as marijuana or heroin, as

was reported in the General Population survey, can be considered as a possible factor

causing this decrease in both number of offences and number of persons involved (for

more details regarding perceived availability of drugs, please refer to Ch.10.2.1).

Fig. 9.1 Number of persons involved in drug offences by year

Source: DLEU, 2010.

The vast majority of persons involved in drug offences, were linked to use / possession

offences (see also ST 11_2010_CY_02), with no significant decrease (610 persons in

2009, compared to 626 in 2008). In addition, a slight decrease was also observed in the

reporting year, regarding the number of persons involved in dealing / trafficking /

production offences, compared to the previous year (221 and 304 respectively).

Additionally, the fact that drug offences slightly decreased in 2009 could possibly be

30
Toxicological analysis from the State General Laboratory showed that from the total of 706 recorded drug

offences, no illicit substance could be traced in one case. Consequently the particular case, which involved 3
persons, was recorded as “non-existent”. However, this case and the persons involved are not included in
ST11_2010_CY_01.
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linked to the new synthetic drugs which appeared in the country, presumably causing a

change in the drug market and subsequent offence figures. The turn of users to these

new substances, which are often as yet legally uncontrolled, may explain the apparent

decrease in the drug offences, as well as the decrease in the seized quantities of some

illicit substances (for more details regarding seizures of synthetic substances refer to

ch.10.4.1).

As regards the number of offences by substance, Fig. 9.2 below shows that the vast

majority of offences involved possession and use of herbal cannabis, with a total number

of 349 offences, followed by cannabis resin and heroin (see also ST 11_2010_CY_02).

As previously mentioned cannabis is the most widely used illegal substance in Cyprus,

and involves the majority of offences. No comparisons with the previous year can be

made concerning the type of offences per substance, due to difficulties of the data

system of the DLEU in extracting accurate information (see Ch.9, NR 2009). However,

more accurate comparisons can be provided by the NFP in next year’s National Report.

Fig. 9.2 Number of cases, per substance, per offence type, during 2009
31

Source: DLEU, 2010, unpublished

31
During 2009, 17 ‘unsolved cases’ were recorded by the DLEU, meaning that no persons were found to be

involved in these cases. Ten of the cases involved dealing/ trafficking/production offences and the remaining
seven involved possession/use offences. Despite the fact that these ‘unsolved cases’ are not included in this
chapter, they are presented in the total number of offences in ST11_2010_CY_02.
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Regarding the nationality and age of persons involved in drug offences, the majority

were Cypriot nationals, 19-24 years old, followed by the group aged 25-29 years old.

The fact that young adults are found to be involved in the majority of offences, could be

linked to the prevalence of certain drugs, which is higher in these particular age groups

(cf. ch. 2.2).

9.2.2. Other drug-related crime

NNIA

No other drug related crimes, such as property crimes, illegal prostitution, violence under

the influence of drugs etc., were recorded by the Cyprus Police during the reporting year

(Vrondos, 2010, unpublished).

9.3. Prevention of drug-related crime

Urban security policies in the prevention of drug related crime

Although the coverage of Community Police is still quite limited, the number of

‘neighbourhood policemen’ during 2009 increased to 49, as compared to 44 in the

previous year (see also Ch. 9, NR 2009). According to Police data, a total number of 54

municipalities and communities were patrolled during 2009, compared to 44 areas that

were covered respectively during 2008. The Community Police continued close

cooperation with the DLEU, the Office Against Hooliganism and the Road Safety

Departments, providing information to school students and the general public for the

prevention of crime, and also having meetings regularly with the Local Authorities

(DLEU, 2010, unpublished). More specifically, during the reporting year, 45 lectures

regarding the prevention of crime (including the prevention of drug-related crime) were

organized by the Police, in which 1935 persons participated (Cyprus Police, 2010).

Finally, the programme “Proseggisi” (Gr.: “approach”), which provides information to

youngsters regarding the use of illicit substances and addictive behavior was applied in

four areas during 2009, with very few campaigns compared to the previous year, due to

the small number of police staff involved in this programme. Despite these difficulties,
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the DLEU and Community Police are making ongoing efforts to obtain better results in

the following years (Kokkinos, G., 2010, unpublished), especially since this programme

is included as part of an objective in the NDS 2009-2012 for promoting selective and

indicated actions in high risk groups and areas, such as recreational settings (for more

details concerning the specific programme, refer to ch. 3.3.3, NR 2009). Consequently,

more detailed information regarding the number of people who took advantage of the

specific programme will be provided in a forthcoming National Report.

9.4. Interventions in the criminal justice system

9.4.1. Alternatives to prison

NNIA

As previously mentioned (see ch. 1), no new information was available during 2009

concerning the final revision of law L57(I)/92, ‘Care and Treatment of Drug Addicts’ (see

also ch.9,NR 2009). Thus, more details about the specific law will be presented as soon

as the final revision of the law has been completed. As regards community work or

house arrest as alternatives to imprisonment, there were no new developments during

2009 (Prison Department, 2010, unpublished) (see also ch.1.2.1).

As concerns the “FreD goes net” programme, despite the fact that it is a selective

prevention programme (see ch.3), it may also be considered as an alternative to

imprisonment for first-time young drug offenders (see also SQ31_2010_CY_01). Based

on the Treatment Demand Indicator, during the reporting year 66 demands came from

participants in the “Fred goes net” program (Cyprus NFP, 2010c, unpublished). The

most common substances these offenders were involved with were cannabis and

cocaine. At this point, it is important to mention the high willingness of the criminal

justice system in Cyprus to use this alternative, in cases of drug offenders who are

considered suitable for the specific intervention (for more information regarding the

specific programme refer to ch. 3).
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9.4.2. Other interventions in the criminal justice system

NNIA

9.5. Drug use and problem drug use in prisons

NNIA

No data for the year 2009 was available with reference to drug use in prison. Although

according to the Coordinator of Mental Health Services of the prison, it is estimated that

about 60% of inmates are drug users, no mechanism has been established to assess

the proportion of inmates using drugs in a reliable manner. Nevertheless, attempts

continue to cooperate with the Prison Pathologist, with whose support a mechanism may

be set up which could enable the recording of drug users among all the arrestees

(Cyprus NFP 2010a, unpublished).

9.6. Responses to drug-related health issues in prisons

9.6.1. Drug treatment

According to the CAC’s treatment programme monitoring report, a psychosocial

rehabilitation programme is implemented in prison (CAC, 2010a; the description of the

programme is provided in NR 2008, ch. 5). However, due to staff shortages the group

treatment was not actually implemented for a long period of the reporting year (Kariolou,

2010, unpublished). Regarding the quality of the services provided, the CAC reported

the following observations and suggestions:

 Lack of appropriate building premises. The need of a comprehensive treatment

unit within the prison is emphasized.

 Lack of qualified staff to implement programmes.

 Lack of translators within the prison, resulting in disadvantage to minority groups

attending group therapy.
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 No substitution services are available, resulting in the discontinuation of treatment

for inmates previously on methadone or buprenorphine.

 Detoxification practices should follow the WHO guidelines.

 Harm reduction measures, such as the provision of condoms, is suggested.

 A mechanism of assuring treatment continuation upon prison release is needed

(CAC, 2010b).

9.6.2. Prevention and reduction of drug-related harm

The prison staff has confirmed that other than those previously reported (see NR 2009),

no further responses are being implemented regarding the prevention and reduction of

drug-related harm (Matsikari, personal communication, 2010).

9.6.3. Prevention, treatment and care of infectious diseases

NNIA

There has been a suggestion by the CAC to produce relevant printed informational

material to be distributed to long-term inpatient drug users in therapeutic settings

(Symeonidou, 2010c; see also chs. 6 and 7).

9.6.4. Prevention of overdose risk upon prison release

NNIA

The distribution of printed informational material mentioned above (see section 9.6.3)

includes prison inmates upon their release, and will also address the issue of overdose

prevention.

9.7. Reintegration of drug users after release from prison

Ioannou (2010) provides information which confirms that currently no specialized social

reintegration interventions directed at prison inmates during or after their release are

taking place. Representatives of the Prison Department Mental Health Services do

however participate on the Criminality Board, a body based at the MJPO, which aims to

adopt and implement response measures according to European and international
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strategies. There are also representatives of the Prison Department Mental Health

Services on the Rehabilitation Committee for Persons Released from Prison. Ioannou

(ibid) confirms however, that no inmates have as yet participated in the previously

announced ‘house arrest’ programme (see ch. 10.3.1, NR 2009), since this has not yet

been implemented.

Other than the programmes offered by social services (see ch.8) to the general public

and to vulnerable groups, there are no specialised housing programmes or other

provisions for housing offered to inmates upon their release. Inmates are of course

eligible to apply for social assistance upon their release; a Prison Department social

worker is available to facilitate the interaction between released inmates and social

services, if the inmate requests this help.

Penal and post-correctional treatment of substance-dependent prison inmates

Nikolaou (2009) commissioned research via the Office of the Commissioner for

Administration (Ombudsman) into the treatment of substance-dependent prison inmates

(see also ch.1). In what is probably a significant report for this population, Nicolaou

(2009) also addresses the issue of reintegration of drug users after prison. The existing

lack of support and training for staff is noted, as well as the lack of community reception

centres for inmates upon their release. The need to ensure the possibility of

continuation of treatment for released inmates is identified, bearing in mind the short

periods of incarceration of most inmates. Given the earlier identification of needs of

persons upon their release by the MJPO’s own research (see NR 2009, section 9.7),

these findings further consolidate the impression that the upgrading of current services

and the establishment of new programmes aimed at this vulnerable population is

important, and should be prioritized. Delays in the implementation of relevant legislation

(e.g. L57(I)/1992) and the construction of a planned multi-purpose Prison Health Centre,

are quite probably contributing factors to the inadequacy of current reintegration

arrangements for prison drug users.

It is probably also significant that the research was stimulated by requests received from

inmates themselves and their families, who submitted their complaints regarding

trafficking, drug use and the available treatment for drug addiction in prison to the

Ombudsman’s office.
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Current methods of drug detection in prison include physical body searching, unofficial

use of narcotest devices, prison cell searches, urine tests and medical examination

which can include X-rays. If an inmate refuses medical examination, they may be

confined to a cell without access to hygienic facilities, so that their waste matter may be

searched for drugs (p.23). The research suggests that much of this drug detection takes

place in an uncontrolled manner, and not according to specified protocols, which itself

can be problematic. If drug use is identified, inmates are prosecuted and leave rights, or

applications to enter the Open Prison, may be waived. Prison visitors must also undergo

a drug search to be allowed to enter the prison premises; electronic detection equipment

will soon be installed for this purpose (see budgets, ch.1). Prison wardens must also

submit their belongings to the control procedure, yet although there is provision in the

regulations for the possibility of a physical body search on wardens, this has in fact

never been utilized (p.25), and the research also does not exclude the possibility that

some trafficking by wardens may take place.

The research calls for a collective effort to tackle the issue of drugs use in prison,

beginning with an accurate mapping of the current numbers of drug-using inmates, and

other relevant data. This would imply securing of confidentiality in the data mapping

process, so that inmates are not penalised further for the information they provide (p.28).

As mentioned above, the existing ten-year delay in the creation of a planned multi-

purpose medical centre within prison, is also identified as problematic for the drug-

dependent prison population. Current arrangements within prison provide for

detoxification, but no substitution programme is available (p.37). Current harm-reduction

practices include vaccination for Hepatitis B, and consultation visits for inmates from

health visitors. The existing prison treatment programme consists of five stages, from

assessment to follow-up, and is described in the research report (see also ch.5). Social

reintegration post-release involves referral to further treatment, if this is requested by the

inmate (p.42; see also ch.9). A ‘Social Reintegration Manual’ with useful information and

contacts has been created by the MJPO Criminality Board, and is also provided to

inmates. The research supports the request of prison treatment staff, for the creation of

a day-centre service to facilitate the social reintegration of inmates.

It is worth mentioning here that, while there is no existing specific social reintegration

programme in prison, in 2009 the following took place (Symeonidou, 2010):
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- a social worker was employed for the prison treatment programme.

- the . ‘Social Reintegration Manual’ was disseminated amongst inmates.

- the Criminality Board of the MJPO commenced the design of a mechanism to

facilitate the social reintegration of prison inmates.

.
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Chapter 10: Drug Markets

10.1. Introduction

As shown by the recent results of the General Population Survey 2009 (see also ch.2), a

small decrease in the perceived availability of drugs has taken place, something which is

probably linked to the recent appearance of new synthetic drugs which are unknown to

the general public, or to the way respondents answered in the survey regarding their

perceptions about drugs and drug availability, as discussed below.

Based on information received from DLEU regarding the countries of last transit for

seized drugs, the occupied area of Cyprus, Turkey, and the E.U. remain the main

regions of origin for drug trafficking into the government-controlled areas. As concerns

the transportation methods of drugs into the country, compared to 2008 a significant

increase in cannabis resin transportation by air was observed.

With the exception of cannabis resin, seized quantities of all illicit substances during

2009 were lower than those of 2008. However, based on the fact that in Cyprus great

quantities of drugs are rarely seized32, the number of seizures as well as quantities

seized from 2004 (when the Cyprus NFP was established) until 2009 probably reflects

more occasional incidents, rather than any real changes in the drug market.

The same methodology as in previous years was used by the DLEU for the collection of

data regarding drug prices (per gram) at retail level; specifically, the estimation of prices

was based on undercover police operations (purchases) and on users’ reports on a

quarterly basis. Based on the fact that a) the number of police operations varies each

year, as well as the number of users, and b) different prices for several drugs are

reported by users in each district of Cyprus, the range of prices is affected to a great

extent, and liable to vary; further details are reported below.

32 For example, the seizure of 190 kg of marijuana and 12 kg of cocaine in 2008, was due to the
single arrest of a major drug trafficker - see Ch.10.3.1, NR 2009.
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10.2. Availability and supply

10.2.1. Perceived availability of drugs, exposure, access to drugs

Regarding perceived availability of drugs, based on the General Population Survey 2009

a decrease in the perceived availability of several illicit substances was observed during

2009, as can be seen in Fig. 10.1. A factor that could explain the decrease in the

perceived availability, is that the respondents of the second series of the Survey

provided more realistic answers than in the previous survey (2006) when the drug

phenomenon was relatively more recent, and more people believed that drugs were

easily found. Another factor that seems to have possibly contributed to the decrease of

the perceived availability of drugs is the appearance of new synthetic drugs, as

mentioned in ch.9.

Fig. 10.1 Percentage of population that believes it is easy/very easy to find drugs within 24 hours

Source: Cyprus NFP, 2010.

Regarding access to drugs in the general population, based on the recent results of the

General Population Survey 2009, only 5.3% of the population has been approached by

someone offering drugs. The majority of these persons were approached once or twice

during the year; the fact that this question was not included in the previous survey,

however, does not allow further comparisons for 2009 answers. (Cyprus NFP, 2010b).
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Apart from these survey results, no other research on drug supply and drug markets is

available for the year 2009.

10.2.2. Drugs origin: national production versus imported

As mentioned in previous National reports, Cyprus is not a drug-producing country (see

also ch.10, NR 2009), and consequently most illicit substances are imported. In

particular, the percentage breakdown of countries of origin33 by seized drug category, is

presented in the following table.

Table 10.1 Percentage breakdown of countries of origin by seized drug category 2004-2009

Cannabis herb 2004 2005 2006 2007 2008 2009
Cyprus Occupied
Area34

30 25 30

Greece 8 7 10 20 30
United Kingdom 7 8 8 5 5
Holland 10 10 70 60 60
Turkey 5 5 5
EU 35

Unknown 50 50 42

Cannabis resin 2004 2005 2006 2007 2008 2009
Cyprus Occupied
Area

20 20 30

United Kingdom 5 10 10
Egypt 40
Turkey 30 30 20
Lebanon 30 30 40

Unknown 70 70 60 40 40

Heroin 2004 2005 2006 2007 2008 2009
Cyprus Occupied
Area

60 60 60

Turkey 20 20 20 70 30
Afghanistan 70 70

Unknown 20 20 20 30 30

33
Countries of origin refer to countries where drugs were cultivated or manufactured.

34
Cyprus’ occupied area is a transit area, not an origin country for drugs. However, it is included here since

in previous National Reports both origin and transit countries were included in this table.



Page | 124

Table 10.1 Percentage breakdown of countries of origin by seized drug category 2004-2009

(contd.)

Cocaine (base
and
hydrochloride)

2004 2005 2006 2007 2008 2009
Cyprus Occupied
Area

15 5 10

Greece 5 5
Holland 63
United Kingdom 5 10 5 17
South America 30
Brazil 10
Ireland 5
Yugoslavia 5
LAC countries 70 80

Unknown 60 80 50 20 30 20

Ecstasy group 2004 2005 2006 2007 2008 2009
Cyprus Occupied
Area

60 70 40 23

Holland 20 55 50 50
United Kingdom 10 20 22
Turkey 20
EU 20 40

Unknown 35 20 20 10 10

Source: DLEU, 2010.

As regards the countries where drugs were transferred before their final arrival in

Cyprus, the occupied area of Cyprus, Turkey and the E.U. (countries unspecified in data

source), continued to be the main countries associated to drug trafficking into the

government-controlled areas (DLEU 2010, unpublished). However, based on the

number of offences, the number of seizures and on the Treatment Demand Indicator

(TDI), there is no indication for significant change in the availability of most of illicit

substances.

10.2.3. Trafficking patterns, national and international flows, routes, modi
operandi and organization of domestic drug markets

Air transportation remains the most common transportation method of illicit drugs into

Cyprus, especially in the case of cocaine (from LAC countries) and ecstasy (mainly from

Holland). A significant increase in cannabis resin transportation by air (45% in 2008 to

60% in 2009), as well as an increase in cannabis herb transportation by mail can be

observed (1% in 2008 compared to 10% in 2009). A decrease in land transportation of
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cannabis resin was also noted, as from 38% in 2008, it dropped to 25% in 2009 (DLEU

2010, unpublished; see also ch. 10, NR 2009). Despite some increase in the number of

transportation methods of several illicit substances, no significant changes have been

taking place which could be deemed to have an effect on the organization of the

domestic drug market.

10.3. Seizures

10.3.1. Quantities and numbers of seizures of all illicit drugs

Compared to 2008, a decrease in the seized quantities of herbal cannabis, cocaine and

heroin was observed in the reporting year. However, as previously mentioned in the

chapter, this decrease is probably an occasional instance, since no significant seizures

involving large amounts of illicit substances were recorded overall in 2009. Comparing

the quantities of herbal cannabis, cocaine and heroin seized, with the exception of the

seized quantities of herbal cannabis in 2008 (see Ch.11, NR 2009), the numbers have

remained relatively stable since 2004. A noteworthy decrease in seized quantities of

ecstasy tablets was also observed: 9881 in 2008 and only 17 in 2009. According to

DLEU information, this decrease is thought to be linked to the general decrease of

precursor substances for the production of ecstasy tablets in Europe (Mama, 2010,

unpublished). Furthermore, no seizures of LSD were reported in 2009, while 100 tablets

were reported in 2008. As concerns cannabis resin however, the seized quantities were

more than double in 2009 compared to previous year (see also ST13_2010_CY_01).

A seizure which has not been reported in ST13, concerns 33 plants of papaver

somniferum. Four persons were involved in the specific case, which was the first

occasion ever on which seizure of this plant was reported. Based on the Police data,

apart from the seizures reported in ST13_2010_CY_01, no other seizures of illicit

substances were reported during 2009; consequently, no further information can be

provided.
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10.3.2. Quantities and numbers of seizures of precursor chemicals used in
the manufacture of illicit drugs

According to DLEU information, 1092 tablets of ephedrine were seized during the year

2009. However, these were not designated for the production of illicit substances (DLEU,

2010, unpublished).

10.3.3. Number of illicit laboratories and other production sites dismantled;
and precise type of illicit drugs manufactured there

NNIA.

At the time of writing, the DLEU has confirmed that so far, no illicit laboratories producing

drugs have been found in the government-controlled area of Cyprus.

10.4. Price/ purity

10.4.1. Price of drugs at street level

Based on DLEU information, the number of users who provide prices varies each year.

During 2009, the number of users who provided prices for illicit substances was 34.

As can be observed in Fig. 10.2 below, maximum prices of heroin brown, cocaine and

ecstasy (based on police purchases), slightly decreased during 2009 as compared to

2008. The maximum prices of heroin brown, based on users’ reports, were found to be

higher than the respective prices, based on undercover purchases (€145 and €100

respectively). This difference in prices is probably due to the different range of prices

recorded in the regional districts of the island (see also ST 16_2010_CY_01/02).

However, as mentioned in our previous National report, the fact that retail prices based

on users’ reports and undercover police purchases have been collected separately over

the last two years, means that the provided data should be treated with great caution

(see also Ch. 10, NR 2009). More firm conclusions regarding the trends of retail prices
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based on this methodology will be reached by deduction through comparison in the

following years.

Fig. 10.2 Maximum prices of brown heroin, cocaine and ecstasy at street level per gram, per

year (based on undercover Police operations)

Source: DLEU, 2010.

While the maximum retail prices of heroin brown and cocaine (based on police

purchases) decreased compared to 2008, as previously mentioned, the minimum prices

of these substances showed significant increase. Specifically, heroin brown prices from

€60 per gram in 2008, increased to €80 in 2009; and cocaine from €65 in 2008,

increased to €90 per gram in 2009 (see also ST 16_2010_CY_01). As previously

mentioned, there is no indication of significant change in the availability of these

substances.

During 2009 the variation of prices of several illicit substances was very small, with the

exception of cocaine prices (€90- €120) which showed the greatest variation, followed by

heroin brown (€80-€100) (see also ST_16_2010_CY_01). Based on the data provided

(DLEU, 2010, unpublished), cocaine and heroin brown prices, were found to be higher in

Limassol and Larnaca district, than in the capital, something which may indicate limited

availability of these drugs in the specific areas. As in the previous year, herbal cannabis

and cannabis resin prices, were found to be lowest in Famagusta district (see also

Ch.10, NR 2009). Different prices of several drugs are reported by users in different
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districts of Cyprus, something that affects the range of prices to a great extent (DLEU,

2010, unpublished).

Even though maximum prices of some drugs (heroin brown, cocaine, ecstasy)

decreased, as previously mentioned, perceived availability of these drugs decreased in

2009, compared to the results of the 2006 General Population Survey. The fact that

seized quantities of illicit drugs such as herbal cannabis, cocaine and heroin also

decreased during 2009, could therefore probably be correlated with the appearance of

new synthetic drugs in Cyprus. In particular, new synthetic drugs were on sale legally on

the market, especially smokeable herbal products (such as the so-called ‘Spice’35). The

turn of users to these substances, may explain the decrease in the seized quantities of

some illicit substances during the reporting year.

However, more reliable information and correlations of results can be provided in future

reports, when the evaluation of several actions of the National Drugs Strategy 2009-

2012, and specifically those actions included in the domain of supply reduction, will take

place.

10.4.2. Purity/potency of illicit drugs

NNIA

10.4.3. Composition of illicit drugs and drug tablets

The composition of tablets sold, based on routine analysis carried out by the State

General Laboratory on all Police seizures, is illustrated in Table 10.2 below (see also

ST15_2009_CY_01).

35
During 2009, 204 Spice products were seized by the Cyprus Police (NFP, 2010, published).
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Table 10.2 Composition of illicit drug tablets by year (%)

Substance/Year 2006
(%)

2007
(%)

2008
(%)

2009
(%)

MDMA 95 44 11.9

Amphetamine/ methamphetamine 0.05 3.3 11.1

DOB

Other substances 42.4 1.2 93.6

Miscellaneous 4.95 10.3 71.7 6.45
Source: State General Laboratory, 2010

In the category “other substances”, BZP (87.9%) and mcPP (5.7%) were detected, and

in the “miscellaneous” category, methandrostenolone was found (see also

ST15_2010_CY_01). Both BZP and mCPP seem to be among the most popular

piperazine derivatives which are available in the European drug markets (EMCDDA,

2009, published). This is reflected in the number of seizures as well as seized quantities

reported to the EMCDDA and Europol. During 2010, 1104 “party pills” were confiscated

in Cyprus, and found to contain licit substances alternative to 2C-B-BZP. Also, according

to the most recent available data on mCPP, 1240 pills containing mCPP were

confiscated during 2009 (Cyprus NFP, 2010a, published).
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PART B: SELECTED ISSUES
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Chapter 11: History, methods and implementation of national treatment

guidelines

11.1. History and overall framework

The year 2010 is marked by the development of the first drug treatment and prevention

guidelines in Cyprus; as of 2010, a nationwide system assuring quality practices in this

field exists. A brief historical overview of the social and political situation in this field,

may assist in explaining the reasons for the lack of guidelines prior to 2010, justify the

delay of the guidelines’ development, and at the same time describe its process.

The lack of treatment guidelines until recently can perhaps be explained by (1) the

medical approach having been the predominant drug treatment approach approximately

up to the year 2004, (2) the lack of expertise in the field, (3) the lack of nationwide

monitoring and evidence regarding the drug situation, and (4) the relative lack of an

efficient coordinating body (due to shortage of human and other resources), and the lack

of mention in any previous drug strategies (Symeonidou, 2010a, unpublished).

Until recently in historical terms, drug treatment was mainly offered by medical doctors

(mostly GP’s or psychiatrists) and nursing staff. Apart from psychiatrists, other mental

health professionals (such as psychologists, psychotherapists, occupational therapists,

drama therapists or substance abuse counsellors) were not involved in the treatment of

drug addiction. Treatment mostly focused on handling withdrawal and / or overdose

symptoms through pharmacology. Thus, since there was a common professional

language, the general medical guidelines were perceived as adequate for substance

abuse treatment.

The rise of drug abuse and its related problems is a recent social phenomenon in

Cyprus (see also ch. 1), therefore there was a lack of public awareness and

consequently a considerable lack of expert knowledge regarding all aspects pertaining to

abuse and addiction. After the first drug-related deaths were made public; there was an

urgent need for responding, mainly through developing treatment centres, and no time

for developing and implementing a more holistic approach to treatment options and

responses. The urgency of the situation resulted in the implementation of various
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programmes, each with a different structure, framework, and treatment approach,

derived from programmes found in other countries.

Although the drugs phenomenon had already begun to affect the public perception of its

consequences, the real extent of the situation was not clear due to the lack of pragmatic

numbers and evidence. The drug situation was not monitored, and many drug-related

problems such as deaths, crime and infections were not linked to drug use, until the

establishment of the Cyprus NFP in 2004. By 2008, the NFP was able to reveal the

increasing trend of drug use, and point out the need for appropriate responses.

The Cyprus Anti-Drugs Council (CAC), supreme coordinating body for drug policy, was

established in 1992. In the first few years of its development, the CAC was not fully

functional due to its structural synthesis and the lack of executive secretariat staff. The

aforementioned obstacles did not allow the CAC to play an active role in this field, until

its reorganization and staffing, which led to the development of the first NDS 2004-2008.

In the framework of this national strategy’s monitoring and evaluation, the CAC in

cooperation with the University of Hamburg proceeded to evaluate the treatment system

and existing programmes (Symeonidou, 2010a, unpublished). Among other

observations, the evaluation suggested the need for ensuring the quality of the treatment

services, offered by developing objective efficacy indicators, as well as by establishing

minimum quality standards. The aforementioned suggestions were included in the

second NDS 2009-2012, and hence in 2010 the country’s first set of national treatment

guidelines were elaborated.

11.2. Existing guidelines: narrative description of existing guidelines

The first national treatment guidelines developed by the CAC, constitute a synopsis of

other EU and international guidelines, mainly focusing on those of the UK and WHO, but

modified to meet Cyprus’ specific needs and current situation.

Due to the lack of expertise and specialization in the drugs field, as well as the rapid

need to respond and provide drug treatment, most of the treatment programmes which

developed were not implemented following a thorough needs assessment, and neither

were they based on evidence. Therefore, most units provided all types of treatment

(except substitution), without really adhering to any specific intervention-type principles.
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For instance, some of the open therapeutic communities provided psychosocial services,

without really adhering to TC principles.

The national treatment guidelines therefore attempt to limit confusion, and to gradually

create a treatment system in which interventions can be distinguished and categorized,

based on recognized European and international standards and quality services which

can be offered (Symeonidou, 2010a, unpublished).

Framework, types of interventions

The basic guidelines for each intervention are presented in Annex IV. The guideline

manual contains the basic principles that all drug-related programmes should follow, and

the type of services appropriate to each intervention; namely, all drug-related

programmes should:

 Be easily accessible

 Target sub-groups

 Provide individual assessment

 Provide treatment planning, coordination and case management

 Assist in treatment commitment and retaining

 Provide for continuous programme monitoring and evaluation

 Employ qualified personnel

 Follow a code of conduct

 Provide for appropriate building infrastructure

More specifically, the manual includes guidelines of good practice for 1) telephone help

lines, 2) outpatient adolescent services, 3) adult counselling stations, 4) outpatient

psychosocial rehabilitation services, such as structured day-programmes and open

therapeutic communities, 5) inpatient psychological rehabilitation services, such as

closed therapeutic communities, 6) inpatient detoxification services, 7) outpatient

substitution services, 8) drop-in centres, 9) multi-functional outpatient drug services, and

10) treatment programmes within the prison system.

It seems fair to comment that the content of the guidelines reveals the readiness and

effort of, and by, the country’s drugs professionals and services, for a) the development
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of evidence-based services and b) the improvement in quality of the drug services

provided. The movement towards an evidence-based drug treatment service

development is apparent in the guidelines’ encouragement of membership in antidrug

accredited organizations such as the FESAT for the help lines and the World Federation

of Therapeutic Communities (see: telephone help lines & TCs). The need for

pharmacological evidence-based treatment provision is also encouraged by referral to

the WHO guidelines for all pharmacologically-based practices (see: detoxification,

substitution services & treatment within the prison system).

Furthermore, quality treatment provision is encouraged through the emphasis given to

programmes’ duration, to the variety of treatment approaches, as well as the

suggestions for individualized treatment and aftercare plans as part of a holistic

treatment approach. Additionally, quality service provision is encouraged through

providing specialized treatment; this is evident from the explicit recommendation for

specific treatment approaches, which according to the scientific bibliography are more

efficient when targeting specific target groups (see: adolescent services & closed TCs

for problem drug users, and treatment within the prison system). The notion of case

management is also introduced, as a necessity for improving quality service provision.

It is worth mentioning that the guideline manual not only defines the principles and

guidelines, but it also includes a brief description of each type of approach, mostly based

on European bibliography and practices, such as the systemic, cognitive behavioral etc.

In addition, although a specific treatment modality is mentioned as the most efficient for

specific target groups (e.g. systemic approach for adolescents, see: adolescent

services), the manual encourages the use of a combination of modalities, and therefore

promotes a pluralistic drug treatment system.

Substance of use

It is noteworthy that the guidelines do not mention or specify types of substances, but

focus instead generally on all psychoactive substances causing abuse and dependence,

including alcohol (CAC, 2010e, unpublished).
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Target groups

In the guideline manual, special emphasis is placed on the professional credentials of

the individuals employed in drug treatment units. Specifically, the guidelines suggest the

specialization of each professional according to his / her duties, their specialization on

assessment and other tools used, and their continuous training, education and

supervision. Furthermore, the guidelines include a code of conduct which professionals

in this field should follow (CAC, 2010e, unpublished).

Development of guidelines

The results of the evaluation of the NDS 2004-2008, as well as the results of the

prevention and treatment programme evaluations by external evaluators, suggested the

need for improvement in the quality of drug treatment services offered. Hence, as

mentioned above, in the beginning of 2009, and in the framework of the 2009-2012

NDS, the CAC decided to develop the first prevention and treatment guidelines, which

should also function as the minimum standards of all programmes requesting licensing

under the L57(1)/92 Law. The guidelines were developed by a committee assigned by

the CAC, and the resulting guideline development was monitored and coordinated by an

officer of the Executive Secretariat of the CAC. The process included literature review,

study of the WHO guidelines, as well as the reports of the prevention and treatment

programme evaluations mentioned. Hence the end result was a product based 1) on

scientific evidence, and 2) on the national situation (Symeonidou, 2010a, unpublished).

11.3. Implementation process

11.3.1. Guideline Implementation processes

The CAC is responsible for ensuring the implementation of the guidelines. All

programmes are now required to abide by them, since licensure will be based on their

implementation. The process began with the dissemination of the guideline booklet to all

treatment services, and continued with their presentation at the next treatment network

semi-annual meeting. It was also announced that by October 2010, all programmes are
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expected to comply. According to the CAC, all programmes are required to apply for

approval, and only approved programmes will be considered legitimate, and will be

eligible for funding (Kyprianou, 2010a, unpublished). In addition, again according to the

CAC, the guidelines will be reviewed as needed (Symeonidou, 2010a, unpublished).

11.4. Comparison with the WHO guidelines

The aforementioned treatment guidelines do not specifically focus on opioid /

substitution treatment, and no other guidelines exist. However, the current guidelines

refer all programmes providing pharmacologically-assisted treatment to the WHO

guidelines. The CAC requests that the WHO guidelines are followed when implementing

detoxification, substitution and/or maintenance programmes, since there are no local

pharmacologically-assisted specialized guidelines available (Symeonidou, 2010a,

unpublished).

The lack of local pharmacologically-assisted treatment is evidence of possible lack of

expertise in the field. However, it is also a case in point that the uniqueness of Cypriot

culture in general, and its specific expression in the local drugs phenomenon, is not

taken into consideration when following international guidelines. Furthermore, the WHO

(best practice) guidelines cannot always be followed, since 1) there is no availability of

all substances suggested by WHO (e.g alpha-2 adrenergic for withdrawal treatment) and

2) the legal framework does not allow the prescription of some substitution medicines by

the private drug treatment services, or any other private clinics on an outpatient basis.
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Chapter 12: Cost of drug related treatment in Europe: a comparative

analysis

12.1. Introduction

As previously reported, during 2007- 2008 a Social Cost study (Kopp, P., NFP, 2008)

was conducted by the NFP, in order to determine whether and to what extent money is

usefully expended in current attempts to reduce drug demand and supply (see also

ch.8.5, NR 2008). This was the first study of its kind in Cyprus, and consequently no

other literature offering the opportunity of comparison and review is available concerning

the specific topic on a national level. However, as suggested by this Social Cost study, a

relatively low proportion of the total social cost is spent on health care (8%), and at the

time of the study this was probably partly due to the absence of substitution treatment

facilities. However, since late 2007 one state-run buprenorphine substitution treatment

unit has been operating in Nicosia, and in 2009 another substitution programme began

its operation in the Limassol district.

The Focal Point recognizes the importance of such fiscal studies, and especially the

importance of cost-effective allocation of funding sources, in order to provide the CAC

and policy makers with trustworthy information concerning the effectiveness of final fund

allocation and applied policies. Thus, a second series of the social cost study is planned

in the near future.

An attempt has been made here by the NFP to collect information individually from all

existing treatment services in Cyprus regarding their funding sources. As concerns the

methodology of data collection, a table which included different categories of funding

sources (e.g. national agency, local government etc.) was sent to all treatment services

in order to fill in amounts (in Euros) for each funding source. However, despite repeated

efforts to secure exact data, coverage was far from complete, and therefore the picture

emerging below is necessarily limited.
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12.2. Funding sources

The following table (Table 12.1) presents analytically only those available funding

sources of the drug-related treatment programmes and services collected by the NFP,

categorized by sector and by program. Despite the repeated efforts of the NFP, a

number of other treatment programmes / centers could not provide data36.

36
Reasons for not providing data were not generally offered, but it could be hypothesized that the low

response rate involved both practical constraints (e.g. time pressures, data not readily available etc.), as well
as possibly tactical concerns (e.g. not wishing to disclose information to an official body).



Table 12.1 Funding sources of drug-related programmes in the year 2009

Treatment Programmes National agency

(public sector)

Local/Regional

authorities

European

grants

Private

insurance

Private

grants

Subscriptions Other

categories

Total

(€)

NGO’s

Therapeutic Programme “Agia Skepi”

Open Therapeutic Community “TOLMI”

Association of relatives and friends of drug addicts

“Ithaki” Counselling Station

PUBLIC SECTOR
37

Outpatient Counselling Centre for teenagers
and families “Perseas”

Counselling Centre for teenagers
and families “Promitheas”

Detoxification Unit “Anosi”

PRIVATE SECTOR

Veresies Private Clinic
38

TOTAL

229 752

60 000

10 166

8 666

436 631

307 473

1187 671

27 865

19 830

29 010

39 500

75 650 460

410 000

5 391
39

50

696 62740

99 500

91 667

28 546

436 631

307 473

1187 671

-

2 848115

Source: NFP, 2010

37
The budget of the Prison Department Mental Health Services is included in the total budget of the Mental Health Services, and cannot be separated out (Ioannou, 2010).

38
Despite the efforts of the NFP, no data was provided concerning the actual amount of money. However, based on information provided through the TUF questionnaire regarding

the percentage of funding sources of the private clinic, the breakdown was as follows: a) outpatient detoxification program with opioids: 97% comes from clients fees and 3% from
private insurance, b) substitution treatment with DHC and Ocycodone (in rare cases) on an outpatient basis: 20% from clients fees and 80% from grants, c) inpatient opioids
detoxification program with Subutex or Suboxone: 100% from clients fees and d) harm reduction outpatient program with Naltrexone: 30% from clients fees and 70% from grants.
39

The amount includes several activities of the association, not all of which are exclusively treatment activities.
40

This amount covers the counselling centers of “Agia Skepi” in Nicosia and Limassol, the Therapeutic Community and the Reintegration program. There is no breakdown of the
amount of funding sources per centre.



As regards the client population in each treatment programme, this is presented in the following table (Table 12.2). However, data provided

regarding the programme size cannot be reported here in more detail, since quality check of the TUF questionnaire collected by the CAC

was not completed at the time of writing.

Table 12.2 Treatment programmes and client population in 2009

Treatment Programme
Client population No of clients in 2009

Therapeutic Programme “Agia Skepi”
Adults/ use of licit and illicit substances 26

Open Therapeutic Community “TOLMI”
adults 18+/use of licit and illicit substances 42

Detoxification and Reintegration Programmme

“Ploigos”

adults/ use of licit and illicit substances and their families 12

“Ithaki Counselling Station
users of licit or illicit substances of all ages and their families 12

Outpatient Counselling Centre for teenagers and
families “Perseas”

families and teenagers between 13-22 years old/occasional or systematical use of illicit

substances and alcohol

7 teenagers/

16 families

Outpatient Councelling Center “Toxotis”and “Stoxos”

“Toxotis”: Adults 23+ years old/use of licit and illicit substances

“Stoxos”:use of illicit substances/ no treatment demand 95
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Detoxification Unit “Anosi”
adults 18+ years old/use of illicit substances 5

Veresies Private Clinic adults/use of illicit substances (mainly heroin)/alcohol or adults with co-morbidity 358

Therapeutic Programme “Pyxida” Adults 22+ years old who stop the use of illicit substances 5

Substitution Programme “Gefyra”
adults 18+ years old/use of opioids (mainly heroin) 14

Source: NFP, 2010
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The information presented in this chapter suggests that the vast majority of funding

sources for treatment programmes derive from the public sector, mainly from the Ministry

of Health and the Cyprus Anti-Drugs Council. A relatively small amount of funding

comes from private grants, and an even smaller amount from local / regional

government. Since it has not been possible to calculate a considerable proportion of the

funding taking place, due to the fact that not all treatment programs readily provided

requested data, the information as provided here by the NFP cannot be taken as being

entirely representative. Nevertheless, for an analytical percentage breakdown of the

available information, see Fig. 12.1 below41.

Fig. 12.1 Percentage of funding sources of treatment services /programmes in 2009

Source: NFP, 2010.

41
Please note that, due to unavoidable rounding-off of certain figures, the percentages shown in

this chart amount to slightly more than 100% (=100.02%). This is done solely for the purpose of
graphical clarity, and involves no actual calculation error.
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12.3. Services research cost studies

NNIA

12.4. Full economic evaluations

NNIA

A Social Cost study is scheduled to be repeated in the near future.
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ANNEXES

Annex I: National Legislation on Drugs

 The Narcotic Drugs and Psychotropic Substances Law, 1977 (L. 29/77)

 The Narcotic Drugs and Psychotropic Substances Regulations, 1979 (P.I.

160/79)

 Narcotic Drugs and Psychotropic Substances (Controlled Drugs) Order, 1985

(P.I. 226/85)

 Narcotic Drugs and Psychotropic Substances (Controlled Drugs) Order, 1986

(P.I. 277/86)

 Narcotic Drugs and Psychotropic Substances (Controlled Drugs) Order, 1995

(P.I. 81/95)

 The Prevention of the Use and Dissemination of Drugs and Other Addictive

Substances (Establishment of the Anti-Drugs Council and Fund) Law, 2000 (L.

128(I)/2000) – L. 72

 The Prevention of the Use and Dissemination of Drugs and Other Addictive

Substances (Establishment of the Anti-Drugs Council and Fund) (Amendment)

(Law), 2002 (L. 142(I)/2002) – L. 73

 The Prevention of the Use and Dissemination of Drugs and Other Addictive

Substances (Amendment) Law, 2004 (L. 222(I)/2004)

 The Prevention of the Use and Dissemination of Drugs and Other Addictive

Substances (Amendment) Law, 2008 (L. 44(I)/2008)
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 The Prevention of the Use and Dissemination of Drugs and Other Addictive

Substances (National Centre for Documentation and Information on Drugs –

NCDID Cyprus) Regulations, 2002 (P.I. 366/2002)

 Treatment of and Dealing with Drug Dependents Law, 1992 (L. 57(I)/1992)

 The Crime Suppression (Controlled Delivery and Other Special Provisions) Law,

1995 (L. 3(I)/1995)

 The Sale of Intoxicating Liquors Law (Cap. 144)

 Sale of Intoxicating Liquors (Retailers Closing Hours) Order, 1966 (P.I. 140/1966)

 The Health Protection (Control of Smoking) Law, 2002 (L. 75(I)/2002)

 The Health Protection (Control of Smoking) Regulations, 2004 (P.I. 151/2004)

 The Safeguarding and Protection of the Patients’ Rights Law, 2004 (L. 1(I)/2005)

L. 76

 The Motor Vehicle and Road Traffic Law, 1972 (L. 86/72), as amended.

 Prevention of Legalization of Income from Illicit Activities / Ο Περί της 

Παρεμπόδισης και Καταπολέμησης της Νομιμοποίησης Εσόδων από Παράνομες 

Δραστηριότητες, 2007  (L. 188(I)/2007) 
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Annex II: Further details on budgets for drug-related spending 2009

Ministry of Justice and Public Order

Technical assistance for harmonisation with acquis communautaire €4700

Participation in EU programmes & initiatives €300

Participation in EU Committees / Working Groups €13500

Prevention / Awareness raising €77354

Conferences / Seminars abroad €9000

Pompidou Airport Group €1213.02

Narcotic Investigating School (Jordan, 2 Policemen) €849.24

Conference on Backtracking Investigation Evidence collection, sanction and prevention

of drug precursor diversion €757.15

52nd Synod of UN Drugs Committee €1995.22

Advanced Drug Enforcement Seminar €1839.60

Annual Meeting of the Cooperation Group of Drug Control Services at European Airports

and in General Aviation €385

8th Meeting of Heads of National Drug Law Enforcement Agencies €925.50

12th Electronic Surveillance 2009 €1807.33

Pompidou Criminal Justice Platform €1236.04

CEPOL Seminar “Fight against drugs in EU” €6580.48

Prison Service

Urine tests €3096

Drug tracing device maintenance €1986

Purchase of board games for psychological rehabilitation programme €215

Ministry of Defence

Concerts & recreational activities (as part of prevention efforts) €4500
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Prevention seminars €3000

Sports goods €6460

Promotional campaign €1100

Recreational goods €700

Library purchases €1000

Ministry of Education and Culture

Mentor Units €630000

Antidrugs Student Seminars €50000
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Annex III: Prevention guidelines handbook - basic prevention principles

1. Prevention programmes should focus on reinforcing protective factors and limiting

risk factors.

2. Prevention programmes should include all substances of abuse, including both

legal and illegal ones.

3. Prevention programmes should aim to modify the risk factors which favour the use

of drugs.

4. Prevention programmes should be adjusted to the special characteristics and

problems of the society.

5. Family prevention programmes should focus on 1) reinforcing the bonds between

the members, 2) providing parenting skills training and 3) training parents to

develop family rules regarding substance use.

6. Prevention programmes should be designed to intervene at the earliest possible

age.

7. Prevention programmes for elementary age individuals should aim at improving

school performance, and at providing social and emotional skills training.

8. Prevention programmes for junior and junior high school students, should aim at

improving school performance and at social skills training.

9. Universal community prevention programmes implemented during individuals’

transitional phases can positively affect families and children at high risk.

10. Community prevention programmes that combine more than one practice can be

more effective than single or segmental programmes.
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11. Community prevention programmes implemented in a diversity of locations are

more effective when transmitting messages relevant to the community as a

whole.

12. Programmes adjusted to community needs and special characteristics should

sustain the basic principles of the initial intervention.

13. Prevention programmes should be long-term and contain progressive,

interconnected interventions that a) will reinforce the initial aims of prevention

and b) consider the developmental changes.

14. Prevention programmes should include a holistic approach to training, including

effective practices in managing problems.

15. Prevention programmes are more effective when they include interactive

techniques that allow active participation in the learning process.

16. Evidence based prevention programmes can also be cost-effective (CAC,

2010c).
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Annex IV: CAC Treatment Guidelines

1. Telephone help lines

All telephone help lines providing information, guidance and counselling regarding

substance abuse should:

 Constitute members of an antidrug accredited organization (e.g. FESAT) and

abide by their regulations.

 Have a clear aim and well-defined type of services offered.

 Informational and promotional campaigns should only be used to provide

awareness of the programme’s goals, aims and capabilities.

 Aim at being capable of satisfying the needs of all callers, regardless of religion,

nationality and gender.

 Function according to the Personal Data Protection Law (L28(III)/2001).

 Respond to callers with respect and a non-judgmental attitude, and at the same

time have a mechanism in place for complaints.

 Ensure that all staff is appropriately trained, and abide by the helpline code of

conduct.

 Ensure that all references used by the staff be clearly defined and updated.

 Have a clear policy on handling difficult calls.

2. Outpatient adolescent services

The main aim of the outpatient adolescent services is to provide early intervention in

order to interrupt experimental or occasional substance use. The services target the

adolescent as well as their families. Outpatient adolescent interventions should:
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 Be either of short-term duration or short-term intensive according to the

adolescent’s individual needs.

 Be easily accessible.

 Combine the use of systemic approach alongside other therapeutic approaches.

 Include individual and group psychoeducation, counselling and sessions focusing

on personal growth, individual psychotherapy, alternative therapeutic approaches

(e.g drama therapy) and creative activity groups. In addition, the intervention

should include a vocational/ school reintegration period as well as an aftercare

plan.

 Provide support to the families of the adolescents through psychoeducation,

counselling, group and family therapy etc.

3. Adult Counselling Stations

Counselling centres target adults who are active users and / or their families. Adult

counselling should:

 Provide information and guidance regarding the drug treatment process and

availability, motivational enhancement, preparation and referral to drug treatment

services, harm reduction, support to family members or a combination of the

above.

 Have no specific duration. Services will be offered until the individual is ready to

enroll in a treatment programme.

4. Outpatient psychological rehabilitation Services
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Outpatient psychological rehabilitation services target individuals who are relatively

functional in their everyday life, and have a support system in place. This type of service

should:

 Be offered on a systematic basis according to the degree of dependence and

therapeutic progress of the individual.

 Set up an individualized treatment plan addressing substance abuse, health,

delinquency and social issues of the individual.

 Include individual, group and family sessions.

 Include a specific aftercare plan.

 Be based on a wide variety of treatment models, such as structured day or open-

therapeutic community programmes.

4. a) Structured day programmes

The structured day programmes have pre-determined activities for a specific time period.

These services can be used in combination with other type of interventions. Structured

day programmes should:

 Have pre-determined attendance criteria and specific time schedules.

 Have an individualized or group time schedule according to the individual needs

and treatment intensity needed.

 Include an individualized treatment plan addressing substance abuse, health,

delinquency and social issues of the individual.

 Include group therapy, counselling, psychosocial interventions, creative activities

and daily skill activities.

 Be offered in appropriately-equipped rooms, where the above activities can be

carried out.
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4. b) Open therapeutic communities

The open therapeutic communities (TC) constitute outpatient psychological

rehabilitation programmes in which abstinent adults can enroll. The open TCs differ

with the outpatient psychosocial rehabilitation mentioned above in regards to the

principles the TCs have to adhere by. Specifically, the open therapeutic

communities should:

Be members of the World Federation of Therapeutic Communities and operate

by the Federation’s principles.

5. Inpatient psychological rehabilitation Services

The goal of inpatient rehabilitation services is abstinence and social reintegration of

intravenous heroin users or long-term users of other substances. Inpatient

psychological rehabilitation services can or should:

 Follow a treatment plan, which should be implemented through frequent

sessions with a therapist coordinator. The treatment plan should respond to

substance abuse, health, delinquency and social issues of the individual.

Combine group work, psychoeducational interventions and educational

activities.

 Include inpatient drug or alcohol programmes based on a wide variety of

treatment approaches including therapeutic community and 12-step

approaches. In addition, programmes can target specific drug user groups

such as pregnant women or individuals with double diagnosis. Halfway

houses for users approaching discharge can also be part of the programme.

 Include an individualized complete aftercare plan.

5.a. Closed therapeutic communities

Closed therapeutic communities aim at rehabilitating through the personal

development of the individual. They target long term heroin users that failed in other
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outpatient programmes and require abstinence from all psychoactive substances.

Closed therapeutic communities should:

Be members of the World Federation of Therapeutic Communities and operate

by the Federation’s principles.

6. Inpatient detoxification Services

The inpatient detoxification units provide short term medically-assisted treatment of

the withdrawal symptoms of heroin, alcohol or other drugs. These units can or

should:

Provide detoxification (medically assisted treatment handling the withdrawal

symptoms) or prepare individuals for substitution treatment (according to the

WHO guidelines).

Be provided by an interdisciplinary group including medical doctors, nursing

personnel, substance abuse counsellors and others.

Provide 24-hour medical supervision in a hospital setting.

Also provide emergency medical care for overdose incidents.

 Include an individualized treatment plan addressing substance abuse, health,

delinquency and social issues of the individual.

7. Outpatient substitution Services

The outpatient substitution units target heroin users whose past attempts in other

treatment approaches failed. They aim at the reduction or discontinuation of use, or

at the reduction of the high risk drug related behaviours. These programmes can or

should:

Provide substitution or maintenance treatment by prescribing methadone or

buprenorphine.
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Provide outpatient based detoxification by prescribing buprenorphine.

Prescribe agonist medication aiming at relapse prevention.

 Follow the WHO guidelines.

8. Drop-in centres

Low threshold centres provide immediate harm reduction services to substance abuse

users aged 18 or older. These centres can or should:

 Be easily accessible without the need for an arranged appointment, and users

should also be accepted while under the influence of alcohol or drugs.

 Provide psychosocial care, syringe exchange, medical and health care services.

9. Multi- functional outpatient drug services

These are outpatient units that provide a wide variety of programmes aiming at serving

the multiple needs of drug users. They can or should:

 Provide low threshold access without any exclusion criteria.

 Provide case management within the treatment system.

 Provide all kind of services, from harm reduction, counselling and motivational

enhancement to rehabilitation and substitution.

10. Treatment programmes within the prison system

The programmes in prison aim at motivating addicted inmates towards requesting

treatment and rehabilitation within the system. Therefore, the prison system should

provide such services that will:

 Be able to provide psychosocial and pharmaceutical treatment.
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 Provide psychosocial interventions that will include individual and group

counselling, motivational enhancement, personal development groups,

psychosocial support, social learning skill development, health promotion

seminars and family support.

 Provide treatment based on various treatment approaches (i.e. TCs, behavioral

learning, etc.), as long as these are adjusted to the prison setting.

 Provide medical treatment for treating withdrawal symptoms.

 Continue to provide substitution treatment to individuals that were enrolled in such

a programme in the community.

 Provide aftercare and referral services to those released.

 Provide appropriate harm reduction services (trained staff).

 Follow the WHO guidelines regarding infectious diseases vaccination, syringe

exchange, HIV treatment, STs and patient confidentiality.
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